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To Brian Lennon, my esteemed colleague from Ireland.

Since we met many years ago, I have felt your mind is a mirror of mine. When you sent me Terry Lynch’s book, Beyond Prozac: Healing Mental Suffering Without Drugs, I was on my way.
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Foreword
by Terry Lynch, M.D.

The message conveyed by Dr. William Glasser in the title of this book, that psychiatry can be hazardous to your mental health, may seem shocking. You may reasonably ask, how could it be that a specialty we widely accept as being authoritative on mental health is actually the opposite—hazardous to the people it treats? But Dr. Glasser is a psychiatrist with over forty years’ experience in the field. As the founder of reality therapy, accepted internationally as a valid and effective form of therapy, he is not to be dismissed lightly.

Dr. Glasser is not alone. A small but significant number of doctors and others working in health care fields are very concerned about the direction in which psychiatry is heading. I am one such medical doctor, having worked as a family physician in Ireland for almost twenty years. When I qualified for my M.D. degree, like my colleagues I was a fervent believer in the medical approach to mental health. I continued to be so for about ten years after qualifying. Then I began to have doubts. Over a seven-year period I researched the beliefs and practice of psychiatry. The more I researched, the more concerned I became. I discovered that medical pronouncements regarding the scientific basis of psychiatry are far more dubious than the public believes. I realized that my medical training in the area of mental health had been hugely deficient.

I could not continue to work within the narrow approach to mental illness that prevailed in the medical community and live with my conscience, so, in 1999, I retrained in psychotherapy, and I began to build my working arrangements around what my patients needed rather than what we doctors believe is best for them. My questioning culminated in the publication of my book, Beyond Prozac: Healing Mental Health Suffering Without Drugs, in 2001.

The medical approach to mental distress is based on unproven hypotheses, in particular the theory that the fundamental cause of mental distress is biological, either a biochemical imbalance, a genetic defect, or both. Psychiatry has convinced itself and the general public that this hypothesis is not a hypothesis but a proven fact. In doing so, modern psychiatry has made a major error of judgment, an error so fundamental that it should never occur in any discipline purporting to be scientific. But psychiatry gets away with it, because instead of policing psychiatry to ensure that it does not lose the run of itself, legislators and the general public alike place great faith and trust in the integrity and objectivity of psychiatry and psychiatric research. What limited policing there is of psychiatry is not in-depth and relies heavily on the bona fides of psychiatrists and medical researchers.

Decades of intensive psychiatric research have failed to establish a biological cause for any psychiatric condition. The lack of biological evidence is confirmed by the extraordinary fact that not a single psychiatric diagnosis can be confirmed by a biochemical, radiological, or other laboratory test. I know of no other medical specialty where vast numbers of people are treated on the presumption of a biochemical abnormality. The medical profession’s reliance on biology as the determining factor for psychiatric disorders is founded upon faith rather than true scientific research. It seems to me that doctors shoot in the dark far more than the public realizes.

And despite all you have heard, little real progress has been made in the research on the genetics of mental illness. As the Chicago Tribune stated on March 20, 2001: “It is a fact that despite decades of research, not a single gene responsible for mental illness has been found—the quest has been shattered by the debunking of highly visible reports localizing genes for schizophrenia. Similar fates met discoveries of genes for manic-depression, alcoholism, homosexuality.”1

There is little enthusiasm within the field of psychiatry for ideas that run counter to conventional medical theory. In the year after Beyond Prozac was published in Ireland, in April 2001, I received over two thousand calls and letters from people affirming that the book made great sense to them. This in a country with a population of just over three million. Yet for the most part my best-selling book was greeted with silence by the medical profession. While the book received wide coverage from the general media, no Irish medical newspaper or medical journal reviewed it. Three months after an Irish psychiatrist wrote in an Irish national newspaper that my ideas would not contribute to furthering our understanding of depression, my book was placed on the short list for the United Kingdom’s MIND Book of the Year award, the first Irish book to make this list in the twenty-one-year history of this prestigious award.

We doctors have become preoccupied with diagnosing mental illness and initiating medication treatments. The supposed mental illness becomes the focus of attention and the underlying human issues go unnoticed and unresolved. The biochemical model of the illness remains an unproven hypothesis. Since any hypothesis may ultimately be found wanting, I believe that as a society our view of mental health must expand, as Dr. Glasser suggests, and go beyond the narrow medical approach. There is too much at stake.

