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To every person who has emotionally suffered, who recognized and accepted
that going it alone wasn’t cutting it, who realized help from another was
required, who stood up to the stigma of seeking professional assistance and
went out to get it, and even to those who couldn’t afford to do so but
did something to improve: This book is for you.







crazy \ krā-zē \ adj. mentally deranged, especially as manifested in a wild or aggressive way

Oxford Dictionary

crazy \ krā-zē \ adj. experiencing any kind of emotional pain or distress, i.e., what we all grapple with as part of the human condition

Rob Dobrenski, PhD
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A NOTE TO THE READER

The “inside” look you are about to read is based on my real-life experiences as both a graduate student and practicing psychologist. My story, in many ways, represents what nearly every mental health professional experiences at one time or another. Any shrink who tells you he or she can’t relate to what is written here is incredibly guarded and private, which is one of the many reasons this book needed to be written.

Due to the extremely sensitive nature of the subject matter, I have taken artistic license to protect the identity of those involved (please see Disclaimer). Fortunately, the essence of the stories and their inherent messages is not lost with these changes. Even though what I describe here is a “day” in the life of a shrink, what you’re really seeing is fifteen years’ worth of experience, from my early training experiences to my current practice. These stories are symbolic of what mental health professionals do on a regular basis. So although you won’t be able to put the timeline together like puzzle pieces, rest assured you’re getting an inside glimpse into this world.

Psychologists have one of the greatest jobs on Earth: We help give our patients relief from mental and emotional pain. We listen and respond to psychological difficulties on an hourly basis, hear people share their deepest secrets. Day after day, week after week, we give wisdom, direction, advice, and perspective. Many people venerate us for this. A day in the life of a shrink is daunting, humbling, exciting, and, most often, incredibly gratifying as we sit with people from all walks of life. We meet many interesting people with fascinating, sometimes “edge-of-your seat” stories to tell.

Our workdays are actually quite frenetic. Sometimes the therapy hour is humorous and lighthearted, such as when we listen to a woman lament over her horrible date with a millionaire who insisted they dine at Taco Bell (and only from the value menu, of course). Other times it’s serious and sobering, like when we need to help a teenager stop slicing her arms and legs. One hour we might be playing checkers with an eight-year-old as he talks about his feelings toward his dad; the next, we are filling out an admission form for a man who walks into the hospital, places a gun on the counter, and says, “Please help me.”

And yet while we bask in the glow of giving people a better quality of life, letting people believe we are “mental health giants,” we ourselves suffer. We’re depressed and anxious; we battle with crippling panic attacks, OCD, and post-traumatic stress disorder. We take Zoloft, or worse, antipsychotics. We get god complexes and sometimes charge exorbitant fees. We drink too much and have horrible relationships. And sometimes we even have no clue what we are doing in the office! We love to believe that we are perhaps quirky, eccentric, maybe even neurotic, but certainly not ill. (And yet sometimes we are.) We sit in our offices, listening to people talk about themselves, helping in ways that often impact them for perhaps the rest of their lives, and yet we never let them know how screwed up we really are. In reality, we’re just like them: crazy.

Welcome to this world.





DISCLAIMER

While this book includes anecdotes based on true events, several changes have been made to protect the identity of those involved. Such changes include—but are not limited to—altered names, dates, locations, genders, and ages. In addition, in several instances the individuals described are, in fact, composite characters created from experiences working with numerous patients and colleagues dealing with the same or similar issues. These steps are taken to protect client confidentiality in accordance with both ethical and legal guidelines.





PROLOGUE

As a twenty-four-year-old graduate student, I met with a patient I’ll call Bill, who was a chronically depressed fifty-five-year-old man. Although Bill suffered from significant mood problems, he was consistently polite and personable. This allowed him to connect with and be liked by people quite easily, myself included. And even though I lacked experience—at that point in my training I had sat down with only a handful of patients—I assumed I could use my modicum of education to improve his quality of life.

While Bill’s likability made the work enjoyable, after several months of therapy, I grew frustrated that we had made little progress as a therapeutic team. One day, however, there was a drastic shift in his mood.

“Guess what, Rob?” he said proudly. “I finally drove my car.”

