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This article provides perspcccive on our experiment [0 change a psychiatric hospital ward
from reliance on drug therapy to psychological ueatmen(. Resistanccs to the change took
many forms, including delaying publication of the result5 for nearly a decade. Although suc­
cessful, the treatment program it5e1f was nC\'cr adopted. The work did have a major impact
on the "right to refuse treatment" case originally titled Rogers v. Okin (1979), which barred
forced medication and involuntary seclusion except in certain emergencies if an outside
consultant agreed. Two publications (Deikman & \Vhitaker, 1979; \Vhitaker & Deikman,
1980) described much of the program and i[S vicissitudes but did not include some of the
more resisted features reported in this article.
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The purpose of this article is to provide perspective on our previous successful
experiment to change a psychiatric hospital ward from the practice of relying on
drug therapy to relying on psychological treatment. Although achieving our goal

of improving treatment outcomes for severe mentally disturbed persons, we encountered
severe resistance [Q accepting our reports as valid. The resistance took many forms, but
one result was that we were not able to publish our observations and results for nearly a
decade (Deikman & Whitaker, 1979; Whitaker & Deikman, 1980).

Our findings aroused an antagonism for which we were not prepared. For example,
when we submitted the first article to a major psychianic journal, (WO of six reviewers
refused even to read our manuscript. The reviewers believed that not using drug treat~

ment for such patients was unacceptable, perhaps even malpractice. Eventually, we
circulated our unpublished manuscripts to a few colleagues, one of whom, Michigan
State University professor, Bertram Karon, suggested submitting the manuscript to a
psychology journal, which we did. The result was rhat the articles were finally published
in Psychotherapy: Theory, Research and Practice, an American Psychological Association
Journal.

However, the manuscripts did snike a chord wtth some professionals. As a result, even
before publication, Dr. Whitaker was asked to be a consulrant to a VA hospital, to be an
expert witness in the Uright [Q refuse treatment case" in Bosmn's U.S. District Court, to
propose a new Massachusetts state mental health plan, and to become superintendent of a

50 © 2009 Spring" Publishing Company
• 001; 10.1891/1559-4343.11.150























The Empathic Ward

AFTER THE WARD

61

•

As became clearer after the actual operation of the ward, our discontinuing the standard
reliance on the neuroleprics obviated the common adverse side effects, such as tardive
dyskinesia and akarhesia, and there were other health benefits as well. For example. since
patients would not be neuroleptically deprived of their natural dopamine, a neurotrans·
mirrer that facilitates normal stimulation and pleasure, they would not have the ravenous
medic3rion·induced compensatory penchants for nicotine, caffeine, imd overeating can·
sequent to neuroleprically induced dopamine reduction. Disallowing smoking on the ward
was readily tolerated by patients, fortunately so because the decrepit old hospital building
was soon to be condemned for patient care due to fire hazard. Nor did patients complain
abom not being prescribed drugs. In short, rhe ward program obviated the production of
actual disease.

Would we now do things differently? The newer antipsychotic and antidepressant drugs
are supposed to be both more effective and safer, though evidence to date does litde to

support such claims. TIle newer drugs appear to offer no greater benefit to patients than
placebos and to have their own damaging effects. The claim that schizophrenia is a disease
like diabetes is ironic in that the new antipsychotics are now linked to helping produce
actual diabetes. Bm why not at least try to use those medications, at least as adjuncts to a
program using psychosocial treatment primarily?

Bertram Karon (2006) has pm this question into temporal perspective by documenting
long~[erm studies of outcome for psychotic patients. The clear conclusion is that psycho~

therapy is superior to medication; the latter actually diminishes chances for recovery. Thus,
not only does psychotherapy work when properly donc l but when brain damaging treat~

ment is avoided l long~term outcome can be enhanced rather than worsened. In conclu~

sion l Karon states, "If the patient or therapist want medication l it can be used, but it should
be withdrawn as rapidly as the patient can tolerate" (p. 227). In this light, we feel that our
psychological approach was warranted and that programs of treatment today should take
heed from history rather than simply trying to quell disturbing symptoms at the COst of
patients' and society's well;being.