It is difficult to find a single aspect of psychiatric practice that is based solidly on science. While doctors vehemently emphasize that the primary solution to the worldwide suicide crisis is the early detection and treatment of depression with medication, research does not support the view that antidepressants prevent suicide.

In 2002 the Royal College of Psychiatrists had to downgrade their pronouncements regarding the effectiveness of antidepressant drugs. For decades, and in particular since the newer SSRI (selective serotonin reuptake inhibitors) antidepressant drugs such as Prozac, Paxil, and Efexor came on the market over ten years ago, psychiatrists have stated with great authority that these drugs were at least 70 percent effective in treating depression. Now the Royal College of Psychiatrists has had to concede that these drugs are roughly only 50 to 60 percent effective. Bearing in mind that the effectiveness of placebos in treating depression is in the region of 47-50 percent, the case for the widespread prescribing of antidepressant drugs is dubious, to say the least. An increasing number of studies are failing to find significant differences between the effectiveness of placebo and antidepressants.

In a startling commentary on modern psychiatric care, schizophrenia outcomes in the United States and other developed countries are far worse than in the poorer countries of the world. In studies of schizophrenia outcomes, the World Health Organization has repeatedly found that recovery from schizophrenia was a far more frequent occurrence in poorer countries such as India, Nigeria, and Colombia than in developed countries like the United States, England, and Denmark. These studies repeatedly found that approximately two-thirds had good outcomes in poorer countries as compared with approximately one-third in developed countries.

Psychiatry has been slow to learn from its mistakes. The medical profession, legislators, and the public alike seem to have forgotten that most of the medications used in the treatment of mental distress over the past one hundred years have been either dangerous, addictive, or ineffective. In the early days it was drugs such as alcohol and opium, later followed by the barbiturates and the amphetamine group of drugs. These were followed in the 1960s by the benzodiazepine group of drugs, which have been in use for the past forty years. Each of these drugs was introduced with great fanfare, and then used for decades as the latest wonder drug for mental distress. It took doctors fifty years to grasp the true addictive potential of the barbiturate group of drugs. Today doctors would balk at the idea of prescribing barbiturates or amphetamines, but in 1967, 23.3 million prescriptions for amphetamines were written in the United States; in that year 12 million people took amphetamines on medical advice.

The medical experts did not want to contemplate the possibility that these drugs might be addictive. Clearly, the medical experts got this very wrong, and there is worrisome evidence that precisely the same scenario is currently unfolding with antidepressant drugs. For years patients have been telling their doctors that they find it hard to come off antidepressants. Currently there is widespread prescribing of antidepressant drugs, drugs that doctors have assured the public are definitely not addictive. Yet the newer antidepressants have not been systematically tested for their addictive potential, surely a gross oversight given the addictiveness of many of their predecessors. What short memories we doctors have when it suits us.

Early in 2002, in what may turn out to be an enormously important development, the manufacturers of the antidepressant Paxil were forced by the U.S. Food and Drug Administration to issue a new warning to patients and doctors, acknowledging that some people get hooked and might suffer severe side effects when they stop taking Paxil. Paxil’s manufacturers were found to be in breach of the industry’s code of practice by misleading the public. In effect, this ruling means that doctors will now have to acknowledge what they have been vehemently denying for years, that antidepressants are indeed addictive.

The lessons of the past have not been learned because the field of psychiatry does not want to learn them. It is because learning the lessons would mean that psychiatry would have to look at itself, its practices, and beliefs. Psychiatry seems to have forgotten that the primary reason for its existence is supposed to be to serve the public interest rather than its own. Psychiatry has walked itself into a cul-de-sac from which it is unwilling to return. If we don’t learn from our mistakes, we keep repeating them.

But there is hope. Throughout the world there is a small but significant group of doctors who are speaking out. William Glasser is one such doctor. In this book, Dr. Glasser illustrates why we ought to be concerned about psychiatry’s dominance of mental health care. Refreshingly without medical jargon, he presents the case for reform of mental health care. But William Glasser goes further. He presents us with an alternative approach to mental health care.

