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This book is dedicated to my mother, Emily Bradley Mehl, who was not only crazy enough to bring me
               into the world, which I’m sure was not terribly easy 
               in many ways, but who has been there to help me out many times, even though I’m supposed to 
               be a grownup and not need help.
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Preface

This book was written during my four years of practicing psychiatry in rural and remote areas of Saskatchewan, Canada, and extends the concepts I developed in my previous work, 
Narrative Medicine: The Use of History and Story in the Healing Process, 
into the field of psychiatry.1 In all of my books, I have struggled to follow the advice of Austrian philosopher Ludwig Wittgenstein (1889–1951), who urged us to write simply and plainly, without jargon. Wittgenstein believed that technical terms should never be used when plain language would suffice. 


In keeping with Wittgenstein’s vision, I have worked to create a new genre of writing, one that is simultaneously popular and academic, interesting to professionals but accessible to the general public. I disagree with the ideas that ordinary people cannot understand complex concepts and that complex concepts cannot be simply revealed without jargon or technical language. 


Besides Wittgenstein, two other figures loom large as my guides for this work: His Crazy Horse and Ohiyesa. His Crazy Horse, which, translated from Lakota, literally means “His Horse is Crazy” (ca. 1842–1877), was a Lakota visionary who had an amazing vision. He saw great, gray ribbons stretching across the prairie, on which large bugs were traveling at incredibly fast speeds. People were looking out from many openings in these bugs. His Crazy Horse also saw great birds flying across the sky. Inside these birds were many people, looking out of holes that opened along the length of the bird. They were all coming to learn about healing from the Lakota people. 


His Crazy Horse predicted that in seven generations, the children of 
the conquerors would come to learn Lakota spirituality and healing. They would pick up the ways of the Lakota, to the chagrin of their ancestors. We are now in that seventh generation, and the prophecy is coming true. People of all origins who live in North America are embracing traditional Native spirituality. His Crazy Horse was right, so I write in support of his vision. 


Ohiyesa—Charles Eastman, M.D. (1858–1939)—was an Oglala physician. People have told me that we might be related. I hope so. Eastman lived a traditional Oglala hunter/gatherer lifestyle until his missing father resurfaced when Ohiyesa was fifteen years old. Given up for dead, his father had actually been in a U.S. government prison for the crime of insurgency. Upon his return, he announced that Charles must “learn the cunning of the white man.” Charles did. He applied himself to the task and graduated from Dartmouth College. He proceeded to study medicine at Boston University. Following his internship, he returned to be the physician at Wounded Knee, South Dakota, and tended the injured at the Massacre of Wounded Knee in 1890. Eastman helped to found the Boy Scouts, blending Oglala cultural symbols into the organization, and inspired the creation of the Order of the Arrow, Scouting’s National Honor Society. 


Eastman wrote over ten books about Oglala culture and spirituality, some of which are still in print today. He truly tried to blend cultures and to enrich mainstream America with the wisdom of Native America. That has been my goal too. My mother was Cherokee and Scottish, while my father was Oglala Lakota and Quebecoise. So I have attempted to weave an indigenous perspective into all that I write so that the resulting narrative is applicable to both mainstream North America and the indigenous world. I hope Eastman would be proud of my efforts, for he is part of the audience to whom I write. Throughout the writing of this book, I have asked for his spiritual help, along with that of His Crazy Horse, Ludwig Wittgenstein, my grandfather Archie, and any others who could assist. 




INTRODUCTION

There’s Nothing But Story

Telling stories is a human universal. It develops spontaneously without training in childhood. 


BRIAN BOYD, ON THE ORIGINS OF STORIES: 
EVOLUTION, COGNITION, AND FICTION 

Healing the Mind through the Power of Story 
furthers the renewal of interest in the importance of story and of individual human lives in medicine and in psychiatry. Stories are a very important source of medical knowledge and wisdom, perhaps even the basic unit of information gathering in medical diagnosis and research, and are the essential ingredient of human relationship and communication. In what has become an increasingly impersonal world, both medicine and society at large are beginning to realize and rediscover the importance of relationship and stories in healing. 


At first the concept seems simplistic. Of course we all tell stories: for fun, for entertainment, for camaraderie, but facts are what matter, the results of scientific research, the 
truth. 
What I will try to show in this book is that the facts that we worship in our global, modern, industrialized culture are just the summary line of story. Having been a physician now for thirty-four years, I know that the stories science produces change every two years. It’s hard to study for exams, for example, because it is often not clear which version of the story will be on the test. In 2005, we didn’t 
think digoxin helped the kind of heart failure that is called diastolic dysfunction, meaning that the heart doesn’t fill properly and the amount of blood pumped is below 40 percent of normal. In 2008, we learned that the problem was dosage. Low-dose digoxin did help, while the higher doses we were using didn’t. This was a relief because we didn’t have to keep checking blood levels with the lower doses that worked better anyway. But on my 2009 geriatrics exam, which would be the right answer to the question, Is digoxin useful for diastolic dysfunction heart failure? That depends on what year the test was written. 


Much of contemporary science is like this, and all of it is based on a worldview that variables are independent and not interconnected, which most of my elders think is ludicrous. They can’t believe any educated person would actually think in this way (have such a story about the world). Every “fact” that we state is the result of many stories. As one Lakota elder told me, “It’s all story. There’s nothing but story.” 


We would not survive without story, for story defines our meaning and purpose, our identity, our goals and values—everything that makes life worth living. Australian aboriginal people have four levels of meaning and interpretation of story, all of which are crucial for our 
lives.1 There is the level of the text itself, as in explanations of the natural features of the world and animal behavior, so common in traditional, indigenous stories. Then there is a second level of relationships between people and within communities. On this level, stories tell us how to relate and behave and form a community with others. A third level shows us how to negotiate the relationships between our own community and the larger environment. A fourth level teaches us about spiritual action and psychic skills. This level includes the practices, ceremonies, and experiences that give access to the esoteric spiritual knowledge that lies within the story. Australian elders also teach that all stories and all versions of the same story are true, and that discernment comes in knowing when and how to use a story and for what purpose. 


Stories teach us empathy. They help us understand another person’s position. This is because stories contain so much more information than we can possibly convey in the statement of facts. Stories give us unique access 
to the inner lives and motivations of others. The twelfth-century Persian poet Nizama wrote, “While each warrior thought of nothing but to kill the enemy and to defend himself, the poet was sharing the sufferings of both 
sides.”2 History is written by the winners, but story allows everyone’s perspectives to be told, even those who are conquered. In movies, even the stories of villains can be told—Hannibal, Al Capone, Adolf Hitler, and more. As University of Auckland Professor Brian Boyd puts it in On the Origins of Stories: Evolution, Cognition, and Fiction, 
“Stories come most alive when all the principal characters have their own vivid 
life.”3

Stories assist us in developing empathy by helping us see the world from others’ perspectives. When I want to know how someone came to believe what she believes, I ask her to tell me a story to illustrate her point. When I hear enough stories, I come to realize the experiences that led her to draw a particular conclusion. When I was in graduate school, a researcher put pro-choice and anti-choice advocates together in the same room. He didn’t ask them to argue their beliefs. He asked them to go around the circular table and tell stories about the life experiences that led them to come to the beliefs about abortion that they held. No one changed their beliefs, but they left the room with a profoundly greater respect for the other side’s position—that there might be reasons to think differently than we do. 


Stories give cognitive and emotional significance to experience. Stories are amusing, memorable, and absorbing; they are also instructive, informative, and orienting. Through the hearing and telling of stories, children learn how to be a child and how to relate to their parents and other adults who populate the world around them. We construct and negotiate our social identity through the stories that we tell other people (and through the stories that then get repeated about us). Stories assist us in developing a moral sense, as they give moral weight and existential significance to actions and events. 


Stories enhance our creativity and help us to think beyond the here and now. Just as yesterday’s science fiction becomes today’s reality, stories give us new vantage points from which to contemplate the possible and eventually create it. They stimulate our imagination and allow 
us to see alternatives. Without story, our lives and environments would be hideously drab and uninteresting. As Boyd puts it, “A mental architecture that processes only [facts] remains severely constricted. . . . Most discovery involves 
supposition.”4

Stories keep us connected in social networks, which build and shape our brains. Just as our brain makes maps of our sensory body and of the outer physical world that it explores and interprets, it also maps our social 
world.5 These social maps, which consist of stories that we have constructed about our experiences, guide our action in the world. By storing information about our social world in narrative form, we are able to quickly assess the motivations of others, their intent, how they make us feel, their status in our social hierarchy, their feelings about us, the context of the situation, and what behaviors would be considered normative. Recalling a story brings this knowledge to the fore of our awareness with a complexity and richness of information that is staggeringly greater and more complex than any series of statements of “beliefs.” 


