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“A wonderfully knowing, edifying account of a modern professional apprenticeship, told by a talented, thoughtful, independent-minded storyteller with a marvelous eye and a ready ear for the concrete, everyday details of life, which, in their sum, tell us so very much. Dr. Klitzman stands for the very best in contemporary psychiatry—his sensitivity, his high intelligence, his goodness of heart, his willing, telling candor, his obvious interest in and concern for the needs and troubles of his patients.”


—Robert Coles, M.D.
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“Using his finely developed talents as writer and participant-observer, Dr. Klitzman captures the feel—the fascination and bitter frustration—of that unique rite of passage, the big city psychiatry residency, in a time of AIDS, homelessness, and shifting models of the mind and its ailments.”


—Peter Kramer, M.D., author of Listening to Prozac
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“It is a sort of Magic Mountain in reverse: the insular machinations of hospital living are related not through the patients but through the staff. The result is at once painful and cheery, instructive and entertaining, depressing and uplifting, sentimental and hardboiled. It is, finally, the unflinching depiction of both the fragile vanity and the solid beauty of the psychiatric profession in America. Robert Klitzman’s book is an engrossing and meticulous recital of his three-year residency.”


—Ned Rorem
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PREFACE


I wrote this book—on my experience of the process of becoming a psychiatrist—for several reasons.


My training often surprised and bewildered me, and I undertook this account, in large part, to try to make sense of it. Frequently as a resident, I found myself in utterly unexpected situations, in which my preconceived ideas about the profession proved incorrect. In the peculiar otherworld of a psychiatric hospital, ordinary rules of logic and behavior don’t always apply. As residents, we were pressured to conform to an often very rigid model of how psychiatrists should talk and respond to people, and we had to change the way we acted and viewed ourselves. Some of my encounters—for example, when I failed to realize certain things about others and myself right away—embarrassed me when I initially reflected back on them, after my training was over. Yet my beginner’s experiences taught me an enormous amount, marking the gap between my not being a psychiatrist and being one, and thus show how the profession “socializes” and transforms its members. How we as residents learn to think about ourselves and others shapes how we will approach patients for decades to come.


I also wrote this account after seeing that psychiatrists needed to become much more aware of the social, cultural, and human dimensions of their patients’ lives. Compassion was too often in short supply. It was easy to pigeonhole patients into narrow categories, to prescribe drugs, and to blame patients for the failures when treatments didn’t work. But a wider, more humanistic view seems critical, to strengthen the field.


This book can also help patients, their families, and friends, who often find psychiatrists perplexing or frustrating, yet can work with them more effectively if each side gains further insight into the other.


Finally, many people have misconceptions about mental illness, as I did. This book, depicting a psychiatric hospital today and what goes on inside, illustrates specific issues and difficulties in treating mental disorders. The patients I got to know could benefit from less prejudice and from heightened appreciation of their specific situations and needs.


These areas are particularly important at the moment, as psychiatry becomes more and more biological. Increasingly, psychiatrists see the mind as nothing but an amalgam of chemical interactions and believe that drugs alone will cure almost all emotional problems. Amidst new medications heralded as “wonder drugs,” such as Prozac, and fresh attacks on Freudian theories, it is important to examine the profession and how psychiatrists handle clinical and moral issues. The treatment of mental illness requires more than narrow theories by themselves—whether biologic or psychoanalytic. Broader and more sensitive social and human perspectives, as invoked here, are needed as well.




These are the years and the walls and the door that shut on a boy that pats the floor to feel if the world is there and flat.


ELIZABETH BISHOP
“VISITS TO ST. ELIZABETHS”


Human nature is the same in all professions.


LAURENCE STERNE
TRISTRAM SHANDY





PART I






NIGHTWATCH



“You’d better hurry down to the twelfth floor right away,” a woman said breathlessly on the other end of the phone. “Jimmy Lentz is revving up. It looks like he’s about to blow.”


I grabbed my clipboard and galloped down the stairs. I had just received my first page on my first night on call in a psychiatric hospital.