William Glasser maintains that since relationships are central to human happiness, recovery should involve exploring how we relate to others and looking for ways of improving how we relate to others, particularly within our closest relationships. You might say that this is just common sense, and indeed it is. Unfortunately in this world, common sense can be an uncommon commodity. The medical profession stoutly refuses to focus on the issue of relationships and how we might relate in more productive ways. Why? Because relating does not fit into the medical model. And anything that does not fit into the medical model is discarded as unworthy of serious consideration. Because, like many other institutions, the institution of psychiatry puts its own survival and advancement above all other considerations.

William Glasser’s years of inquiry and questioning have culminated in the development of what he calls choice theory. He cogently argues that what medicine has labeled as mental illness is in reality varying degrees and expressions of unhappiness. He points out that medicine’s preoccupation with mental ill-health means that people searching for the opposite-mental health and well-being—receive little meaningful guidance from the medical profession. William Glasser offers this book as a worthwhile guide to mental health.

Dr. Glasser builds his approach on a solid foundation of kindness, respect, support and compassion, human qualities that I have found to be crucially important foundation stones in working with people. Central to this book is Dr. Glasser’s belief that a great deal of human unhappiness—much of which subsequently becomes labeled as mental illness by the medical profession—relates to the choices we make. He illustrates that by identifying and owning the choices we make, we become responsible for ourselves. Responsible, that is, in the positive sense of being able to respond and make healthier choices.

I have long been concerned about the medical tendency to disconnect mind and emotions from the body. Doctors treat people’s conditions as if they are dealing with a machine, as if no other aspect of the person’s being or experience could possibly have anything to do with the condition for which they are being treated. Seduced by the attraction of science and misinterpreting the true meaning of science, a holistic approach to health has been sidelined by the medical profession. This is highly unscientific because it refuses to consider what is obvious. Mind and body do not exist as separate entities; they are intimately intertwined. Yet medicine shows little willingness to explore possible links between mind (psyche) and body (soma).

It is time to examine the psychiatric monopoly on mental health care. Given that more than one in four people come in contact with the mental health services during their lifetime, it is essential that no stone is left unturned in our efforts to create an effective mental health care service. Not only is psychiatry leaving many stones unturned; it is doing its level best to ensure that those stones remain unturned.

For far too long, psychiatry has been allowed to regulate itself. I believe that an independent public inquiry into mental health care is required. Many studies have found that counseling and psychotherapy could make a major contribution in mental health care. But because therapy does not fit into the biological medical model, psychiatry has demonstrated little interest in expanding the role of psychotherapy in treating mental distress. Many medical schools, such as the prestigious Johns Hopkins, no longer require their psychiatric trainees to study psychotherapy. The question therefore arises: How well equipped are doctors to deal with the emotional, psychological, and social problems of their patients?

For decades doctors have dismissed research that challenges the medical model as being flawed. Ironically, over the past few decades it has become clear that psychiatric research has itself been woefully unscientific and seriously flawed. Even in prestigious journals such as the British Journal of Psychiatry an estimated 40 percent of research papers contain significant statistical errors. And that’s just the statistical errors.

Although the older drugs for the treatment of schizophrenia have been in widespread use around the world since the 1950s, prescribed for tens of millions of people, there seems to be little interest within the medical profession in carrying out a comprehensive evaluation of those drugs. A comprehensive review of them certainly is warranted. The drugs are responsible for the greatest medically induced epidemic of all time, an irreversible and very distressing neurological disorder known as tardive dyskinesia. Tens of millions of people have been treated long-term with these drugs over the past fifty years. Given that 250 out of every 1,000 people taking them for five years can be expected to develop tardive dyskinesia, millions of people worldwide have developed this disorder as a consequence of their medication. These figures are well established and not in dispute.

You might assume that surely doctors would not put their patients at such risks unless the benefits of the drugs were definite and well established. Unfortunately that is not the case. The quality of medical research into these major tranquilizers from the late 1930s to the late 1990s has not quite been up to scratch. A recent major review of two thousand research trials conducted during this period into the treatment of schizophrenia has raised very serious questions regarding the quality and reliability of these studies and these treatments. This major review also included the newer drugs being used to treat schizophrenia.

I am very concerned that unless there is an inquiry into psychiatric practice, the older major tranquilizers will quietly slip into history, to be replaced by the newer drugs. I fear that history will continue repeating itself, that in thirty or forty years’ time these newer drugs will then be old drugs that, like their predecessors, are found to have serious side effects, and will be replaced by still newer “wonder” drugs. The wheel goes round and round, unless the authorities say “Stop! What’s going on here? Are there better, safer ways?”