According to Boyd, “Nature did not design us to think in the abstract. Minds evolved to respond to their immediate surroundings and could hardly do otherwise. Yet, nature 
has prepared minds to attend to and to act in response to other agents and actions and has shaped 
human minds for play, through their long childhood, with models and ideas of agents and actions and reactions. As we grow, we learn to dispense with physical props and to rely more and more readily on the cultural props of our narrative heritage, always on call in memory, in order to think in sustained ways beyond the here 
and now.”6

Stories unlock the mysteries of psychophysical suffering that declarative facts cannot reveal. Social life is the performance of stories. Physiological life is the consequence of the performance of those stories. The enactment of story has deep physiological consequences for all involved. For example, my client with back pain told stories about people at work who wouldn’t get off her back. She told stories about being unable to say no to others who then became “burdens around her neck.” Language arises from the body, and story presents the meanings that are embedded within the body. We verify the truth of these stories when we 
act on them and the body changes. My client finally said no, quit her job, and ended her relationships with her “hangers-on;” and her back pain disappeared. 


Another client with sciatic pain spontaneously told a story about being raped at age seven and being unable to tell anyone. Her pain had begun at that time, followed by intermittent flare-ups ever since. Immediately after the rape, she had come home sobbing inconsolably. Her mother had been insensitive to her pain. She related her frustration at her mother not even asking why she was crying and acting as if her pain was trivial and even annoying. Healing came when she told the story during somatic therapy (also called body work, massage therapy, osteopathic manipulation) on the sciatic area of her body. In telling the story, along with relating a recurrent dream that had plagued her since that time, she was able to grasp the meaning of her experience, her dream, and her pain. She practiced telling a new story about how she wished the postrape experience had gone with her mother and family. In that story, her mother was concerned and pried from her the story of what had happened to her. Her mother then confronted the boy and his family, and amends were made. My client felt supported, loved, and transformed. After that retelling, her long-term sciatic pain resolved and has not returned. 


Such stories are common; they confirm our intuitive grasp of the relationships between our life events and our bodies. While they defy the usual type of medical research, they nevertheless form another kind of epistemology, different from that valued by medicine—that of narrative inquiry. 


We can reinvent psychiatry as the art and science of story. We can draw on the wisdom of the narrative movement in philosophy and psychology for support in transforming our vision of brain and behavior from one of defective brains (genetically or structurally) to defective stories. 


The global crisis in mind and mental health arises from the domination of a biomedical, clinical point of view over all others. It defines mind as brain and creates experts (psychiatrists) to medicate defective brains. What disturbs me is how much this approach erodes personal relationships. We cannot really care for chronic, long-term patients or incurable 
patients without appreciating the stories of their lives. It is only through these stories that these difficult patients come to be human for us and our relationships have meaning over and beyond the little interactions of caretaking. 


Genetics fits within the narrative model. Brains that are very different, such as individuals with autism, can be understood in terms of story-environment mismatch. When the stories of these individuals match their environment, they can thrive. In a similar manner, the people who suffer from what we call “severe mental illnesses” are not so different from us. Mental illness is not a qualitatively different thing from being “normal,” as contemporary psychology would have us believe, but rather, the extreme of a continuum in which we all live. For example, we all hear voices. Some of us think we are talking to ourselves. Some of us think the voices are outside of our heads. Some of us call these voices “self-talk.” Some of us call these voices memories of conversations. When I work with a person, I start with his beliefs and I ask for stories to show me how he came to form those beliefs. Inevitably, we find that they are partly formed by people who made conclusions for him or interpreted the world for him. He is, like all of us, enacting stories shaped by his social networks (past, present, and future). 


A person who has been hospitalized for hearing voices is not so different. She has simply lost (or never learned) the capacity to manage her voices. She might have fantastic stories to explain how these voices became associated with her. Sometimes her voices tell these stories. As we work together, most of her voices become ordinary people from her past. Her stories about her voices change. The voices are now attached to images. Over time she learns that such voices are the internal representations of people from her outer life and they are still saying the same things they said when those people were actually present in the past. Then the voices can be countered. With my support, along with that of a larger community of family and friends, she can “fight back” and make the voices go away (except for the kind or loving voices she may want to keep). She has learned to manage her voices in the same way the rest of us do. 


Occasionally, people who were previously suffering miserably discover 
that some of the voices are actually beneficial and may have ontological status above and beyond mere internal representations. These voices become spirit guides or guardian angels, and the people who hear them emerge wiser and more comforted than those of us who have none. This awareness is part of what the psychiatrist Stanislav Grof called a spiritual awakening. 


Consider Mary, a thirty-four-year-old woman living at home with her parents, tormented by voices for nine years. She refused to accept the standard psychiatric explanation that she is genetically defective and must be on medication for the rest of her life. She tried medication and found it a worse experience than hearing voices. “At least with my voices, I’ve got company and I have myself,” she said. “The medication didn’t stop the voices and I lost myself. No one was home anymore. All my creativity went away. Everything that I value about life disappeared. I’d rather keep the voices.” 


Mary needed a counter-narrative about voices. She loved the idea that everyone hears voices and that she could retrain her brain to manage her voices better. She preferred this interpretive story to the conventional one. She was able to work within it to manage her voices. Her voices resolved into one really bad one that assumed the appearance of many people from her past, changing its tonality, phrasing, and accent to match the person it was mimicking. Mary eventually decided that this voice was an evil spirit that had attached itself to her when she was homeless. Whether this is true is unimportant, since it worked. Stories slowly emerged of the ways she had been abused, including being raped when homeless. Over time the evil spirit voice differentiated into a concatenation of the voices of the people who had abused her on the streets and the demeaning and belittling stories they told her about herself. We were then able to rid her of the voices and their stories one at a time. She kept some of her comforting voices, relabeling them as angels. Over two years of working, Mary emerged as socially competent and able to manage herself in the world, feel better, and suffer less. That was a far better and more exciting outcome than the results of the prevailing biomedical story would have been. 


I will tell similar stories about what we call schizophrenia, arguing that we all have schizophrenic experiences, but most of us call these experiences dreams, daydreams, fantasies, and so on. The person labeled schizophrenic is merely at the extreme of a continuum of being unable to tell the difference between dream and ordinary waking life. He or she can relearn that capacity. Similarly for autistic individuals, given a sufficiently powerful motivating story, the person can learn (with the help of a supportive community) a theory of mind that includes other people.

To do this kind of work and to see the world in this way, we need strong supporting stories. In this book, I will offer scientific stories, not as fact, because fact will change, but as plausible stories about the world that produce better outcomes and are more aesthetic than the stories they are replacing. Stories about neuroplasticity, neurogenesis, epigenetics, and social learning are more practical and desirable than stories about fixed genetic defects that cannot be changed. These newer stories lead us to do practical things that help people suffer less and to do them in more effective ways than we did before we heard them.

I have been especially impressed with Dr. Edward Taub at the University of Alabama, who has developed what he calls constraint-induced movement therapy for people who have had strokes and can’t move a “paralyzed” limb. From basic science research, Taub figured out that because they are unable to move the limb in the acute phase immediately after the stroke, these people “learn” that moving it is impossible. Once the acute phase of the stroke is over, even though they are then capable of moving, they continue to tell themselves the story (believe) that they can’t move. Taub constrains the movement of their working limbs, forcing them to move their other limbs and reconfigure a brain map for those limbs. He forcibly counters the story that they are paralyzed. The results are 
phenomenal.7

I have been doing something similar with those who hear voices and are unable to reality test. I am challenging the story that these people can’t change, and I am placing their experiences in normative contexts and giving them exercises and procedures to manage voices. I help patients who have been diagnosed as bipolar learn how to manage their moods in very similar ways. What will surprise most psychiatrists (and people 
who live in the mainstream world) is that all of this is possible without medication if there is enough social support in place. I do occasionally prescribe medication, but mostly when it is necessary as a substitute for social support. 


What I will argue in this book is that the split previously believed to exist between “functional” and “anatomic” brain changes is a bad story. In the past, we believed that if brain changes could be demonstrated, then the problem was “physical” and deserving of a “physical” solution (drugs, shock therapy, surgery) and if brain changes couldn’t be demonstrated, then the problem deserved a psychological solution. Instead I am suggesting that we need different stories, stories that convince us that we can all change and relearn or learn for the first time how to better function in the world. In fact, all experience changes our brains. 