Normally morose, on this day Bill was happy, practically ecstatic, perhaps for the first time in years. This good news left me puzzled, however.

“What do you mean, you drove?” I asked. “Where? Up and down your driveway?”

“No, I mean the real deal. I drove all the way here with a friend, the whole three miles …”

“But—”

“I took the highway most of the ride until the traffic got too heavy …”

“How could you—”

“… and then I turned off to drive the side roads through a couple of neighborhoods. I really picked up some speed there.”

“Oh, Jesus …”

Most therapists would have been elated to learn that a patient who had been so depressed he often found it difficult to get out of bed before three in the afternoon had suddenly summoned enough courage to discard the safety of his routine. Bill had driven three miles along a tortuous highway and then continued for another mile through two busy school zones just to get a sense of his own independence. But I was not, in fact, elated by what I was now hearing. In fact, I didn’t know what I felt.

It’s not every day that a blind man drives himself to his therapy appointment, but there it was. And Bill wasn’t just legally blind, as in someone who could navigate through life with the aid of heavy-duty contact lenses. No, Bill was stone-cold blind. He had been born with sight and had even driven a car—just not in years. Many, many years.

“I think I’m finally cured,” he said after recounting further details of his misadventure. “Aren’t you proud of me, Rob?”

Proud? I had to admit that “proud” wasn’t the first word that came to mind. Shocked, yes. Puzzled, definitely. Should I confront this behavior as unacceptable? Will he be offended or, even worse, depressed that I’m not pleased with his “progress”? What do I do? Thank God he can’t see how fucking confused I must look.

Depression can create an intense vulnerability in patients, and more often than not it’s best for a psychologist to keep a mood buoyed whenever possible, especially with patients who chronically suffer. Emotions can change quickly, and Bill needed to keep a taste of happiness in his mouth. Although it was simply a barely educated guess at that point in my training, I rightly decided that his morale was the most important thing right then. Therefore I spoke to him in the gentlest, most therapeutic tone I could muster.

“Bill, you and I have been working together for a fairly long time now, and you’ve really had a tough go of things lately, so I love the fact that you’re being more … active, and taking control of your life. That’s a good thing. But I think you should ask yourself whether you’ve made an … appropriate choice here. Don’t you think driving a car in your condition was a tad dangerous? You had to drive past two school zones with children continually darting in and out from between parked cars, and then there’s the hospital and the retirement home on your way here. Would your friend have been able to tell you in time if someone cut in front of you, or if you had to stop short for another car?”

“Hey, Jim was on top of it all the way, and I have great reflexes. You know how they say that when you lose one sense, the others get stronger? Well, I can feel the car now, the flow, and I know exactly where to go.”

Bill was directing his words at least three feet to my left, so his thesis about sensory ability was dubious at best.

“My senses are stronger now,” he continued. “It’s all good, really. See?” he said, as he held up a copy of the Wall Street Journal. “I can tell this is the New York Times just from the feel of it.”

“Look, I think it’s great that you’re taking more risks,” I said. “But we should discuss some other choices you might make to express your independence, actions that won’t place anyone in jeopardy …”

As the session continued, I handed out affirming statements while stressing that having driven once, Bill no longer had to prove himself again. But, to be honest, as I was delivering what any student would have, a confused and naive voice played in my head:

How the hell did this happen? We’ve been working our asses off for months, and nothing has worked until this “cure” comes along? Can I have him committed for being a danger to himself and others? Should I? Why didn’t my professors go over DWBD (Driving While Blind Disorder) in class? Jesus, he better have plans to walk home after the session, or I’ll have no idea what to say.

Bill smiled. Not at me, but at the plant a few feet to my right. He was so pleased with himself. And then a thought hit me, hard. It was a cognition that I’d never put any serious meaning behind, and one that rendered me guilt-stricken for weeks afterward:Oh my God, this guy is fucking crazy.
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During the early portion of my training, some of my classmates and I met for dinner and a discussion about why we were in the graduate program, and what we hoped to accomplish in our careers. While many people believe that we become shrinks simply to learn how to provide ourselves with free therapy and to resolve our own childhood issues, the reality is that most mental health practitioners are reasonably altruistic people who want to help others. And, if we are lucky, we may make a decent living in the process. This was at least the most common response given by the new graduate students. However, in what seemed like an improbable coincidence, my classmate Pete and I grew up having heard the same name for shrinks—“feelings doctors”—which is what had drawn us into the field.