Like many other groups and institutions, the medical profession holds steadfastly to its belief system. There is much at stake here for the members of the medical profession, who, along with those in the pharmaceutical industry have heavily invested their time, their hopes, their identity, and their lives, into this belief system.

The medical approach is typically to suppress: to suppress anxiety, anger, rage, fear, and other unpleasant emotions people may have. But suppression of symptoms is not sufficient. The suppression may give temporary relief—relief that is often welcome and appropriate—but frequently there is little long-term healing. The person’s suppressed emotions and issues are not dealt with, and may be pushed further underground by the drugs.

There is ample evidence that psycho-socio-emotional-relationship-life issues play an important part in the creation of so-called mental illness. We need to focus on helping people get their lives back on track, at a pace that works for them. I believe that choice theory, the subject of this book, has great promise in this regard.

The quality of mental health care, which directly affects 25 percent of the population and affects many more indirectly, is not a fringe issue—it is a major, mainstream issue in society. An independent review of mental health and mental health care is urgently required. Any such review must be wide-ranging, asking fundamental questions about the medical approach to mental illness, the medical belief system. The entire diagnostic process, as well as approaches to treatment, need to be reviewed in detail. Our perception and treatment of so-called mental breakdown needs a comprehensive exploration and review. The views of those at the receiving end of mental health care must be listened to.

I am not rejecting science. I am all for science—true science, that is. To lose sight of the bigger picture, as I believe medicine has in the case of mental health, is also to lose sight of the true meaning of science. Because true science excludes no possibility in its search for understanding and progress.


1Peter Gorner, “Gene Study Doubted Before Ink Is Dry: Search for a Link to Mental Illness Eluding Science,” Chicago Tribune, 20 March 2001.




Preface

The following article from the op-ed page of the March 10, 2002, New York Times focuses on schizophrenia. But in this book I go beyond schizophrenia. I explain that none of the people described in the DSM-IV,1 the official diagnostic and statistical manual of mental illness published by the American Psychiatric Association, are mentally ill. I don’t deny the reality of their symptoms; I deny that these symptoms, whatever they may be, are an untreatable component of an incurable brain malfunction. I do not see their symptoms as mental illness but as an indication that they are not nearly as mentally healthy as they could learn to be.

What I believe and will explain in depth throughout this book is that the basic human problem has nothing to do with the structure or physiology of our brain. We are by our nature social creatures and to be mentally healthy or happy, we need to get along well with the people in our lives. Unhappy people like John Nash, and all those whose disorders appear in the DSM-IV, are not mentally healthy. They are lonely or disconnected from the people they need.

As I will explain in depth, they express their unhappiness in the symptoms described in the DSM-IV plus many others like pain and anger. For them to become more mentally healthy and happier, we have to offer compassion, social support, education, and counseling. They do not need brain drugs and electric shocks, all of which harm their brains.

If you have difficulty accepting this explanation, check out Chapter 13 and the many references listed in the Appendix. Or to save time, read Beyond Prozac: Healing Mental Health Suffering Without Drugs, the seminal work on the hazards of biological psychiatry by Terry Lynch, a man you’ve already met in the foreword to this book.

Beautiful Minds Can Be Reclaimed
by Courtenay M. Harding

The film A Beautiful Mind, about the Nobel Prize-winning mathematician John F. Nash Jr., portrays his recovery from schizophrenia as hard-won, awe-inspiring and unusual. What most Americans and even many psychiatrists do not realize is that many people with schizophrenia, perhaps more than half, do significantly improve or recover. That is, they can function socially, work, relate well to others and live in the larger community. Many can be symptom-free without medication.

They improve without fanfare and frequently without much help from the mental health system. Many recover because of sheer persistence at fighting to get better, combined with family or community support. Though some shake off the illness in two to five years, others improve much more slowly. Yet people have recovered even after 30 or 40 years with schizophrenia. The question is, why haven’t we set up systems of care that encourage many more people with schizophrenia to reclaim their lives?

We have known what to do and how to do it since the mid-1950s. George Brooks, clinical director of a Vermont hospital, was using thorazine,2 then a new drug, to treat patients formerly dismissed as hopeless. He found that for many, the medication was not enough to allow them to leave the hospital. Collaborating with patients, he developed a comprehensive and flexible program of psychosocial rehabilitation. The hospital staff helped patients develop social and work skills, cope with daily living and regain confidence. After a few months in this program, many of the patients who hadn’t responded to medication alone were well enough to go back to their communities. The hospital also built a community system to help patients after they were discharged.