In his The Brain That Changes Itself: Stories of Personal Triumph from the Frontiers of Brain Science, 
Norman Doidge wrote about another inspiring neuroscientist whose work underscores this 
point.8 Michael Merzenich of the University of California, San Francisco, literally coined the term 
neuroplasticity through his experiments with cutting peripheral nerves and letting them grow back. To everyone’s surprise and amazement, even though the regrown nerves were all jumbled up compared with the nerves before they were cut, the brain sorted this out and created a working map that entirely normalized the jumbled sensory 
input.9 This is what I am arguing we can do for people with “severe mental illness.” We can provide experiences for them that will enable their brains to unjumble their perceptions and reconfigure their brain maps. We can do this through teaching them better stories about themselves and the world. 


Critical periods exist in which environmental stimulation is required for proper brain development. For example, the visual cortex of kittens will not develop if the eyes are kept shut during this critical time. If one eye is forcibly kept shut, the part of the brain that is supposed to map the shut eye gets recruited by the working eye and won’t go back to serving the shut eye when that eye is 
opened.10 A host of other brain areas have been found to have similar critical periods. I suspect that similar phenomena happen to people who are diagnosed as schizophrenic. Perhaps their lives are so miserable that it’s more pleasurable or protective to pay attention to dreams or fantasy, and eventually the part of the brain that keeps track of waking life versus dream life gets recruited by the dreaming brain and loses its appropriate function. We can retrain that function! 


Narrative approaches to psychiatry allow us to bridge from indigenous knowledge to scientific knowledge. Another focus in this book is based on my realization that most of what I am suggesting is already known by indigenous people. My inspiration for a narrative approach to psychiatry actually came from my studies of traditional North American healers for the past thirty-six years. I didn’t initially know about narrative philosophy or psychology—even though I was practicing it—because I had learned it from traditional elders who didn’t have those words. As one Lakota elder put it, “Isn’t it exciting that neuroscience is finally catching up to the Lakota?” Indigenous medicine will live on because it contains the wisdom of healing through story. It appeals to those who cannot find a holistic understanding of their ailments in present Western medicine. It can transform our contemporary world and foster healing among all concerned. 


As so many indigenous and other healers have pointed out, healing is unique and individual. How people change and transform cannot be predicted by knowing the allopathic diagnosis from which they suffer. How people can heal is implicit within the unique story of their lives and their illness. We must discover those stories through our interaction and we must cocreate a healing future, as I did with the three people presented so far—who suffered from low back pain, sciatica, and hearing voices. Through the appreciation of the power of story, we can build bridges between the indigenous and the modern worlds to create an integration that allows for more people to be healed.

No one heals without community. Another focus of this book is to keep in continual awareness that we are all neurons in a social brain. We need each other to grow and change and heal. We cannot do so alone. We must overthrow the primacy of the individual story, especially that of the “rugged individual.” I think such stories were written by the ruling classes to keep people down. Barbara Ehrenreich said in a lecture I heard that 
“the establishment always hated the communal expression of art, as in tribal dancing or dancing in the streets.” The establishment has also hated the communal practice of healing, as in ceremonies. European-derived cultures are low on community healers because so many were burned at the stake. Indigenous cultures have communal and community-based healers and ceremonies, but look at the lengths that the United States and the Canadian governments went to prohibit the practice of these ceremonies. Massacres like that at Wounded Knee in 1890 occurred when people gathered to peacefully conduct their ceremonies. 


I suggest that everyone form a healing circle (hocokah
 in Lakota) to help each other with healing, and in this book I provide suggestions on how to do so. Traditionally these circles formed around elders, but we are in short supply of elders these days. Also, because of colonization and Christianization and intergenerational trauma, some elders are more restrictive than helpful. We have to come together to help each other even if genuine wisdomkeepers are not available. We can make community, create community art, create community ceremony and dance and ritual and music for our healing, even if faced with the lack of blueprints for how to do this. We can dance. We can keep rhythm. No other primate from capuchin monkeys to nonhuman apes can keep rhythm. This is uniquely human, and we must use it to our full advantage to entrain ourselves to coherence with each other for maximal healing and transformation. 


It not only takes a village to raise a child, it also takes a village to heal a person with schizophrenia or a bipolar disorder or to make an autistic individual happy and functional. Putting people into institutions and out of sight only compounds the problem. Jail, which is the contemporary psychiatric hospital, is not where our mentally ill people should be. They should be with us, in our midst. 


I won’t spend much time on the impoverished state of mental health care today. I will simply say that everything gets degraded in a class society run by money. Our current system exists because it is profitable for those in charge. It is not helpful for most of the seriously mentally ill people we are supposed to serve. I will mention studies to demonstrate this, but convincing the reader of the failures of contemporary mental health care is not my focus. It is rather to demonstrate a solution that is labor intensive, human focused, and grounded in story. 


Although this solution may be a minority perspective now, it is always possible that eventually minority voices can rise to become the dominant paradigm. The Russians discovered that you can’t kill art. In Czechoslovakia, for example, after the Russian invasion, samizdat art was everywhere. Coyotes like me are always around to challenge the status quo. Coyote is the North American Native symbol for change and transformation, for flexibility and humor. She’s always in the wings, howling at our dominant culture to change. Art today can emerge from homeless people, runaway kids, and gangs—the disenfranchised. Like these people standing at the margins of society, Coyote stands at the edge of biomedicine suggesting another story that could work better for helping the people who are suffering. 


Narrative psychiatry is decidedly not 
antidrug. Whatever works is good. But it is decidedly against practice through dogma. If drugs worked as well as they were presented to do in my pharmacology class in medical school, I would never have followed my current life path. If drugs were a panacea, people would take them. I have spent forty years with people who have been diagnosed with serious mental illness, and I respect them. If something would stop their suffering without compounding it, they would certainly use it, in a majority of cases. People are natural optimizers within the constraints imposed on their world by the stories they tell and share with others of their community. 


Truth is not “out there” waiting to be discovered and measured, leading to rules and regularities. Truth is a story that people create through their social interactions, always provisional and contingent on context. Plato was wrong. No pristine, raw material exists, independent of beliefs or persuasion. We arrive at the meaning of our lives through collaboratively negotiating our stories with all those around us. 


The ideas of this book can be summarized as follows: 


	
Everything is story, including our identities, our selves, our meanings and purposes, our theories about the world. 
	

	Brains are organs of story, changing to match the needs of their environment, and specialized to understand story, store story, recall story, and tell story. Brains use stories to make maps of the external world, which we can never fully know. Those maps work more or less effectively. Changing story changes those maps and allows us to function better. 
	

	Culture shapes brains and genetics through the transmission of story. Culture consists of all the stories ever told and remembered in a given locale coupled with all the results (buildings, art, ceremony, and so on) of enacting these stories, which may come from a multitude of sources and are certainly not limited to one or even two ethnic groups. Stories can cross ethnic groups, as in northern Saskatchewan among the Dene (Navajo) people, where Bible stories are well known by all, but the group’s own traditional stories are not. Stories are traded and exchanged as commonly as pots, pans, and viruses. 
	

	Stories are social “neurotransmitters.” Stories facilitate communication between humans in the same way that neurotransmitters facilitate transmission between neurons. People are neurons in a social brain. 
	

	The world is amazingly more complex than we can ever imagine. But through our construction of stories we synthesize its complexities into narratives that do explain the universe in more than just linear terms. Stories allow us to file extremely complex amounts of information effortlessly even from short encounters and to retain and recall that information accurately much longer than episodic memory. Story holds the richness of the interconnectedness and complexity of the world in a way we could never articulate otherwise. 
	

	The highly improbable is very likely to eventually happen. When it does, we will generate a story to explain it and give it meaning and purpose. Whether the story is true is less important than whether it comforts us and allows us to continue to maintain a sense of continuity and empowerment in our world. Healing and 
improving function is more about improving those stories than proving them right or wrong. 


	Treatment doesn’t work, people do. Our relationships and the dialogue among us are most important in facilitating change and transformation. We decidedly need each other. We need community, for it is dialogue within community that leads to healing, growth, transformation, and change. 
	

	Healing (or therapy, though I prefer the word healing) is an emergent process through dialogue that shifts the stories of all involved. Because of its dependence on dialogue, it can never be fixed and is forever somewhat mysterious. We learn best how to do therapy through reading novels, watching movies, writing stories, acting in plays, studying dancing, and living life large—talking, loving, laughing, and staying close behind the hero of change and transformation, the beloved trickster, my friend Coyote. Healing nurtures the intent to create wellness and transformation (and a little Divine Grace can’t hurt). 
	



Join me as I spin a new story, which weaves together threads of indigenous wisdom and modern medicine to create new possibilities of healing. Let us explore together the promise of narrative psychiatry and the power of story for healing minds and brains. 




PART I


[image: image]

History and Foundations





1 

Conventional Mental Health Today

Like play, art can reshape minds. 