When I was about ten years old I ended up at the doctor’s office, probably to be treated for one of my innumerable tree-climbing accidents. In the same suite as my pediatrician, a man sat crying in the waiting room. In fact, he was sobbing with his face in his hands. He didn’t seem to be in any physical pain, so his tears puzzled me. “Mom, why would an adult cry at the doctor’s?” I asked.

“Robert, people have problems,” she answered. “That man might need help with whatever is making him sad. He’s probably seeing the other doctor who’s an expert in that.”

“Adults see a doctor when they feel sad?” I asked incredulously.

“Sometimes. Many people need to see someone who is a professional in making people not sad. That’s okay. You can ask for help when your feelings are broken. The feelings doctors are very, very important people.”

This experience stayed with me for a few reasons. Even at a young age I was interested in the healing professions. Throughout my childhood, there never was a time that I didn’t imagine myself becoming a doctor, dentist, phlebotomist, or some other health-related artisan. Part of it may have been the fact that they all drove very nice cars and that people seemed to regard them with palpable reverence. “I have to wait three weeks to see Dr. Goldtouch? I need her now!” I imagined it must have been a wonderful experience to be in such demand. But a “feelings doctor” was something new to me. And the crying man looked to be in far more pain than anyone else in the waiting room. Could emotions hurt more than a broken leg?

I was still in the waiting room—we all know how sadistic doctors can be when it comes to making their patients wait well past their appointment time—when the man emerged from the Feelings Doctor’s office, and I noticed he seemed better. Not in the “all smiles with a Band-Aid and lollipop” way, but he wasn’t crying anymore, and he had the slightest hint of happiness as he shook the hand of the Feelings Doctor. It seemed as if the therapist had had a huge impact on the man, perhaps the most of any of the providers there that day.

I thought about the man and what my mother had told me, and I immediately bought into what she had described as the philosophy of a shrink. It made sense to me: People have problems, plain and simple, and it’s okay to get help with them. Of course, every doctor I had ever met seemed godlike to me. What they said was gospel. They gave you a pill and you felt better. They told you to not eat that green paste in the garage and you suddenly didn’t feel sick anymore. And even though I thought they were lying when they swore a colossal needle would prevent rubella, they were spot-on.

This perceived omniscience created in me an assumption that doctors were exempt from the issues of “regular” people. As a psychologist-in-training who had grown up in a reasonably healthy and happy home, I assumed that I might have at least some problems as an adult, but I also believed that my issues would be more manageable than other people’s. My classmates certainly seemed well put together, so it was easy to buy into the notion that mental health doctors, even ones in training, had fewer mental issues than most, or at least knew how to solve them better than other people did. “Doctor = healthy, patient = sick” was my initial working model. And when my classmate Pete told me how his parents suggested that shrinks were a special brand of human, I immediately connected with him.

A few weeks after Bill’s roadway epiphany, I began meeting up with Pete for what is known in the field as “peer supervision.” This is a time to discuss our work and help each other deal with difficult issues that invariably arise. Throughout graduate training you always have your professors to lean on, but there’s something refreshing about discussing issues with someone who’s just as green as you are. Psychology students have yet to be clouded by years of doing things a certain way, and because psychology and therapy are fluid sciences, there are always new ways of viewing things that can help to advance the field.

I had planned to speak with Pete about Bill’s treatment. At this point Bill was still riding high after his near demolition derby, and I was still greatly conflicted. Part of me was pleased about the improvement in his mood, while another part of me felt professionally derelict in not knowing how to respond to something that could endanger dozens of people. And yet another part of me wondered if I had said something to cause this near catastrophe that was doubling as a therapeutic breakthrough.