These results were lasting. In the 1980s, when the patients who had been through this program in the ‘50s were contacted for a University of Vermont study, 62 percent to 68 percent were found to be significantly improved from their original condition or to have completely recovered. The most amazing finding was that 45 percent of all those in Dr. Brooks’s program no longer had signs or symptoms of any mental illness three decades later.

Today, most of the 2.5 million Americans with schizophrenia do not get the kind of care that worked so well in Vermont. Instead, they are treated in community mental health centers that provide medication, which works to reduce painful symptoms in about 60 percent of cases and little else. There is rarely enough money for truly effective rehabilitation programs that help people manage their lives.

Unfortunately, psychiatrists and others who care for the mentally ill are often trained from textbooks written at the turn of the last century, the most notable by two European doctors: Emil Kraepelin in Germany and Eugen Bleuler in Switzerland. These books state flatly that improvement and recovery are not to be expected.

Kraepelin worked in back wards that simply warehoused patients, including some in the final stages of syphilis who were wrongly diagnosed with schizophrenia. Bleuler, initially more optimistic, revised his prognoses downward after studying only hospitalized patients, samples of convenience, rather than including patients who were ultimately discharged.

The American Psychiatric Association’s newest Diagnostic and Statistical Manual, DSM-IV, published in 1994, repeats this old pessimism. Reinforcing this gloomy view are the crowded day rooms and shelters and large public mental-health caseloads.

Also working against effective treatment are destructive social forces like prejudice, discrimination and poverty, as well as overzealous cost containment in public and private insurance coverage. Public dialogue is mostly about ensuring that people take their medication, with little said about providing ways to return to productive lives. We promote a self-fulfilling prophecy of a downward course and then throw up our hands and blame the ill person, or the illness itself, as not remediable.

In addition to the Vermont study, nine other contemporary research studies from across the world have all found that over decades, the number of those improving and even recovering from schizophrenia gets larger and larger. These long-term, in-depth studies followed people for decades, whether or not they remained in treatment, and found that 46 percent to 68 percent showed significant improvement or had recovered. Earlier research had been short-term and had looked only at patients in treatment.

Although there are many pathways to recovery, several factors stand out. They include a home, a job, friends and integration in the community. They also include hope, relearned optimism and self-sufficiency.

Treatment based on the hope of recovery has had periodic support. In 1961 a report of the American Medical Association, the American Psychiatric Association, the American Academy of Neurology and the Justice Department said, “The fallacies of total insanity, hopelessness and incurability should be attacked and the prospects of recovery and improvement though modern concepts of treatment and rehabilitation emphasized.”

In 1984, the National Institute of Mental Health recommended community support programs that try to bolster patients’ sense of personal dignity and encourage self-determination, peer support and the involvement of families and communities. Now there are renewed calls for recovery-oriented treatment. They should be heeded. We need major shifts in actual practice.

Can all patients make the improvement of a John Nash? No. Schizophrenia is not one disease with one cause and one treatment. But we, as a society, should recognize a moral imperative to listen to what science has told us since 1955 and what patients told us long before. Many mentally ill people have the capacity to lead productive lives in full citizenship. We should have the courage to provide that opportunity for them.


Courtenay M. Harding is a senior director of the Center for Psychiatric Rehabilitation at Boston University’s Sargent College of Health and Rehabilitation Sciences. Copyright © 2002 The New York Times Company. Reproduced here with permission.



This book is my attempt to provide this opportunity for the majority of people diagnosed with disorders listed in the DSM-IV and to provide it free or at very small cost.


1The DSM-IV is the fourth and latest edition of a large book produced by the American Psychiatric Association in which all the known psychological symptoms are described. In it, these symptoms are grouped together into syndromes, each of which is referred to as a mental disorder. The symptoms described are accurate. Grouping them together and calling them mental disorders is wrong.

2I, Terry Lynch, Peter Breggin, and others listed in the Appendix, believe that the people diagnosed as schizophrenic would have done better without the Thorazine or any other strong psychiatric drug. It would be more accurate to say that they recovered despite the drugs rather than because of them.




one

Who Am I, Who Are You, and What Is Mental Health?