BRIAN BOYD, ON THE ORIGINS OF STORIES: 
EVOLUTION, COGNITION, AND FICTION 

We accept all guests in the hospital emergency department, turning no one away, although administration has devised a new scheme for seeking deposits from patients who are classified as nonurgent, a status that our psychiatric patients have found clever ways to avoid. Considering their pain always urgent, these patients have learned magic words to defeat nonurgency. Whenever they arrive at emergency rooms they simply say, “I’m suicidal.” 


Threats of suicide generate quick responses, especially in the context of nurses who are not particularly tolerant of psychiatric patients. They typically believe these people are taking up beds that could be used by others with “real diseases.” 


The nurses dread the ugliness of the battles at the triage desk over deposit requests. “I’m afraid you’ll have to pay a deposit,” I once heard a nurse saying. “You don’t have an urgent condition because it’s been going on for the past six months.” 


Other typical explanations given for requiring a financial deposit in our emergency department included: 


“Because your doctor’s office is open and they say that they can see you.” 


“Because you can go to the Health Department for your problem and they will treat you for free.” 


“You could go to the VA Clinic today, and we’d be happy to call over and get you an appointment.” 


“Would you be willing to see your own doctor, if we could get you an appointment there?” 


But there are other ways to get classified as urgent besides suicide. Our psychiatric patients have also learned the value of chest pain: “That gets you seen right away, ’cause you might be having a heart attack,” whispered one of our frequent patients in the hallway, as he counseled a neophyte to tell the triage nurse about chest pain. 


There are other tricks to being seen quickly, although psychiatric patients have a tendency to be rushed in and then left sitting for hours since no one knows what to do with them. Perhaps our hospital should have a special room with walls decorated with art done by our patients, paintings emerging from their madness. Desperation brought them to our demesne, and desperation should be depicted on our walls. 



Coming Home 

A howling prairie wind was blowing dust and flecks of snow against the sliding glass doors of the emergency department entrance. Psychiatric patients altered the mood of the emergency department in the way that an orchestra changes the feel of a concert hall when it starts to tune. Their presence was discordant and even cacophonous, yet there was a familiarity to them as if they represented a part of all of our families, or even of us. 


I thought of them like the proverbial wolf of older times. Despite almost never attacking people, the wolf was reviled and avoided. For centuries people feared the gaze of a wolf as evil and sinister, believing that the stare of a wolf could make one speechless. In the Middle Ages, people steered their horses clear of wolf tracks, as it was believed that any horse whose hoof landed in a print would be crippled. Since that time, humans have shot wolves and displayed or buried them at the edges of their property and at town gates in hopes that the hides would keep other wolves away. No one ate wolf meat, as it was thought to be poisonous. This is how psychiatric patients are treated in emergency departments. Perhaps similar considerations apply to them as to the maligned wolf. 


That evening I overheard the nurse explaining to 
“Jane,”*1 a frail-appearing wisp of a woman who had visited us many times before, why she should leave the emergency department. “The Guidance Clinic will take care of this for you. You’ve been going there for as long as I’ve known you. They’re much better equipped to handle your questions and concerns than we are.” 


“That’s nice,” Jane replied nervously. “Maybe I’ll just sit in the waiting room. Would you like that?” 


Esther, the nurse, grew quiet and said, “I guess you could do that. I guess you could sit there as long as you want.” This was perhaps a desirable alternative to the way Jane usually visited us—in a diabetic coma or close to it. Jane regularly used her diabetes as a method of near suicide. When she felt depressed, she simply stopped taking her insulin. Rarely did she have to wait long. Her diabetes had become quite brittle, meaning that her glucose was all over the map, sometimes very low, sometimes very high, but unpredictably so. Jane hardly ever controlled her high blood glucose and was beginning to develop complications of the disease, including vision problems. The threat of becoming visually impaired made her even more miserable, which inevitably translated into another emergency room visit for ketoacidosis, the manifestation of out-of-control diabetes in which too much acid builds up in the blood and the person becomes unconscious. 


Jane was often quietly weeping when the EMTs brought her to us on the stretcher, her glucose rarely less than seven hundred—seven times the normal value. She also could vomit on command and did so often. Lately, she had begun to dabble with heroin. One of our psychiatrists tried to have Jane committed to the state hospital because of her poor diabetes care. But a local judge threw the case out of court, even though Jane liked the state hospital. 


“I’ll paint a picture for your waiting room,” Jane said. “I’ll paint you a picture of the gates of the state hospital.” She had been there enough times to memorize many facets of those run-down, rambling buildings in Las Vegas, New Mexico, that qualified as the state hospital. Jane told Esther that the bread was hard as rocks at the state hospital and you could burn yourself on the coffee when it first came out of the urns. 


“But why do you want to wait here?” Esther asked, trying to explain 
that there wasn’t anything we could do for her, so it was pointless to wait 
for nothing.

I knew that Esther’s perception of what would help Jane was worlds apart from Jane’s, for we were Jane’s only family in a perverse sense of the word. We were among the few living beings on this earth who actually cared for her and ministered to her when she was sick. Jane’s coming to sit in the waiting room was actually a great improvement, although Esther could not see it that way. If only we could have exploited Jane’s search for more healthy contact with us by letting her stay in the waiting room or by giving her simple jobs to do around the emergency department, perhaps she might not have had to get sick in order to come see us. 


When she replied, “Because this is home,” Jane was speaking so honestly that she sounded crazy. Jane had spent her childhood aching to be normal. Diabetes hit Jane hard in seventh grade and took a tyrannical hold over her. She had come to Clovis, New Mexico, in junior high school and, being already strange, had been excluded from the usual cliques and groupings of her peers—making her as isolated at school as she had been at home. Her whole life had become a bizarre mimicry of what she perceived normal to be. She could not lose the twang of Brooklyn, where she had lived until fate flung her across the country to the oil fields of New Mexico. Hard as she tried, her efforts at imitation caused her to be ridiculed. 


Late evenings, when we were not terribly busy, I learned these things from Jane as I talked to her about her diabetes and her life, although as often as not, she refused to talk, catatonically suffering the nausea and abdominal pain of diabetic ketoacidosis until our drugs drowsily snowed her and calmed the turbulent waves of her stomach. 


“Jane,” Esther almost scoffed, “we’re not your home.” 


“Home is where the heart is,” Jane argued. “I’ll just stay here for a while, if you please. I’ll visit with my friend at the desk.” 


Maybe the emergency department world was as off-kilter and bizarre as the atmosphere in her childhood home. Maybe it was the companionship Jane found with other patients in the waiting room that made her feel at home, as I have been told by other patients for whom the contact and humanity they found in the waiting room was more important than anything the doctor could tell them in the examining room. But there was something so deep and unsettlingly disturbed in Jane that she was excluded from much of the waiting room camaraderie. Occasionally someone befriended her, or more often than not, took advantage of her. Jane’s pain and sadness were like a killing dust that precipitated onto the furniture around her, as if from a cloud over her head, a dust that fellow patients fled to avoid and that caused staff to shun her as well. 


Jane was afraid of dogs and cats and even her own shadow. She would sometimes peek at us from behind closed curtains when she was feeling better after one of her skirmishes with a coma. She jumped whenever anyone appeared to be coming near her. Her hands trembled when anyone interviewed her. She could not walk to the bathroom without looking behind her for hidden enemies creeping up to ambush her. I don’t know if she was even comfortable inside the bathroom with the door safely locked. 


Jane told me her parents had grown darker, not older. She shared their trait of waking up screaming from nightmares in the middle of the night and sometimes in the middle of the emergency department. Once I had asked Jane what made her scream, and she told me I must have been dreaming, since she had not screamed. Another time she had screamed a man’s name over and over, although it was not a name we recognized, and afterward she denied screaming or having ever heard that name. This was typical of Jane’s response to our trying to comfort her. By denying doing what we wished to comfort, she made it difficult if not impossible for us to give her comfort. I wondered if she were truly dissociated from her experience, really not knowing it had happened, or if she was just afraid to share her inner processes with emergency department strangers. 


Perhaps it was wise for her to refuse to share since we were not in a position to help her with that knowledge anyway. But the urge to share pain is strong; even strangers in bars discuss their marital problems, their hopes and dreams and aspirations, in ways that are decidedly intimate, perhaps because they will never see each other again. Often we are driven to share our pain with anyone who will listen, however inappropriate the setting, the context, or the person with whom we are sharing. Even so, we may speak in another language, one that hospital staff have no time or patience to learn. But this is what medicine must reclaim from indigenous traditions—stillness and a willingness to listen. 