Like most graduate students in the field of psychology, Pete looked very “normal” at first glance. Those in mental health often appear to have above-average social skills and can engage others in conversation quite well. They make excellent eye contact and are often incredibly good listeners. They nod a lot to show you they are paying attention while you speak. The message conveyed is, “See how confident and comfortable I am talking with you? I’m like this all the time, even outside of the office. Share your problems with me and I’ll help you with them.” Pete was this and more in both the classroom and therapy space. Not only did he care about helping people, but he was also a voracious student. He wanted to know every theorist’s take on the subconscious mind and have a complete command of all 900-something pages of the Diagnostic and Statistical Manual of Mental Disorders, 4th Edition (DSM-IV). He took extra care to be an excellent statistician should he ever decide to go into research. Most graduate students who aren’t planning on an academic career see much of the reading, papers, and dissertations as simply necessary evils, a means to an end. They simply want to get in there and heal. Pete wanted more than that; he wanted to know and embrace everything the field had to offer.

Walking down a shop-lined street while discussing my experience with Bill, we bumped into one of Pete’s own patients. When this happens, it can be quite awkward for both therapist and patient, especially if particularly intimate thoughts and feelings have been revealed in session. And, as Murphy’s Law would have it, the patient had a young woman in tow.

I’ll call the man Don, who, now standing two feet in front of us outside of a grocery store, smiled a big grin of recognition. “Pete!” he screamed at an unnecessary volume.

Therapist Rule 1: Unless a client/patient addresses you, do not make any form of contact.

It is the therapist’s responsibility to ensure clients are not unnecessarily made to feel awkward or uncomfortable outside of the office. Knowing Pete, I assumed that he would handle this situation with razor-sharp skill. Instead, he just clumsily mumbled, “Hi, Don. Um, how are you?”

“Great, great! Just great! What are you up to?”

Therapist Rule 2: Do not unnecessarily disclose excessive personal information, especially outside of the office.

“I’m just, uh, just going for a walk in the park with my colleague, Rob,” he barely stammered out. It was strange seeing Pete look so socially awkward. Granted, I’d only known him for a few weeks, and I hadn’t seen him interact with all that many people, but the discrepancy between his interactions with me, his knowledge of the field, and what was unfolding here was puzzling.

“This is my new lady, Darla,” Don said, pointing to the woman next to him.

I looked at Pete, who was now flushed, and I started entertaining unlikely possibilities as to why Pete was showing early signs of a nervous breakdown. It’s just a client; what’s the big deal? Could Pete be having sex with Darla? Or Don?

To fill in the unusually long pregnant pause, I decided that I should at least contribute something. “Hello, Darla,” I said, extending my hand.

“Darla already knows about us, Pete,” Don explained. So it’s true. Pete’s in bed with Don!

“I just told her about our last session, in fact.”

Oh, she knows that Don is a client. Not nearly as interesting, but at least it’s on the level.

“Pete,” Don continued, “could you please, please confirm what I told you last time? You know, about my manhood? My exact words? She doesn’t believe me.”

Therapist Rule 3: Do not engage in therapeutic services outside of the office or prearranged setting.

Pete had to have known this, but as the beads of sweat became clearly visible on his brow, I considered the possibility that he might spontaneously combust, leaving me, Don, and Darla to explain to his parents how their son had died.

Eventually Pete spoke. “I don’t think that’s appropriate, Don, especially in this setting.”

“I’d like to hear about that,” I said, almost reflexively. Pete shot me a look of both terror and rage.

“Yeah, Pete,” Don and Darla simultaneously confirmed.


Nearly paralyzed with embarrassment and fear, Pete took a deep breath, not unlike what one does before announcing at his first twelve-step meeting that he is an alcoholic. “You made it a point to say that your penis, when ‘engorged,’ can split a woman in two, rendering her your sex slave for all time. At which point you dropped your pants to give me a ‘sneak preview’ of what your next ‘lottery winner’ would be experiencing.” Pete hung his head in humiliation, possibly considering murder/suicide.

Wow. “Um, that’s one fine penis you must have there, Don,” I said. If there was any truth to what Pete had just revealed, any at all, Don deserved to be praised.

“You said it, Rob,” said Don. “See, Darla, I told you!”

“All right, all right, I believe you. Let’s leave these two to their walk, it’s getting chilly,” said Darla.