My shift had started earlier that evening. The light had been vanishing from the street, and the setting sun was casting long shadows as the other physicians all went home for the day, leaving me in charge of the hospital. I was unsure whether the night would be calm and quiet, with very little to do, or bristling with crises wholly new to me. I had stopped by each ward briefly to meet the nurses on duty for the shift and hear about potential problems with patients and various tasks to be completed before the rest of the staff returned in the morning. To remember everything the nurses said, I scribbled copious notes and tried to concentrate as hard as possible. As the only doctor in the entire hospital, I now had more responsibility over more patients than I ever had before and was the central authority in the building. I was excited to be there, and tried to look poised, confident, and professional in my long white coat. But inwardly, I was scared and kept praying that the night would go smoothly and easily and that none of the potential disasters mentioned by the nurses would come to pass. My lack of experience frightened me and left me shaky. The corridors outside the wards were deserted, all the social workers and other M.D.s and most of the nurses having gone home. An eerie hush hung over the dim and empty halls.


If the hospital was quiet, residents could stay in the on-call room and perhaps even sleep if there was nothing to do. I stopped by the room briefly and sat down on the edge of the mushy cot to try to organize a list of tasks awaiting me. The dark narrow room served as a nursing office during the day, and contained only a desk, a chair, and a rickety metal cot squeezed into a corner. At the far end of the room, a dusty dark green window shade hung down, completely covering a tiny window. Suddenly, a loud screeching noise pierced my ears. My beeper squealed and flashed a red four-digit number. I dialed the extension and was told to come to the twelfth floor to see Jimmy.


Down the stairs I scurried now, flipping frantically through my notes, trying to find some information about him. On the last page, a single sentence was scrawled: “Seventeen-year-old adolescent with schizophrenia, in tenuous control.” Running down the stairwell, I tried to imagine what to expect and how to act. A reduced-size Handbook of Psychiatry bulged from my left-hand coat pocket and would presumably hold ready answers to problems that awaited. I hoped a rational, scientific approach would get me through the night.


On the twelfth-floor landing, I used my newly issued key—a four-and-one-half-inch metal rod with squared-off teeth at the base that looked as if it might unlock a jail cell. The heavy door groaned on its hinges and opened only with difficulty.


A nurse, Carol Walters, met me in the hall and escorted me to Jimmy’s room.


“I don’t want any medicine,” Jimmy was telling his mother as they stood in the middle of his small room, their faces inches apart. She had apparently been allowed to stay long past official visiting hours because he was an adolescent and the understaffed nursing shift probably welcomed a little extra help in keeping an eye on him. He had long straight black hair. His baggy green sweatshirt read DON’T MESS WITH ME, and hung down over his loose, ripped blue jeans. The untied laces on his black high-top sneakers dangled down the sides of his feet. Behind him, on a small wooden table with a blue Formica top, lay a new, unused paintbrush beside a red, yellow, and blue box of watercolor paints—probably gifts, though unsuited to his present state of mind. In the corner of the room, a guitar in its black case leaned against the wall. I had played this instrument, too, when I was his age, and had a similar guitar case in the corner of my apartment.


“The medicine will be good for you,” his mother was telling him. She was a pale, older woman with steel gray hair pulled up tightly in a bun behind her head.


“I don’t like it,” he told her. He brought back to mind my own adolescence, that peculiar time in junior high school when my friends and I all had long hair, wore ripped jeans, and argued with our parents a lot.


“Take it for me!”


I didn’t know how to react and decided, for the moment, to observe and try to understand what was happening.


“No way.” He pulled back.


“You need that medication,” she said. Her wrinkled white hand reached up and pressed his shoulder. He froze and suddenly glared at her, his eyes wide and bulging. He started breathing in and out heavily. He looked like he was about to erupt. I had never seen someone on the verge of exploding and had certainly never had to manage a patient in this state. He was straining to contain the tension boiling inside him. I felt danger, nervously stepped back and swallowed hard, but I had to do something.