As Jane and Esther talked, I wondered how an indigenous healer would handle Jane. Perhaps the traditional healer would begin by following her, watching her movements carefully from the great oak tree outside her ramshackle, subsidized apartment, studying her as one might track game. Then, once he had really observed and understood her, he could offer healing. 


In the years of my work in New Mexico, Jane’s darkness and unhappiness only deepened. She became fanatically absorbed with her music and carried her boom box with her all over town, only to have it stolen sometimes. This would precipitate another diabetic “underdose” and a visit to the emergency department, where Jane would continue her reticent patterns, with her baleful glares, her seeming hatred of and hostility toward those of us who took the time to care for her. The pain must have been acute, for our caring was ultimately mechanical and not lifesaving. Jane would sometimes sit up in bed and sing a plaintive, alley-cat cry, more off-key than the worse country singer, an expression of her diabetic delirium and her anguished life pain. 


That night I talked to the nurses about Jane. I told them I would have liked to have worked with Jane were we to be in another context, another place, another time. I told them that someone should try to help her. But I could barely see the many patients that came and get my charting done. We did not have time to care. And the hospital’s corporate management was insisting that we see 20 percent more patients per day, even though we could barely handle the number of patients who were already coming through our entrance doors. 


Esther’s response was to say, “No matter,” and to take command again by forcibly picking up the telephone and calling the Guidance Clinic. “Hello. One of your clients is sitting here at my triage desk. You better come get her right now. No, I don’t care if it’s not your job. She doesn’t belong in my emergency room. You’re responsible for her. You come get her right now. You’re supposed to be looking after these people or hadn’t you heard? I expect to see someone soon if you want to keep good relations here.” 


Jane took a worn and ragged appointment card out of her purse and read it quietly before handing it to Esther, saying, “I guess I already have an appointment there. Maybe it all happened because of you.” 


I looked up from my charting at the desk and saw Jane’s small, fearful face. She waved at me and I waved back. Life was a kind of concentration camp for Jane, her very own Bergen-Belsen, or at least I think this was what she was trying to tell us by refusing to control her diabetes. She could not leave the country of her hideous past. She played loud music through her boom box as some tawdry tribute to the pained spirits circling around her. Sometimes I thought I could see a lost soul peering out from Jane’s eyes. It was a look of tears and terror and uncontainable fury, so unlike the meek, downward gaze that Jane usually brokered. 


Esther was trying to refuse to take credit for Jane’s appointment, which had existed before Jane pulled the card out of her purse. Jane insisted that the appointment and the card had not existed before Esther had just now thought to call the Guidance Clinic. People diagnosed with schizophrenia often speak the plain truth of quantum physics. They suffer because everyday life tends to ignore these insights and proceed as if quantum physics had never been invented. Physicists, shamans, and people diagnosed with schizophrenia all know that our reality is created as we go and that no evidence can be brought forth to explain a continuous world. A medicine person would agree with Jane that Esther had created that appointment card, like pulling a rabbit out of a hat. Each day our dreams and our nightmares are assembled, seemingly from nowhere, remaking the world from its raw material, bringing it into existence as we awaken, ceasing to exist when we close our eyes. 


People diagnosed with schizophrenia and other sufferers with insight often reel under the shock of the truth and fall deeper and deeper into the abyss of their pain. You have to be smart to be crazy. Traditional healers, however, can bear these insights and still empty the garbage and cook dinner. 


I prayed that Jane could meet a healer who could plumb the depths of her pain, the black gold lying beneath the surface of physics and mysticism, who could strike oil because he didn’t care to argue metaphysics; he already believed it and would dive straight for the pain. Healers see the tortured lives so many of us live hiding beneath our social pleasantries or, in Jane’s case, behind bizarre behavior. Maybe even a traveling evangelist could help. I have no doubt that some of them are genuine healers, their powers wrapped in a cocoon of Christianity, hidden to all but a discerning few. Jane’s spirituality bore fruit in darkness like a still-living moth whose silver, powdery wings are pinned as it is chloroformed and the lid of the collector’s case is closed. 


Esther was finally giving up and telling Jane it was all right for her to go paint in the waiting room and wait for someone from the Guidance Clinic to come, although I was sure they were never going to come, having not been impressed by Esther’s pleas. Jane was telling Esther that they wouldn’t come, that nobody wanted her there—that was why she came to the emergency room. Jane was clearly communicating that she felt loved by us, that our physical gestures in placing her IV or examining her lungs were meaningful to her, that what little caring we did give was so much better than the rest of her life, and it made me angry to think that the Guidance Clinic, our mental health system, had failed Jane so much. Meanwhile, Esther was getting sucked into arguing with Jane, playing the endless game of telling Jane she had talents and could make something of herself, forgetting the severe pain that inhibits all action, even as I have sometimes done for fear of the misery and despair that lies in its wake. 


Esther was insisting that Jane had to have interests. Maybe she cared about other patients she had met, maybe she liked to cook, maybe she was a vegetarian, maybe she believed in animal rights, cared about desert turtles, and so on. Jane, warming to this game and seeming to thoroughly enjoy it, proudly announced to Esther that she had no interests whatsoever because they’d all been taken away from her. In her pleasure Jane was growing dreamier and more withdrawn. Esther was insisting that someone at the Guidance Clinic could find her an interest, and Jane was telling her that no one there cared enough to do that. I wondered why Esther couldn’t accept that simple fact for Jane. If anyone had cared for Jane, the pain would have spilled out of her in a voracious and undiluted manner. 


Esther said Jane needed something to take her mind off her misery, something she could do all day, while Jane countered that she could bleed all day and that bleeding returned power to the earth and that her menstrual blood was at the center of her anguish. Jane was telling how she shed her menstrual blood for the anguish of others, just like Jesus Christ. Maybe Jane was right, that she would have held her blood inside if not for the suffering of others, that she would have made a baby, become a mother, gotten married, if not for her preoccupation with her own suffering and the suffering of others. Jane was paying tribute to the untrustworthiness and unscrupulousness of humankind, to the fact that the world is dangerous. That is how she hooked Esther, for their feelings and thoughts were actually much alike. Esther, however, had the strength to maintain an exterior facade, a feat Jane could not do. 


Finally, Jane let Esther win by changing the subject to Esther’s nice hair, saying how appropriate the color was for her face, mentioning that she was glad Esther was not a nudist anymore, while Esther blushed and gave up her battle to reform Jane, content with being able to call a cab for her. Jane was telling Esther that she wanted to stay with her, but Esther was dialing City Cab, the number embedded in her mind from the many other times she’d called them to get someone, telling them to come get Jane when the dispatcher answered. Jane was like the holocaust survivor who looked for the Nazi within every Christian she met, mistakenly convinced that anyone who wasn’t Jewish must be a Nazi. Esther had clearly met her match. 


“You’re treating me no better than a dog,” Jane said in what sounded like genuine horror. 


“Chilly weather we’re having, isn’t it?” Esther was finishing the write-up of her triage sheet. 


“Yes, it’s getting colder every day, isn’t it,” Jane said, looking wildly around the room, as if she were searching for something to grab when the taxi came. “Do you think it might snow again tomorrow?” 


They continued like that until the battered white cab came. “I’ll see you later,” Jane hollered as she left with the cab driver. We would see Jane again. 


We saw the cab driver frequently, too. She smoked too much and drank too many beers. She had emphysema and cirrhosis of the liver. Both were mild enough to permit her to still drive a cab, huffing for air and puffing on her cigarettes. 


“I hope to God they help that girl,” Esther said, her nerves obviously frayed by another encounter with Jane. 


“You know they won’t,” I said. “They see her for fifteen minutes, once a month, if she’s lucky. They give her medicine she won’t take. She’s right that we care more about her than the Guidance Clinic does.” 


“Don’t they do psychotherapy anymore?” Esther asked. “I thought all those counselors over there talk to people.” 


“Budget cuts,” I said. “Too many patients and not enough staff for them to spend time with one person, so they spend no time with many people. I think I’d prefer to really help a few people and turn the rest away, than to pretend to care for everyone and really help no one.” 


“What are these poor, mixed-up people going to do?” Esther wondered. “We can’t be their therapist. You’re a psychiatrist, aren’t you? Why don’t you fix her?” (I was not there as a psychiatrist, but in my other role, as an emergency room physician.) 


“I can’t do much in this setting,” I replied. “It’s all I can do to see the patients we have. I can’t take the time to sit with someone like Jane, and besides, I’m not here to see her every week. Every day would be closer to what she needs.” 


I was saddened by how woefully inadequate our mental health system had become and by my inability to do anything more. “Why don’t they just send her to the state hospital?” Esther was saying. “They could keep her there until she is well.” A buzzing sound indicated the arrival of lab test results through the pneumatic tube. 