In the forty-five years I’ve been in psychiatric practice, I have worked in every area of psychiatry except with small children (when consulted about a small child, I work with the parent or parents). During this time I’ve become more and more convinced that both adolescents and adults with psychological problems can be taught, through the way I counsel, to improve their own mental health and become much happier than they were.

But also during this time, I’ve observed that the idea of mental health, never a strong component of psychiatry, has disappeared altogether. What the vast majority of my profession, which in this book I will call the psychiatric establishment, does today is diagnose people displaying symptoms as mentally ill and prescribe psychiatric drugs to treat them. These psychiatrists call themselves biological psychiatrists and some, who use brain drugs exclusively, call themselves psychopharmacologists.

If you have any psychiatric symptom, such as those described in detail in the DSM-IV, there is no longer any concerted effort from this psychiatric establishment to establish a doctor-patient relationship and counsel you about what’s on your mind. You are told that your mental illness is caused by an imbalance in your brain chemistry that can only be corrected with drugs. This practice has grown to the point where I believe the title of this book is understated. The few psychiatrists who still counsel almost always combine this effort with psychiatric drugs and many believe the drugs are the most important component of their treatment.

What the present psychiatric establishment has done that can harm your mental health extends far beyond the psychiatrist’s office. Now almost all health professionals are caught in this neurochemical “web.”1 Brain drugs dominate the entire “mental health” landscape.

To give you an example of the magnitude of this domination, in the year 2001, 111 million prescriptions were written for just one class of drugs, selective serotonin reuptake inhibitors or SSRIs such as Paxil, Prozac, and Zoloft. This represents a 14 percent increase over the year 2000 and the percentage is still growing (as reported in the Health section of the July 1, 2002, Los Angeles Times). Recent studies show that this class of drugs may be no more effective for depression than placebos.2

General practitioners, as much as or more than psychiatrists, are diagnosing mental illnesses and prescribing Prozac and other similar brain drugs. Pediatricians are diagnosing attention deficit disorder (ADD) or attention deficit hyperactive disorder (ADHD) in your children and prescribing Ritalin, a strong synthetic cocaine that acts on your child’s brain in ways that are not yet known and may never be known. Psychologists, social workers, and counselors are diagnosing mental illnesses and teaming with general medical practitioners as well as psychiatrists to get brain drug prescriptions for their clients. Often this is done without the prescribing doctor examining the people they prescribe for in any depth.

These drugs are not harmless. There is a large body of scientifically sound psychiatric research that lays out in detail the harm these drugs can do both to your mental health and to your brain itself. At the same time, this research points out that these drugs are nowhere nearly as effective as is claimed by the companies that make them. There is a dark side to biological psychiatry you may never have heard about. You will hear about it in this book.

Still, it might be argued that it is worthwhile risking the damage these drugs may do to your brain if there are no safe, effective alternatives to them. But there are. Quick, effective counseling without brain drugs has advanced beyond what it was twenty-five years ago. The problem is that most of the people who need counseling can’t afford what it costs to talk to a counselor, much less a psychiatrist. Their health insurance will cover brain drugs for years on end but rarely more than a few counseling sessions.

Damaging as this practice may be, the real horror of this system is the harm it does to our innate desire to try to take care of ourselves. The message that has now come through loud and clear in the media is that when you are diagnosed with a mental illness there is nothing you can do to help yourself. The message of this book is that no matter what mental illness you or a family member may be diagnosed with, there is a lot you can do to help yourself or a member of your family who needs help.

The media went “gaga” when John Forbes Nash Jr. recovered from schizophrenia, a supposedly incurable mental illness that, even with the best psychiatric care, separates its sufferers permanently from reality. But as you read in the article from the New York Times that I cited in the preface, this is not the case at all. Many psychiatrists,3 like myself, don’t believe schizophrenia is a mental illness. It is one of the thousands of ways that unhappy people like Nash deal with their unhappiness.

No psychiatrist did much for John Nash. What he did to recover, with the help of his wife and the tolerance of the Princeton math department that let him wander its halls for years, he eventually did for himself. Unfortunately, near the end of the movie about his life a blatant untruth was introduced when it was stated that his unanticipated recovery was greatly furthered by the use of modern brain drugs.