“Excuse me,” I interrupted, clearing my throat. “I’m Dr. Klitzman. The doctor on call here tonight.” I tried to sound official and spoke in a deep voice. The words sounded odd, but Jimmy and his mother both stopped and looked at me, emboldening me further. “What’s going on here?”


“I just want him to take his medicine,” Mrs. Lentz said, turning to me. “But he won’t listen.”


Jimmy was still panting.


“I’d like to ask you to step out of the room for a moment,” I said to his mother, thinking I could at least defuse the situation. She cocked her head, perplexed by my request, but when she saw I was serious, slowly retreated. The room simmered down.


“How are you doing?” I now asked Jimmy. He stared at the carpet. His ruminations were a mystery to me. “Jimmy?


“I’m not too good.”


“What’s wrong?”


“Voices.”


“What are they saying?”


He turned toward the wall. The single lightbulb in the room—low-wattage, bare, and hanging from the middle of the ceiling—emitted a dull yellow light. Jimmy’s face was shaded, his eyes shadowed. Outside, night had engulfed the city.


Jimmy stood motionless, transfixed, helpless before his own internal disturbance as if possessed. Hearing voices is a symptom of psychosis, often seen in schizophrenia, and horrifying to patients. I felt bad for him, as he seemed both sad and troubled before whatever he was feeling. He and I were both floundering before his ailment.


“Do you know what the voices are saying?” I asked gently.


He hesitated. “It’s time ... to go.”


“What does that mean?”


He still stared at the wall, his chest rising and falling. I was groping in some dark, labyrinthine cave, trying to gauge the obstacles before me. “To end my life,” he finally whispered. My stomach twisted uncomfortably. Suicide and homicide are two potential results of mental illness for which psychiatrists are often held responsible and which I wanted to avoid here on my first night on call.


“Do you have a plan?” I didn’t know if asking him would induce him to think of one, but it seemed important to know.


“Hang myself,” he said quickly but solemnly. He had obviously given this question a lot of thought before I asked. He looked down at his lap. “With a curtain.” He gestured vaguely at the drapes. “Even the sheets.”


“Would you like to go to the Quiet Room?”—an empty room that, I had been told, patients often found calming.


Jimmy shook his head. “If I do I’ll bang my head against the wall until I break it open. I have to stop the voices.”


I didn’t have many options. “I’d like you to take some medication to calm yourself down.” I tried to sound as authoritative as I could.


“I don’t want it.”


“Why not?”


“I don’t like the way it makes me feel—restless inside.” The basic medications for psychosis can all have terrible side effects that, despite counteracting drugs, can even be disturbing enough to contribute to some patients’ killing themselves. We psychiatrists get rid of symptoms that we don’t like and give patients symptoms that they don’t like. Jimmy and I were at an impasse. I felt trapped. The wooden edge of my clipboard felt rough in my sweaty palm.


I told Carol to sit with him and told his mother to return to the room for the moment while I went to the nursing station to talk to the head nurse for the night, Donna Lambert, about what to do.


“Let’s put him on MO,” I told Donna, referring to maximal observation—a one-to-one companion.


“I don’t think he needs it,” Donna replied. She was in the middle of eating her dinner in the quiet, air-conditioned nursing station. “He’ll come to us when he feels bad.” She dipped a french fry into a pool of ketchup and popped it into her mouth. If he were on MO, a member of her staff—Carol or herself—would have to sit with him the whole night, which she didn’t want to arrange. The other staff would have to do additional work on the floor. But she was not ultimately responsible, while I was, as the psychiatrist last seeing him. If a patient hurts himself, the hospital can lose millions in a malpractice suit.


My instinct told me that Jimmy’s threat was real. “I’m very concerned about him,” I said.


“We’ve seen him all night,” Donna replied. “You just got here.”


Suddenly, Carol came running down the hall. “He’s just tried to hang himself!” she yelled. She didn’t have to say whom she meant. “He jumped up on the table and started to tie the drapes around his neck.”