“They don’t do treatment anymore even at the state hospital,” I said. “And they certainly don’t keep people very long unless they’re criminally insane, which Jane isn’t.” A light was flickering on and off on our shabby Christmas tree, which sat on a base of white cotton that poorly mimicked snow. 


“What would you do with a person like this,” Esther asked, “if you were going to work with her?” 


“I’d see her every day, if I could. If she had any religion, I’d get her priest or minister or rabbi involved.” 


“Maybe we could send her to church,” Esther reflected.

“If some congregation took her in and took an interest in her, it’d sure beat nothing,” I said as Esther walked back to her computer to resume entering data on our trauma patients for a state survey in which we were required to participate. 


“Maybe my church could adopt her,” she was saying. “Give some of the people who want to meddle in other people’s lives a life that needs some meddling.” She was framed by a calendar on the wall with pictures of New York City, where another nurse had spent a holiday. 


“Something like that is probably her only hope,” I said. I was thinking this was like Native American healers who took in patients who were unable to care for themselves. 





The Odor of Trauma and Scandal 

After-hours in the emergency department, you get used to the iodine-like smell. It’s only when you leave that you suddenly realize that outside smells funny, because the disinfectant odor is gone. Hospitals must cultivate that odor, like haunted houses. 


Our command central was a long desk located in the center of the bay of beds, where, at any given time, several people were usually lying in various stages of being processed. 


“Harriet” was my next patient of the weekend. She had passed out at her home, where she lived alone at age sixty-eight. Even a quick inspection revealed that she was delirious as she moaned about a war that had long ago ended and mistook Esther and me for her children. She looked too white to possibly live in New Mexico, and her blue eyes were suspicious and fearful. We could tell she had pneumonia from the wispy absence of breath sounds in her right lower lung, from her shallow, rapid breathing, and from her cough. I imagined that Miss Harriet had moved here years ago from someplace in the East and that she lived behind thick curtains to keep the sun away from her too-pale skin. I thought she would have complained bitterly if she’d had the strength to make a scene. She awoke fitfully when Esther started the IV in her arm, but otherwise she dozed. Cranky as Esther was when she worked, she cared for the Miss Harriets of Clovis with grace and good cheer. 


Esther’s children spanned two generations, with her daughter Rachel’s two children playing with Esther’s four-year-old daughter. Esther’s marriages were deep wounds from pasts that still actively bled on those occasions when her ex-husband, Jackson, came drunk to the emergency room, found passed out somewhere in town. A month before this evening, severe tragedy had hit; he had run into a telephone pole guide wire while drunkenly riding his motorcycle, going so fast that his speed carried him up the wire to the pole itself. The wire had stripped the flesh from the bone of his leg in one of the nastiest injuries we had seen anyone in Clovis survive. 


Each of us had our family secrets and hidden scandals that could show up in the emergency department to embarrass anyone who worked there, for the emergency room is where everyone comes—the drunks, the psychotic, the depressed, the drug addicted. I was lucky that my family scandals could not appear in Clovis, since I did not live there. 


A month earlier, when Jackson had been brought to the ER by the ambulance crew, his leg had been bleeding profusely. Miraculously, he had missed severing any of the major vessels that could have instantly killed him, and the artery in his thigh that he had cut was holding together with a fine clot. People still came to look at the pictures that the fire department had taken of Jackson’s leg with the skin peeled back to reveal dull white bones. We covered those bones as best we could, while Esther sat at the desk and cried, her young daughter clinging to her leg and Rachel standing behind her, one hand on her mother’s shoulder, the other holding her baby, who seemed dazed and confused by the whole affair, wanting to play peek-a-boo with the firemen who stood around the desk drinking coffee, their role in the whole business finished. 


Esther said she was crying for her four-year-old daughter, who ran the risk of losing her father, but we all knew the tears came from someplace deeper. She cried for herself as well, perhaps for the loss of marriage and family life that this man meant for her. 


Despite the severity of his wounds, Jackson was too drunk to feel much pain. We packaged him as best we could while calling for the helicopter from Lubbock. He survived the trip, but after multiple surgeries and days in the intensive care unit, he eventually lost his lower leg. Esther bravely and angrily tried to do what she perceived to be the right thing for her daughter, hardly working during a month of vigils at the hospital in Lubbock. Much as she hated this man who had tormented her with his alcoholism, she kept watch by his side. One more injury, one more drunken evening when he shouldn’t have been riding his motorcycle, but this time had been the worst ride of his life. We heard that, with shame and apology, he tolerated her often-hostile vigils at his bedside. 


For that entire month we called for progress reports on Jackson, pretending to be the referring physician so we could learn more than they would tell Esther. Rightly, I suppose, we were the “referring physician,” since Jackson’s only health care was the emergency department, where he was brought when he was too drunk to make it home. 





The Misery of Life 

Emergency departments are full of the misery of life; the beds are full of schizophrenia, depression, drug abuse, and life’s other maladies. The police bring us drunks as if our antisepsis could transfigure them to sobriety and make them walk home. Drunks are particularly frustrating because they can be so uncooperative in their care. “Lucy” was our first drunk of the Friday night, an in-home drunk, perhaps a younger, wetter version of our Miss Harriet, living in her large turn-of-the-century banker’s house, where she tended to her garden and roses with a birdwatcher’s compulsiveness, but always with a glass of gin at hand. Typically Lucy was found passed out around her rose bushes. Someone would call the ambulance, which would bring Lucy to us. 


This evening, when things were quiet, I talked to Lucy about her life. She was less drunk than usual, loquaciously drunk instead of her usual passed-out drunk, her blood alcohol content having been “only” 0.27 when she arrived, instead of her usual 0.39. She told me about the tragic death of her one true love when she was only twenty-seven years old. 


Although she would never admit it, I suspected that Lucy’s misery predated the death of her love, who had died on the rough pine-board floor of the frontier home of her parents, original settlers of Clovis, both of whom had long since died of emphysema. Lucy accentuated her speech with pointed jabs of her tobacco-stained fingers, and I suspected that, before long, she too would be coming to the ER for shortness of breath in addition to her usual drunkenness. 


“His parents never liked me,” she slurred. “And when my Jack died, they took my children away from me, one by one, until all four were gone.” Her life ended with the departure of her last child. I would never know if she had been drinking then, if she had been a good mother or a neglectful one. 


The loss of her children had been her final blow, as it often is for even the most drug-hardened addicts, reminding me of similar stories from overdosed women lying semicomatose on hospital gurneys, still shedding bitter tears over the loss of their children. When I hear these stories, I marvel at the incredible suffering a person must feel to need such numbing from drugs or alcohol. But sometimes not even the threat of losing children can stop some women’s tumultuous downward spiral toward drug- and alcohol-induced oblivion. It’s out of all control. 


Like the burned-out remnants lying in the wake of Sherman’s prodigious march across Georgia to the sea, they lie in ruins on the bed. Such patients are tributes to our lack of caring or our inability to change the misery of people’s lives, which is only worsening in these days of managed care. The time doctors have to spend with patients shrinks smaller and smaller, until five minutes seems like a lot in some offices. 


“Did you talk to anyone or get any help after your husband died?” I asked Lucy. She had shaken her head and smiled wistfully at me. “Who would have talked to me, who would have cared, where would I have gone? Not even the minister,” she sighed. “And I didn’t have any family nearby.” 


I sat on the stool beside her, thinking that she could have been quite beautiful at age twenty-seven, long before the alcohol and tobacco had dried and cracked her skin. I found myself drifting away from her story of lawsuits from the grandparents and no money to defend herself. As she droned on with her long tale, I wondered how people could be so cruel to each other. 


Meanwhile, I was hearing another casualty of family life on the police scanner in the background. A man was holed up with a gun outside of town, surrounded by sheriff ’s cars. The police were bringing us his five-year-old niece for a rape exam even as Lucy continued to speak. She had told her mother that her uncle had put his “pee-pee” inside her and that he had made her cry, prompting a hysterical call to 911. Lucy continued to ramble, oblivious to my departure from her bedside. I needed to know what we could expect about the standoff. Luckily I would not be called on to do the rape exam. Those of us who did not live in Clovis were not expected to see cases that would definitely require legal testimony. 


The city attorney had made a deal with the medical staff that only the doctors who lived and practiced in town would deal with such cases. This was fine, since there was little I hated more than inflicting the trauma of a rape exam on an already brutalized person, especially a five-year-old. The sheriff ’s deputy who had brought the girl told me that the uncle would probably shoot himself. “They either deny everything or they kill themselves, and the fact that he’s holed up with a gun tells me he’s not going to deny the charges. So we’ll probably have to bring him in to see you, dead or dying, once he gets the courage to shoot himself, which could take most of the day,” the deputy muttered, shaking his head. 