“Thanks, Pete,” said Don. “I’ll see you next week.”

As Don and Darla walked away, I looked at Pete, who was now slightly bent over, holding his stomach, taking deep breaths. Were those tears I saw?

“Pete, what the hell is going on?”

“I … I get panic attacks. I have social anxiety.”

How could this be? “What—you? I don’t get it; you’ve never seemed anything but incredibly confident.”

“It’s not all the time,” Pete said, who was now on all fours trying to collect himself, wiping his nose with his sleeve. “Therapy has helped decrease the frequency of attacks. And I take beta-blockers, which of course I fucking forgot to do this morning.”

“You take medication for this?” I asked, astonished that “one of us” was on psychotropic drugs. It would ultimately take years for me to realize the extent of medication use within the community of mental health professionals.

“Yes,” he said, as his panting slowly subsided. “And some other stuff that you’ll never know about.”

Other stuff? Like cocaine? Heroin? Nyquil?


“And by the way,” he whimpered, “if you tell anyone about this, I’ll kill you.”

And then it dawned on me. Oh my God, Pete is fucking crazy …
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It was strange spending time with Pete after that day, especially in public.

What drug is he currently on? I would wonder. Does anyone else notice that slight twitch in his eye when he has to order at restaurants? Did he smoke pot to relax a bit? Something stronger? How on Earth can he do his job when he’s so freaked out all the time?

Most graduate school programs in clinical psychology are female-dominated, so Pete and I comprised the majority of the male student body. However, when Pete got a girlfriend—after what I had seen, how they had basic conversations without him jumping out of a window was beyond me—I was alone more often than I would have liked. I had other friends in school but no one I truly connected with, so I started thinking about whether a female companion would be a nice addition to my life in graduate school.

That question was answered when I met Janet in the fall of the next academic year. Bar none, she was the best-looking student in the history of graduate studies, foreign or domestic. A mere twenty-four years of age, she had broken up with her boyfriend of two years just days after she’d enrolled in the clinical psychology program. I had a crush that teetered on obsession the moment I saw her ragingly beautiful red hair. She was tall, thin, and could easily have been a runway model if she didn’t want to be a shrink. I often wondered how any man on the planet would be able to have her as his therapist without fantasizing about her. Never before (or since) had I ever believed in the notion of Love at First Sight, but when Janet came into focus, I simply knew. She was the one. As a teenager, when I’d thought about what life might look like in ten or twenty years, she was the woman I envisioned. It was as if the film Weird Science had come to life and someone had created this physical specimen just for me. Or maybe the gods had simply decreed that this was the moment I was to meet my soul mate. Something clicked, and I made a conscious decision to form an indelible bond with her.

Like most young men I was hyperfocused on her physical beauty, and I let my hormones dictate my actions. Within hours of her arrival on campus, I asked her out. She accepted, subtly noting that it would be fun to “have a distraction while recovering from a breakup.” But Mr. Rebound would have none of that. Instead of some casual fun a few times a week, I was prepared on a daily basis to win her over and make her mine: dinners, movies, walks around town. Flowers, candy, love notes—anything and everything to prove that coming on too strong was exactly what women love. Pairing that with my unique ability to hear I love you when a person says “I can’t get involved with someone at this point in my life,” created a perfect recipe for disaster.

A few months into my psychotic lovefest, Janet dumped me. I had arrived at her apartment with a six-foot-tall teddy bear holding a sign that said MY HEART DOES EVERYTHING BUT “SHRINK” WHEN I’M WITH YOU. I was so dumb that I was actually shocked when it happened. But we were meant to be together! Didn’t you see Weird Science?!

“Rob, I told you what this was when we first went out,” she said. “I never meant to mislead you.”

And she hadn’t; I was just young and stupid. Quite stupid, actually.

I left her apartment in the pouring rain, hoping to be struck by lightning. But no luck. And when she got back together with her ex a few weeks later, I began looking for the closest train under which I could throw myself.