We rushed back. “I’ll call the aides,” Donna said. I had Jimmy sit down, asked Carol to stay with him again for the moment, and requested Mrs. Lentz to wait in the patient lounge. Back in the nursing station, Donna phoned the male mental health aides from around the hospital. One or two of them were stationed on each ward. They now hurried to the nursing station and soon assembled into a small army. I described to them what had happened.


“Okay,” Jack Sarvin, a tall aide from the ward, said. “Let’s make a plan. Dr. Klitzman and I will offer Jimmy medication, and if he refuses, we’ll put him into restraints. Tom,” he said pointing to an aide with a pony tail from the floor below, “you grab the left arm. Doug,” he said to another aide, “you take the right.” He assigned Jimmy’s legs to two other aides, and then turned to me. “You and I will first try to talk with Jimmy briefly. If he refuses the medication, we’ll be ready. Donna, get the restraints.” From a closet in the side of the nursing station she removed a stash of thick leather straps with heavy brass buckles which she draped over her arms. “How does that sound?” Jack asked me.


I had never witnessed a situation like this before. The brown leather straps looked like a horse’s harness. This treatment sounded horribly crude. Whatever happened to talking with patients to ease their problems? “Are there any alternatives?” I asked. My mouth felt dry.


“No,” Donna said quickly, jingling her keys in her hand and the buckles in her arms. Jack shifted his weight from one leg to the other.


I didn’t want to look naive or ignorant about what to do, but I also didn’t want to make a mistake, especially on my first night on call. I would be judged and evaluated in the morning, and aspired to do well here at the beginning of my new career. But I was about to give official approval for strapping a patient down and injecting him with drugs against his will. This prospect felt dark, cruel, and strange. The hospital workers were calling on me to execute a difficult task that I had never performed or even imagined performing. Tying patients down seemed part of the “old” psychiatry, of One Flew Over the Cuckoo’s Nest.


“Trust us,” Jack said. “We’ve been through this before.”


There was no one else to turn to or ask. They had all worked here for years and looked like they knew what they were doing. My residency had started only three days earlier. This course of action, though unpleasant, seemed to follow from what had happened. Moreover, I didn’t want to slow up this process or get the staff, with whom I’d have to work over the next three years, angry. Still, I was surprised that I was going along with it. The inevitability of this intervention astonished me. “I guess we don’t have a choice,” I sighed, though still holding out hope that some alternative solution might be found.


We filed out of the nursing station and to Jimmy’s room.


“You really need to take your medicine,” I said to him in my firmest, most adult-sounding voice, feeling as if at some high-level diplomatic peace negotiation.


His eyes narrowed.


“Why don’t you want to take it?” Jack asked him.


“I want to see my mother first.”


Perhaps if he saw her, he’d agree to the medicine. I asked Jack, who agreed, partly as a concession to me, that his mother could come back and say goodbye to him, but only for three minutes. “If he acts violently before that, he goes into restraints,” Jack said. That part of the plan still dismayed me, but there seemed little choice


I went to the lounge to get Mrs. Lentz.


“I just don’t see why he’s like this,” she sighed as we walked back to her son’s room. “I’ve always tried to be good to him.” Tears began to fill her eyes. I felt bad for her having to see Jimmy’s disturbance and our response.


“We can talk about that later,” I said. “But for the moment, let’s just follow this plan.”


She accompanied me back into Jimmy’s narrow room. The other aides hovered in the hall on either side of the doorway, out of sight. Once inside, I stood behind his mother. “Why can’t you calm down?” she asked Jimmy.


“I ... can’t.”


“I didn’t mean any harm when I told you to go get a job, you know.”


They talked for a few more minutes, but he still refused the medication. “Your three minutes are up,” Jack suddenly interrupted in what seemed like less time, but probably was the allotted amount.


“If she goes, I’m going to kill myself!” Jimmy declared.


Mrs. Lentz looked over at me, bewildered, as she hugged her son goodbye.


“You have to leave now,” Jack said, stepping toward them to break their bond. She began to back toward me.


“No,” Jimmy started. He looked at the door, sensing the troops gathered outside in the hall. “I’m going to take her hostage!” He suddenly lunged toward her and me, the two of us now standing together. He spread his arms wide. I jumped back, not completely sure whether he was going to attack her or me or both of us.