What is written in his biography,4 and shown somewhat in the movie, A Beautiful Mind, is that he did not take his brain drugs regularly before 1970 and after that year took none at all. I think it is more accurate to say his much later recovery was aided by the happiness of being awarded the 1994 Nobel Prize for economics and the fact that his wife did not give up on him. His recovery occurred despite his psychiatric care, not because of it.

As important as counseling is, and I have spent my whole career counseling, the thrust of this book goes much further. In it I will examine the concept of mental health in depth and suggest that, just as physical health can be taught to millions of people who are out of shape, but not physically ill, mental health can be taught to millions of people who are unhappy but not mentally ill.

I began to think this was possible as soon as I started my counseling practice5 in the late 1950s. I became involved teaching counselors who worked with delinquent teenagers to help them become much more law-abiding than they had been. No one called them mentally ill but it was obvious they were struggling with unhappiness. Soon after that, I began to teach schoolteachers to use the same ideas to help the many unhappy students they faced daily in their classrooms. Both groups found the ideas helped them to succeed with young people they had not succeeded with previously.

Seeing how effective these ideas were, they began to use them at home. Over and over they both told me and wrote to me about how much better they were getting along with their wives, husbands, and children. Everyone was happier. By the early 1960s I put these ideas together and in 1965 I published the book I am best known for, Reality Therapy.

Reality therapy has grown to the point where it is now taught all over the world by the hundreds of instructors who teach for the William Glasser Institute.6 We work successfully in every aspect of mental health and education and we do it without recommending that anyone be given brain drugs. In my practice I have never prescribed a brain drug no matter how severe the symptoms of the psychological problem.

Almost from the date Reality Therapy was published, I began to get supportive feedback from professionals who read it. They told me essentially what their colleagues had been telling me since the 1950s. They were getting help themselves from what they were using to counsel others. It took some years for me to realize that this helpful, but unforeseen, effect could be expanded and clarified into a new psychology, I call Choice Theory®.

As soon as I began to teach choice theory, the feedback to me and to my instructors about the value of applying it to their personal lives increased. After I wrote the basic book, Choice Theory,7 in 1998, even though I had not written it as a self-help book, I began to hear from many more people, professionals and nonprofessionals, about how valuable choice theory was in their own lives and with members of their family.

Their letters and e-mails were filled with a variety of comments that stressed how happy they were since they’d begun to use choice theory to guide their lives. As this continued, I realized that choice theory could be the road to mental health that I had been searching for since I began the study of psychiatry.

I now believe in the following metaphor: Happiness is mental health. And also in its opposite: Unhappiness can never be mental health. This doesn’t mean that mentally healthy people are happy all the time. But when they are unhappy they can learn to use choice theory to help themselves and often succeed. Although I will explain happiness in detail later, I will define it briefly here so you can take a look at your life and see how close you are to this definition.


	Happiness or mental health is enjoying the life you are choosing to live, getting along well with the people near and dear to you, doing something with your life you believe is worthwhile, and not doing anything to deprive anyone else of the same chance for happiness you have.




Since I am writing this book for you to use on your own to help yourself or an unhappy family member or friend, I want to tell you who I think you are8 so you can see if you are reasonably close to the profile of the people I am writing it for.

I believe you are a person who is looking for a way to find more happiness in your life without depending on prescribed brain drugs such as Prozac or self-prescribed ones like alcohol. You are not averse to going to a counselor but on your tight budget your eyes are always open to ways to find happiness by your own efforts. I see you as a thoughtful person who enjoys finding out more about yourself and how to use this understanding to get along better with the people near and dear to you.

I also see you as a person who is willing to try something new such as choice theory as long as you understand what you are doing and that you can stop any time you want. Further, I see you as a caring person who recognizes when someone dear to you is unhappy and needs help. This book will explain how to help this person and improve your own mental health in the process.

Later in the book, as I explain choice theory, I will conduct several Choice Theory Focus Groups for people who have read this book and want to get together with others to discuss how they can incorporate choice theory into their lives and become happier. In these groups they can learn to help themselves and others. The group may need someone who knows choice theory to get them started, but after a few meetings the group should be able to continue on its own. As you read about these focus groups, you will see that they are not therapy groups. They are called Choice Theory Focus Groups because the participants focus on learning to use choice theory to improve their mental health.

Focus groups have no set beginning or ending and participation is completely voluntary. They can go on as long as each person in the group wants to attend. I see people coming and going to these groups just as people come and go to AA meetings. I suggest that these groups stay small, maybe ten to fifteen members, but that’s up to each group. Any reader might want to join a group or start one. In order for you to get a feel for the kind of people in a group you’ll meet later in the book, I’d like to introduce you now to its members.