For the first few weeks I ate very little and slept even less. I couldn’t concentrate on school or friends, and I isolated myself in my small apartment. I would take the few photos I had of Janet and me and color our hair with a gray crayon, then would cry all over them at the realization that we would never grow old together. I drank a lot of beer and cried incessantly while doing so, with such volume that the salty tears would begin to mix with the foaming antidepressant. I had literally created a new, depressive cocktail. Beer and Tears. And while many of us at some point lose what we believe is our true love, time was not serving me well like it did for some. It was as if because I had decided that things were supposed to be one way, I refused to move forward in the face of evidence to the contrary. And because the feelings were so raw, an emotional burn that covered my entire body, productive introspection was virtually impossible.

A few more months went by, and I wasn’t improving. Seeing Janet and her boyfriend at parties made me want to light all three of us on fire. I tore up the photos I had colored with gray crayon, and then actually ate one of the shreds in an attempt to preserve our bond.

I started snapping at people, to the point where a professor asked me if I had “something personal” going on. When I told her the truth, that I had been dipping my pen in the corporate ink and got jilted, she suggested that I see a therapist. This idea had occurred to me after I consumed two bottles of red wine in one night, but I resisted. This is normal; I’m just hurt. I’ll get over it. Time heals all wounds, and lots of other platitudes that for some reason didn’t apply to me. Students were encouraged to be in treatment during their training, and my professor said it would be like killing two birds with one stone. “You know the phrase ‘know thyself’? Well, here’s your chance to really understand the miserable person that you are.”

My treatment provider, “Carol,” was a middle-aged therapist with spectacles and a serious, analytical look, even when smiling. A classic shrink, I thought, and I wondered what I would look like in twenty years, sitting in my therapist’s chair, probably still crying over Janet.


She asked me if I knew why my reaction to a fairly common occurrence was so strong, and I admitted that I had no idea. She then asked if I ever thought about killing myself, a question shrinks typically ask patients who are suffering from depression. But hearing the question gave me pause. Kill myself? Is that what I wanted: to be dead? I pictured myself lying in a morgue with a tag on my foot and a photo of Janet in my cold hand and realized that no, that wasn’t quite right.

“I’ve thought about killing myself,” I told Carol, “but I don’t want to be dead. I just want to stop feeling this way, and sometimes that seems like the only option.”

“I see,” Carol said, the way a lot of shrinks do when they’re thinking a few questions ahead. “And how long have you been feeling this way?”

“For about four months,” I said. “It’s hard because I see her almost every day, and I’ve always done better with an ‘out of sight, out of mind’ approach for breakups.”

“All right,” she said. “Let’s see if we can help you process the grief. But I wonder if you’d be served well with an antidepressant, too.”

Was I biologically out of whack now? Had my serotonin levels simply fallen to unacceptable levels? Was that what was stopping me from moving on? And why couldn’t I make a life worth living outside of the context of a relationship that never really existed?

“You really think I need medication?” I asked—partially wanting her to say No, that’s actually a stupid idea; you’re far too normal! while another piece of me was excited about the idea of something, anything, that might seal up what felt like a gigantic hole in my torso.

“I do,” she said, with a warm smile that exuded confidence. Trust me on this one, her look implied. It will help.

The few friends who were able to force me to talk about what was going on saw that I wasn’t making enough headway with just dialogue. It happens that way sometimes. Sometimes people reach a point where they need something to kick-start their biochemistry. I was at that point. Plenty of other people get there and simply continue to struggle, but I was defeated. I wasn’t able to fight anymore.

One week later I had a prescription for Zoloft from a local psychiatrist in my hand. Fifty milligrams once per day in the morning, preferably with food. At least I’ll only have to admit to myself that my brain is broken in the a.m.

It was then, standing outside the psychiatrist’s office, that I thought about Bill. He needed, absolutely needed to drive that car. That was how he was going to overcome his depression. He knew of no other way. And Pete. He couldn’t deal with other people outside of the therapy room. He’s paralyzed without beta-blockers and probably heroin and who knows what else. And me. I can’t handle a loss like this. I don’t know how to cope without help. Now that I had my own problems to deal with, I realized how naive I’d been for being judgmental about Bill and Pete. I couldn’t even run my own life, let alone help them with theirs.

Bill.

Pete.

Me.

We’re all the same in many ways.

Oh my God … I’m fucking crazy too.
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