We escaped behind Jack.


“Grab him!” Jack yelled. The aides came storming in through the door, swarming past me and soon filling the room. Jimmy saw he was trapped. He stepped back toward the far wall in retreat. There, he arched his spine and pulled his arms up to brace himself. The four tall aides in T-shirts jumped him and quickly wrestled him to the floor. I stepped farther toward the door, glad I didn’t have to take part in this physical process, but troubled that I had approved it.


“Let’s lift him onto the bed,” Jack called. “At the count of three.” Jimmy squirmed in their arms but was no match for the athletic men.


“No,” he whimpered. “I only want to see my mother.”


“Soon enough,” Jack told him, tightening his grip on Jimmy’s calf.


“One ...” Jack called out. Jimmy tried yanking an arm free, but Jack clamped Jimmy’s wrist and pressed it to the cold gray linoleum floor. Jimmy kicked to free his legs, but Doug knelt on Jimmy’s thighs for added leverage. I stepped farther back.


“Two ...” Jack said. I cringed, unsure what was going to happen.


“Three!” Jack shouted. The aides elevated Jimmy’s body into the air. Jimmy writhed as they carried him aloft, horizontally. I couldn’t believe this was happening. They lowered him onto his wooden bed. Donna squatted down and slipped one of Jimmy’s legs into a wide leather belt and tightened and buckled the strap, then knotted the belt’s other end to the foot of the bed, below the mattress. She then proceeded to buckle his other leg and his two arms. Jimmy looked up and closed his eyes.


Donna grabbed a syringe with a long silver needle, raised it into the air, and tapped the plastic vial of clear liquid to let out the bubbles. Then she pulled down Jimmy’s pants and underwear, wiped his skin with a wet white alcohol swab, and shoved in the needle. Jimmy winced. She jabbed the plunger in, then jerked the needle out, and pressed a cotton sterile pad over the spot.


I felt aghast, uncomprehending. Treating Jimmy as if he were a captured animal mortified me, disturbing me both morally and emotionally. This procedure was completely different from the psychiatry I had envisioned and anticipated practicing. This event didn’t fit with any of my experiences in medicine until now. In medical school, and thus far at this hospital, psychiatry had been presented as a fully modern science, with new medications and research advances. For Jimmy, it seemed that treatment today resembled that of two centuries ago. Nothing I had learned through years of classroom education had prepared me for this scene. Physical violence had always scared me. I had been mugged at age eleven, beaten up by a gang in a New York City subway station. Fights, with their danger and irrationality, chilled me.


This was brute management—“veterinary treatment” a professor would later term it—hardly scientific medicine. Was there no other way to help Jimmy? This hospital was prestigious, with noted psychiatrists on the faculty, and a list of famous people who had once been treated here. Was this the best the field had to offer? How little the profession seemed to understand about the brain to be treating schizophrenia, with which Jimmy had been diagnosed, in this manner.


No one had talked about this being part of the experience of being a psychiatrist, and no one questioned it now. Maybe I just didn’t know enough. Maybe I was too squeamish, or there was something wrong with me because I didn’t like this treatment and didn’t immediately feel compelled by its logic. Maybe I should somehow be reacting to this task as merely “a job” and be less concerned with how Jimmy and his mother felt about it. After only three days of residency, I still expected to be helping the mentally ill by studying and understanding human nature, the mind, and the brain. I had come to this hospital filled with hope and expectation, having made it successfully through four years of college, four years of medical school, and a year of medical internship to get here.


A weight now sank into the pit of my stomach. I felt like the bottom was falling out of my dreams and plans. I didn’t know how to deal with or process this experience. At the moment, I didn’t have much of a choice and had to go on, but I felt alienated and somehow at odds with these events, as if stuck in another country where nothing made sense.


The aides filtered out of the room. Jack wiped his hands, one against the other. Jimmy was left sprawled and knotted to his bed.