As if to mark his words, we suddenly heard a flurry of shouting on the radio. “I heard a shot!” someone yelled. 


“It came from inside,” came another voice. A third person shouted, “Call the ambulance. Call the ambulance.” We could already hear its siren in the background noise of the radio, getting louder and louder. The drivers would park far enough from the range of the guns to keep the EMTs safe, but close enough to bring us casualties in a hurry. 


“He’s shot hisself in the chest,” came a new, very Texan voice. Then we heard the voice of Ernie Toutousis, our fire captain and head of the EMTs, on the special ambulance radio. His voice was calm as he announced an open, sucking chest wound that they were transporting code three (sirens blasting), attempting to place an IV en route. We heard the sounds of the ambulance’s siren receding on the police radio. Then the EMT driving called to tell us that their attempt at placing an IV had been successful, and they were turning the corner onto the truck bypass that would lead them to the hospital. 


“How far out are they?” I asked Esther. We knew they were coming from somewhere near the state line. I wasn’t sure how long it would take an ambulance traveling code three to go that short distance to us, but I knew it was time to get things ready, including checking the code cart and breaking out the basic equipment we would need, such as laryngoscopes, endotracheal tubes, and central line kits. I had heard most of the story in snatches as I chatted with Lucy and later while frequently being interrupted by the many other questions that come up in the emergency department, such as what dose of children’s ibuprofen to give for a fever, whether to use a tepid bath, and requests to look at a wound to see if it could be steri-stripped or would need stitches. I could hear Esther talking over the noise of many voices and radio calls, but could not make out her words. I saw others appearing to help us, so I knew Esther had called people from the respiratory therapy, lab, and x-ray departments. 


We were about to hide behind what we do best—resuscitate the dying—but we were never able to address the terrible social conditions breeding child abuse and other social ills, and always too late to help the people involved. 


I clipped the laryngoscope blade onto its handle and flipped it open to make sure the light would work. Then I inflated the balloon on the endotracheal tube with 10 ccs of air to make sure it worked and drew back the air into the syringe to deflate the cuff so that the tube could be inserted. 


“Don’t you dare try to save this sorry, no-good . . .”

“You know we have to try,” I replied to Esther, wondering how serious she was. 


It was cold enough outside for a thin film of ice to have formed on standing puddles, and the oil rigs surrounding the town stood like bizarre dunking birds blanketed by a rare coating of snow. Esther was identifying with mother and child, but still I was surprised by her fervor in wanting this child molester to die. 


“What do you want me to do?” I asked Esther.

“I want you to pronounce him dead even if his heart’s still beating, because he will be dead sooner or later, and you’ll save the county a lot of money.” She looked at me with piercing eyes, as the sheriff ’s deputy vigorously nodded his affirmation. 


“Think how much money you’d save the county by doing that.” This was the deputy talking, but Esther was nodding her head too. 


“Someone like that doesn’t deserve help.” Esther sometimes talked too loudly when patients were around and was accused of an error of taste. But she had been a nurse for seventeen years and was a good one, and her “errors of taste” were usually just her version of the plain-spoken truth. 


“You guys are making me nervous,” I said. “You know what our duty is.” Esther’s view on life was simple, never disingenuous, and always aimed at ridding the world of filth and pollution. She meant to make Clovis a safer, more Christian place to live. Perhaps, through oversight or ignorance, she had not grasped that her means did not always seem terribly Christian. Esther typically kept her mouth shut around administration and had learned to cover her mistakes well, but this time she was not to be silenced yet. “They should have just let him bleed to death in that house,” she hissed. 


“Is this your plan for all would-be criminals?” I teased her. “You’re now going to decide who lives and who dies?” 


“Just child molesters. I’d do different terrible things to the other kinds of criminals,” she said. But she winked, tipping me that she was not entirely serious. “And that deputy would let me get away with it.” She winked at the sheriff ’s deputy. 


I put my finger to my lips to bid them quiet because Eleanor, the triage nurse, was bringing back a child whose mother thought he had an ear infection. “To Serve and Protect” was the motto emblazoned on all Clovis police cars, but the police had been getting bad publicity lately after a three-hundred-person riot during one of the high school football games. That night we had seen fifteen people with minimal injuries, who were all there for documentation so they could file lawsuits against the police. One of the parents had screamed at us about being honkie racists. He wanted more x-rays than I thought his son needed. Four family members were parked around the bed, all muttering about the lousy health care provided at the hospital. Yet that family seemed to spend part of every weekend in our emergency room. 


Just then the ambulance radio crackled loudly: “This is IV Tech 
Charleston in Med Unit Two calling.” The radio broke his urgent-sounding voice into barely understandable staccato bursts.

“This is base,” Esther answered, holding down the button on the 
microphone by the radio. “Go ahead Med Unit Two. We copy you.” The 
static was heavy on the radio.

“We are traveling code three with a man about thirty years old,” the reedy, high-pitched voice was saying, “self-inflicted gunshot wound to the chest, sucking chest wound. Vital signs are as follows . . .” We left the trauma room to gather around the radio, to listen to the drama unfolding so near our doors, as if we were in an earlier time, perhaps like the first people to hear Orson Welles’ 
War of the Worlds,
 though this was real.

“What’s their ETA?” I asked again. “Five minutes,” Ken, another nurse, was telling us, for he had heard the entire radio transmission. Our team was assembled. We watched in motionless silence as the ambulance pulled up at our front door. 


“Here she blows,” Esther shouted.

“Inform us of any changes in condition,” Ken was saying, belatedly. 
“LY445 clear.” All that remained was the static.

“Let’s roll,” I said. Soon I was holding the endotracheal tube and the laryngoscope, standing at the head of the bed ready to intubate. We use the laryngoscope to press down the tongue and create a passageway to reveal the vocal cords through the mouth. Once I see the cords, I can then pass the endotracheal tube through them so that we can ventilate the patient. The voices of the EMTs were shrill and excited, growing more distinct as they got closer to us. They rushed their gurney to the bed at the center of the trauma room and pulled the patient onto the bed, where we were waiting to work on him. 


I was poised with the endotracheal tube, Esther was poised to start another IV, and Jay was ready to cut off the man’s clothes. Medical “codes” always have an other-worldly quality to them, and when we’re working well, there’s a calmness that settles over everyone, though by all rights we should be anxious. I lifted up the patient’s tongue and passed the tube between his vocal cords. In the distance, we could hear someone wailing, could hear the eerie call of a woman’s shrieking grief traveling through a kind of sound tunnel that our intense concentration formed, making it seem as far away and plaintive as the cry of a heron or an egret on a midnight marsh. 


“Do we have to do this?” Esther whined under her breath, all the while preparing her IV setup, since we needed two large-bore IVs to replace the volume in fluid that he would be losing in blood, lying motionless beneath us, the room in constant motion around him. The respiratory therapist was operating the ambubag, an apparatus that ventilated the patient through the endotracheal tube. Two women from the lab were taking the blood we had just drawn to the lab, while Michael rolled the portable x-ray machine into our trauma room. He was an ex-hippie x-ray technician, his long blonde hair turned gray, taller than anyone in the room. I was getting out the chest tube kit because it was clear we would need to drain blood from the chest cavity. 


I was proud to be a part of the excellent care we gave in the midst of the desolate, high-plains mesa country in southeast New Mexico, even better sometimes than what I had seen in the great medical centers where I had trained, hospitals with hundreds more beds than ours. We were all autodidacts, training ourselves to a standard of excellence required of the only hospital for 110 miles in any direction. I never felt that same pride working in New York, California, or Arizona as I did here. Already, Esther was taking charge of the body before us, as it oozed its life blood onto the floor. While she worked to get our blood pressure cuff onto the man’s arm, I was examining the wound. 


“Is that his heart beating in the bottom of that hole?” Michael asked incredulously, his height enabling him to look down at the wound from high above the table. “That’s the biggest chest hole I’ve ever seen in someone who’s still alive.” 


“That is his heart,” I confirmed.

“How did he miss it?” Michael wondered. “Not that it matters all that much. I can’t imagine how anyone could survive that wound. Could anyone survive that wound? Can he survive that wound? Do you think?” 


Donna, the respiratory therapist, was ventilating the man. I was trying to figure out how to manage his chest wound, which he had made with a shotgun. I had never seen a person still alive with such a large hole in his chest, but the reality was that we had to seal it, and it was too big for me to know how. As a stopgap measure I decided to lay sterile plastic over the wound, the kind that could create an air seal. I found the spot on his side where I wanted to place the chest tube and made an incision with the scalpel. I spread apart the tissue between the ribs, first with a clamp and then with my finger, until the hole was large enough to pass the chest tube through. I was fairly happy with the resulting gush of blood and air into the collection chamber, which bubbled through water to create a vacuum seal. Nevertheless, the man was going downhill fast, and despite the fluid pouring into him, his blood pressure was slowly dropping. 