Looking back on the ward program, Dr. Deikman concluded:

Empathic connection is the key factor in psychological treatment; it is much more powerful than
drugs. The more our ward developed a family feeling, the more effective it became as a therapeu~

tic agem. How can we understand this? How can we understand that someone with psychosis can
be brouglu out of their acute psychoric phase in <l few days without the use of drugs? How can wc
understand that se\'crcly depressed patients, who had received antideprcssants as wcll 3S dectro­
convulsive treatment (ECT) without improvement, would experience recovery from depression
through the use of psychological means alone? \Ve used psychodrama, humor in group therapy
meetings, one~on~one psychotherapy, and, especially, unscheduled, constant, individually prt:~

scribed confrontation of patients by other patients.

What we would like to suggest is that through these means, patients and staff began [Q

feel connected to the ward group as if they were members of a family. This connection was
palpable and proved critically effective because their illnesses had arisen through feeling
alone, isolated, unprotected. The family feeling permitted and fostered the experience of
empathic connection, countering the isolation underlying the patient's presenting symp~

toms and providing support for further maturation. This was true of the staff experience
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as well. As a result, for most of the staff as well as the patients, participation in the ward
not only decreased dysfunction; it included a gain in maturation and strength beyond that
which had been the case even before the breakdowns that resulted in their hospitalization.
From that perspcc£ive, the basic therapeutic cask is to lessen the barriers co the experience
of connection.

REFERENCES

Arriss, K. (1959). The symlJwrn as comnllmicmion in schizophrenia. New York: Gnme and Stratton.
Deikman, A. J. (1971). Phenothiazine::; and the thcrapbt's fcar of idcntificmion. Hltmanistic Ps)'chology f

II, 196-200.
Dcikman. A. J.t & \Vhimker, L. C. (1979). Humanizing a psychiatric ward: Changing from drugs to

psychotherapy. Psychothcrapy: Theary, Research, and Practice, 16(2),204-214.
Karon, B. P. (1006). Can biological and psychological intervention be integrmed into the treatment

of psychosis! Probably not. Ethical Hllmnn Psychology and Psychiatry, 8(3), 225-228.
Kiesler, C. A. (1982). Public and professional myths about mental hospitalization: An empirical

reassessment of poHcy~relmed beliefs. American Ps)'chologist, 27. 1323-1339.
Langsley, D. G. (1985). Prevention in psychiatry: Primary, secondary, and tertiary. In H. 1. Kaplan &

B.]. Saddock (Eds.), Comprehen:;iue tex.book of psychiatry (4th cd., pp. 1885-1888). Baltimore:
\YJilliams & \Vilkins.

Rogers v. Okin, 478F. Supp. 1342 (D. Mass. 1979).
Stamon, A. H" & Schwanz, M. S. (1954). The menral hostJiraf: A srl/dy of institllfionaf lxmiciparion in

psychiatric illness and treatment. New York: Basic Books, Inc.
Strauss,]. S., & Carpenter, \V. T. (1981). Schi~ophrenia. New York: Plenum Press.
Talbott, ]. A., Goldman, H. 1-1., & Ross, L. L. (1987). Schizophrenia: An economic perspective.

Psychiatric Anna~, 17(9),577-579.
Whitaker, L. C. (1985). Objecrit1c measuremenr ofschizophrenic thinking: A practical and rheoretical gltidc

to the \Vhiraker index of schiZOlJhrenic thinking OVAlS) forms A and B; scoring ke.ys. Los Angeles:
\Vcstem Psychological Services.

\Vhitaker, L. C. (1992). SchizolJhrenic disorders: Sense and nons~nse in conceptualizacion, assessmem,
and creaonem. New York: Plenum Press.

Whitaker, L. c., & Deikman, A.]. (1980). Psychotherapy of severe depression. Psychotl1erapy: Theary,
Research and Practice, 17(1),85-93.

\Vhitaker, R. B. (lOO7). Reality check: \Vhat science has to tcll us about psychiatric drugs and their
long-term effects. In L. C. \"Vhitaker & S. E. Cooper (Eds.), Phannacological creaonent of college
slIldenrs with psychological problems (pp. 97-123). New York: Haworth Press.

Acknowledgment. The English language version is now available from the amhor: leighwhit®
comcasr.ner There have also been studies of the \'(fIST in its Spanish and German versions.

Correspondence regarding this article should be directed to Leighton Whitaker, PhD, ABPP, 150
Longview Circle, Media, PA 19063. E-mail: lcighwhir@comcast.ner

s