The next morning, Jimmy was untied and allowed to go to breakfast. Afterward, he passed me in the hallway. He strode down the corridor staring at the carpet without looking where he was going, his head fixed down tensely, almost trembling, as if he were still carrying around a bomb inside him.


“That boy is escalating,” Alice, the head nurse for the day shift, muttered in the nursing station. “He’s cruisin’ for seclusion.” The Seclusion Room was the same as the Quiet Room, only the door was locked. Patients were kept there against their will to force them to calm down.


An hour later, Jimmy threatened his mother with his fist when she again begged him to take the medicine. Alice locked him in Seclusion. Through the ward, a harsh, insistent banging thundered. Jimmy kicked and punched the metal Seclusion Room door. “Let me out of here,” he screamed. When I walked down the hall, he peered out through the small double plate glass window in the door. “Let me out!” He banged louder. Through the window he recognized me. His eyebrows pinched together, his face twisted with pain and rage. Our eyes met—his widening and pleading with me to let him free.


I hated seeing him there.


I hoped that over time, residency would give me better ways of making sense of or dealing with this kind of situation, and that some good would come out of this episode. I would later see that the Seclusion Room could calm a patient down and keep other patients on the ward safe. But on this first post-call morning, I was left feeling uneasy. In the meantime, other tasks awaited me on other patients who could perhaps be helped more.


I was surprised to have been forced to be involved in a practice that seemed this shockingly crude and wasn’t part of the view of psychiatry held by the profession or the public. Yet this experience with Jimmy made me realize that residency might be far more upsetting than I had imagined. I wondered how I’d manage to get through the next three years.


Up to this point, I hadn’t anticipated undergoing much personal stress or transformation in becoming a psychiatrist. Some psychiatrists in medical school and in movies and novels such as The Bell Jar were cold, analytic “shrinks,” who seemed part of a weird, warped world. That wasn’t me. Presumably, I’d be different and be able to avoid that. These assumptions, which in retrospect had protected me, were now being challenged. Would I turn out to be a shrink like some others around me? How much did residents have to conform to this model? How much would I change or be able to stay myself? What would be the personal costs of entering this peculiar universe?


Jimmy followed my movements closely through the window of his cell. As I looked at him I shrugged to show my helplessness, and then averted my eyes—toward the ground. My heart bled for him. But I had to force myself to keep walking down the hall and hope to figure out a better way to respond to such a situation. In the background, his fierce pounding and muffled cries echoed in my ears.





BUDS



The first time psychiatry ever occurred to me as a possible career was back in high school. In the spring of my senior year, while driving with some friends on a suburban street near my house, someone asked me what I wanted to be when I grew up. This question had always annoyed me. Back in elementary school, other boys had wanted to be firemen and policemen. Neither job appealed to me. But I didn’t yet have any alternatives and usually pleaded ignorance. I had many hobbies and interests and didn’t want to choose just one thing or, for that matter, know how to. But with only a few months left before going off to college, I decided to try to give the question some serious thought for once. Outside the car stretched rainy gray streets of neat manicured lawns and shrubs and aluminum mailboxes in Colonial motifs. A thick mist hung in the air. “A Supreme Court Justice,” I finally stammered out. “Or a psychiatrist.”


My answers surprised me. I didn’t know any judges or psychiatrists. But at the age of seventeen both of these positions seemed to be ideals, addressing larger, important issues, enabling one to do something constructive or enlightened in the world, promoting civil rights or helping people to know themselves better.


I didn’t dwell much on my answers and almost forgot about them when, a few months later, I left for college. There, I found myself liking courses in biology as well as the humanities, and was particularly inspired by the works of Freud, Jung, and Nietzsche. These writers seemed to raise the most moving and critical questions—how people experienced the world around them, interpreted their experiences, and made up myths and stories about their lives. These authors examined explicitly the issues that engaged me most in other writers’ novels and poems.


Psychiatry seemed to follow from some of these interests and attracted me from the little I knew about it. I also thought I’d be good at what psychiatrists appeared to do: talk with people, find out about their lives and thoughts, and try to understand the mind and the brain. If the unexamined life was said not to be worth living, then examining lives was certainly a worthy pursuit.