Bev, a forty-four-year-old single mother who is depressed over her inability to get along with her totally out-of-control seventeen-year-old daughter, Brandi.

Jill, a forty-year-old family physician who suffers from migraine headaches. She is aware there is no physical cause for these headaches.

Molly, a thirty-two-year-old married woman who suffers from fibromyalgia. This diagnosis means all of her muscles hurt, along with other discomfort but, like Jill, no physical cause can be found for her symptoms. Molly doesn’t believe her doctor. She believes there is a physical cause for her symptoms that has yet to be discovered.

Amy, a twenty-eight-year-old single woman who suffers from panic attacks but doesn’t want to take drugs or get professional help. She’s been trying to figure out what to do for herself on her own.

Neil, Amy’s thirty-four-year-old brother who has read some of the early chapters of the book and persuaded Amy to join the group to see if she could get some help.

Jeff, a thirty-year-old man who has suffered from rheumatoid arthritis since he was a teenager and has heard that improving his mental health might help his arthritis.

Barry, an angry, controlling thirty-eight-year-old man who is unhappy in his marriage.

Joan, Barry’s thirty-four-year-old wife who is also unhappy in her marriage.

Selma, A fifty-four-year-old divorced woman who is the mother of Jim, a thirty-one-year-old man who was diagnosed with schizophrenia when he was nineteen and who lives at home. She joined the group to see if she could find out what more she could do for him.

Roger, Joan’s father, a sixty-one-year-old, happily married man and family counselor who’s been using my ideas for years and was invited by Joan to join the group. Roger likes the ideas of mental health and is willing to help in any way he can.

Professionals, like Roger, are welcome in the group but they must accept the rule that they can’t charge for anything they contribute. If, however, the group gets to know and trust the professional and a member wants to consult with him or her privately, the group member should realize that this would not be a free consultation.

What I will try to teach in this book is that there is a vast difference between seeing yourself as mentally ill, believing you can’t help yourself, and seeing yourself as unhappy, but tending to believe you can help yourself. As unhappy as you may be, if you can see yourself as helping yourself or someone else, this book is for you.

If, however, you are presently on psychiatric drugs or being counseled for what you have been told is a mental illness, you may have two questions. Can this book help me? And would I be welcome in the focus group you just described? My answer to both these questions is a resounding yes. Learning to use what I teach in this book is not an either or proposition. You can learn it and put it to work in your life no matter what you’ve been told and whether or not you are taking brain drugs or being counseled. I believe any focus group you’d like to join will be glad to have you. But you should understand from the start: These are not counseling groups.

The people in them are not there to hear extensively about your past or present unhappiness, for example, how much trouble you are having getting along with a spouse, parent, child, or boss. Or about how much pain you are suffering or how unfair life has been to you. They will be interested in hearing about how you are applying the choice theory ideas of this book to your present problems. And in helping you learn to do this more effectively as the group continues to meet.

I’ve also had to assure some counselors who have expressed concern over whether the ideas in this book will make it harder for them to make a living. Basically they’ve said, if people can use these ideas to help themselves, what will happen to us? I am flattered and encouraged by their concern. But, it isn’t realistic. Counselors would be overwhelmed with demands for their services if even a small percentage of all unhappy people could be persuaded to give up ineffective psychiatric drugs. According to a 1999 report to the Surgeon General by a blue-ribbon committee of establishment psychiatrists, 28 percent of the adults in the United States carry DSM-IV psychiatric or addictive diagnoses. In the year 1999, we’re talking about 75 million unhappy people. Add to this number, children, parents like Bev and Selma, as well as people with chronic pain such as Jill and Molly and this number could easily be much higher.

Add all the unhappy people in prison,9 all the unhappy children who don’t do well in school, many of whom are labeled ADD and ADHD, and all the unhappy married people like Barry and Joan, who don’t come close to warranting a psychiatric diagnosis, and you can see that there are easily 100 million people who need help. If the opportunity to join Choice Theory Focus Groups never materializes, almost all these unhappy people will do as they are doing now: trying to live with their unhappiness or settle for the placebo effect of brain drugs with all their side effects. Any unhappy person who reads this book should be able to help himself or a
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