I grabbed the central line kit, took out a long needle attached to a syringe, and probed his neck until I drew back blood. That was the internal jugular vein, which provided a direct and large passageway for fluid and drugs to reach the heart. Soon I had threaded a metal wire through the inside of the needle. I pulled out the needle, threaded the wire through the large catheter called a percutaneous sheath, and shoved it through the hole alongside the wire until it was completely inside. 


Blood poured back, and we connected the line to fluid, letting it go as fast as possible into the heart. Nevertheless, the blood pressure continued to fall, and the pulse got faster and faster. I asked Esther to start a dopamine drip to raise the blood pressure at least temporarily, and she rushed to start it up. Her prior comments had certainly not affected her efficiency as she rapidly started the dopamine. 


Although it was temporarily effective, the dopamine was also failing. I had already called our chest surgeon. The man’s pulse was getting weaker and weaker, even though his EKG still looked strong. His pulse was failing as the surgeon walked into the trauma room, and I was trying to imagine the best way to do chest compressions. That surgeon walked up to the table and stuck his gloved hand into the wound, grabbing swabs to absorb the blood that splattered on the tattoos covering the patient’s arms. He was muttering to himself. The dopamine was running as fast as possible and the fluid was flowing through the three IVs, while the lab had still not delivered the blood we had requested. 


“I can’t help him,” the surgeon said. Then he asked for clamps that could be found only in the operating room, cursing when we did not have them. What we had was his own special pack that he had prepared himself and that sat in a cupboard in the trauma room until he asked for it. But even the surgeon’s own prepared kit did not contain what he needed. He himself looked like a bushy-eyebrowed, Eastern European pianist, throwing his head back as he pounded the piano keys. 


After his concert, he stepped backward off the stool he had been standing on, since he was too short to stand on the floor and still see well into the wound. Esther wore a bewildered expression that could have been disbelief or fear, her face looking as it had been flash-frozen. We all knew what was coming, but felt helpless to interfere with the course of events. 


“I can’t help him,” the surgeon said simply, “so you might as well stop. His arteries are too badly damaged to reconstruct, he has lost too much blood, and what you are doing is hopelessly prolonging the inevitable. So I am going to make it easy on you and call this code, unless anyone objects, which no one should.” 


The surgeon’s accent had remained thick throughout his life, although he was actually Italian and not Eastern European. Esther was crying now. She had apparently forgotten her sentiments about what this man had done and was grieving the tragic loss of life that we saw all too often and that had almost befallen her ex. 


We stopped and watched the EKG slowly deteriorate to a single flat line. Someone mercifully pulled the sheet over the body, though the blood still dripped steadily onto the floor even as did Esther’s tears, much as she tried to hide them, quickly rubbing her cheeks and taking on the tough air that she often carried. But I had seen her sorrow, her sadness, and her pain. We had shared those emotions of loss that we feel when we lose a young person no matter what their circumstances, whether rapist or drug addict or All-American teenage drowning victim, and those were the emotions that had driven us to health care. How rare that we could show these feelings! How sad that American health care had driven these feelings out of our day-to-day work most of the time. How important and necessary that we find ways to create something different and better! 


If only our society had better means of preventing and addressing its social and emotional ills—its mental health—perhaps none of these tragedies that I just related would ever have happened. That is what the rest of this book is about. 





The Failure of a Promise 

The stories I have just told are typical and representative of how the system of care that has evolved doesn’t work for patients. Psychiatric disorders remain among the most important contributors to worldwide health 
burdens.1 The promise of relief from suffering via drugs has largely not been realized. Related controversies—such as questions about the withdrawal syndrome from antidepressants and the increased risk of suicide, along with metabolic syndromes created by antipsychotic drugs—spark widespread concern. 


The Clinical Antipsychotic Trials of Intervention Effectiveness (CATIE) studies, funded by the National Institute for Mental Health and coordinated by the University of North Carolina at Chapel Hill, showed low efficacy of antipsychotic medication for schizophrenia. The World Health Organization confirmed, over the course of thirty years and with thousands of patients, that people with psychosis did better and had higher recovery rates in third-world countries where drugs were not generally available than in developed countries with 
medication.2 A 2008 meta-analysis on antidepressants showed no difference from placebo when all reported trials (to the U.S. Food and Drug Administration) were considered instead of just the trials published in 
journals.3 Bipolar depression is associated with substantial disability, with up to 80 percent of patients remaining symptomatic despite conventional 
treatment.4 In the twenty-first century, 
0.4 percent of people diagnosed with bipolar disorder commit suicide each year, a rate that is twenty times greater than the general 
population.5

I am suggesting that we need a new course, a human approach, an approach to caring and compassion that reconnects to the world’s indigenous healing systems and explores their use and integration. The counterclaim of the conventional biomedical system is that people just don’t take their medications and are noncompliant; if people took their medications, everyone would be fine. The CATIE studies have refuted that claim. Many of the participants stopped taking their medications because they didn’t work or because the side effects were too burdensome. That’s certainly been my clinical experience. People stop medication, largely, because it isn’t working. 


Others have made these same points. As early as 1996, psychiatrist David Kaiser wrote, “As a practicing psychiatrist, I have watched with growing dismay and outrage the rise and triumph of the hegemony known as biologic psychiatry. Within . . . modern psychiatry, biologism now completely dominates the discourse on the causes and treatment of mental illness, and in my view this has been a catastrophe with far-reaching effects on individual patients and the cultural psyche at 
large.”6 He saw “patients [being] . . . reduced to something less than fully human, as they become an abstract collection of symptoms without meaning to be ‘managed’ by technicians called 
psychiatrists.”7 The end result of this process for the patients was to “reify in them an identity as a chronic patient with a bad brain. This identification as a biologically impaired patient is one of the most destructive effects of biologic 
psychiatry.8

Kaiser had observed a fundamental change in his patients: “Now when a person becomes depressed, for example, they are less able to read it as a sign that there may be a problem in their life that needs to be looked at or addressed. . . . Instead, they identify themselves as ill and submit to the correction of a psychiatrist who promises to take away the depression so they can get back to their lives as they 
are.”9

American psychiatrist Phillip Sinaikin wrote in 2003 that the field appeared to be evolving from “an eclectic discipline of many perspectives to a self-certain and self-validating, reductionistic medical ‘science,’ which some of us find disheartening and 
frightening.”10 A narrative critique of conventional medicine finds it based on a preference for the general over the specific, objective over subjective, quantitative over qualitative, and it threatens to become a story to end all stories. It lacks a way of measuring inner hurt, despair, hope, grief, and moral pain, which frequently accompany the illnesses from which people suffer. 


Changes similar to what Kaiser described have also been happening in indigenous communities. Whereas historically, cultural beliefs about emotions and their vicissitudes identified them as springing from relationships and their disturbances, a modern Cree family I recently saw sprang to the position that the disturbances in their relationships were due to their private mental illnesses. The father argued that he shoved his daughter “because of his bipolar.” The daughter argued that she was irritable around her mother and wanted to spend her time with her friends “because [she] was bipolar.” The mother said perhaps the family was having problems because her “depression made [her] withdraw.” This perspective was so uncharacteristically Cree as to stand out for me. I wondered who were these “spirit beings”—bipolar and depression—who ordered people around and made them do things. The traditional Cree notion of emotional accountability had been replaced by making “clinical entities” responsible for people’s difficulties with one another. The implication here was that my job was to find the right medication for each family member so the family could relate well again and be happy. When asked explicitly if this was their expectation, they agreed. 


Disciplines find their own ways of deciding what constitutes “good evidence” to support current practice. Disciplines also regulate what is considered “serious” research and what is not. For current psychiatry, pharmaceutical research is considered more serious and valuable than social research or micronutrient research. Rhetoric and social negotiations allow us to arrive at definitions for what types of studies are considered “most valid” or “most effective.” My most recent experience with this came when I submitted a paper to the 
Journal of Biological Psychiatry 
about the equivalence of high-dose, high-potency micronutrients (vitamins and minerals) to risperidone (brand name Risperdal) for eighty-eight children diagnosed with autism. The editor rejected the paper in less than twenty-four hours, saying it would be of no interest to their readers. 


This told me that changing psychiatry and mental health will have to be a grassroots movement. Psychiatry will not readily change. The impetus for reform must come from outside it, aided by those within psychiatry who will support such change (currently a minority). Now we will turn to what we need to understand in order to be adequate workers for paradigm change. 
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