Psychiatry also appeared to be in an exciting period, which continues today. These days, human beings view and define themselves in psychological terms. Mental disorders no longer involve gods, as in the past, but the mind and the brain. In the late twentieth century, psychological difficulties result not from demons, but from defenses, drives, dynamics, unconscious conflicts, and, more recently, from chemical imbalances and hormones. Psychiatry as a field would place me in a central position to fathom these issues.


At the time, my interest in psychiatry had other roots as well.


I am descended from a long line of rabbis. My grandfather, along with two great-grandfathers and at least two great-great-grandfathers, was a religious leader in Lithuania. An old black-and-white photograph of my great-grandfather from the turn of the century rests on my bookshelf. He is seated in a high-backed wooden chair with carved flowers on the backboard, dressed in a black silk top hat and a long double-breasted coat. He has a long white beard, and round warm eyes just like those of one of my uncles. Beside him stands his wife—my great-grandmother—her hand on his shoulder. She wears a long silk gown and a vest with a long column of close, tiny buttons. Her hair folds inward neatly—probably a wig, as was the custom.


A story is told about him in the family. When they had a daughter who had reached marriageable age, he took her one day to his class of rabbinic students. He looked down the rows of young men, selected the one whom he thought the most promising, and decided that this student would marry his daughter. The newlywed couple became my grandparents.


I never met them. My grandfather died a few months after my birth. But he appears in a home movie taken shortly before my arrival: tall, in black with a black hat and a long white beard, a commanding, haunting figure from a lost world.


My father rebelled against this background. He hated going to synagogue, got into fights about it with his father, and went into business instead. But, perhaps through some quirk, an interest in studying and reflecting on more scholarly ultimate questions about man and human nature seemed to have been passed on to me. Business for its own sake turned me off, just as my father had been repulsed by his father’s profession. Perhaps I was unintentionally following some larger pattern: a grandson pursuing the values of his grandfather. In any case, I felt some connection to this heritage.


•   •   •


I was born and raised for several years on the Upper West Side of Manhattan, where I was exposed to a variety of cultures. Initially, I went to a public school where my class included kids of many ethnic backgrounds, representative of the community in the 1960s. In addition, many classmates’ parents were artists and writers. My Cub Scout den mother was Sigmund Freud’s granddaughter. She was warm, fed us bountiful after-school snacks, and engaged us in activities that were often more cultural than sporting. Her son, Freud’s great-grandson, was a friend in my scout troop as well.


On weekends, my parents took my sisters and me throughout the city to parks, museums, zoos, and botanical gardens.


When I was eleven my family moved to suburbia, but I kept my interest in different cultures and experiences. The town where we now lived on Long Island, however, had been entirely rural until the recent encroachment of small suburban pockets. I was teased for having long hair and bell-bottom jeans, which wouldn’t reach this area for another two or three years.


To pay all the bills, both my parents worked long hours in the garment district of New York and commuted, which meant they weren’t around much. There was no day of the week on which the whole family was home for the entire day, and my three sisters and I were often left on our own.


I was the only boy in the family. Two of my sisters were identical twins and were each other’s best friend. Strangers and even some acquaintances couldn’t tell them apart. Our family still disputes over who is shown in some baby pictures. But I saw differences. One was also born five minutes before the other, which had a big impact on them psychologically. The younger adopted the role of the “youngest child,” and was more conciliatory in the family. The other became more outspoken and assertive. Though their physical features remained uncannily similar, as they got older the differences in their personalities became more distinct.


Over time, their interests diversified. Their responses to various choices and decisions became increasingly unique. Though identical genetically, the increasing contrasts in their personalities astonished me as we grew up, marking how far biology determined someone’s personality, and the extent to which environment and social situations played a role. I watched this “natural experiment”—though never thinking of it in these terms—observing how personalities blossomed in different ways.


My older sister hung out with them as well, and I followed my own pursuits. I liked nature and science and, as a boy, grew plants from seeds, at first on the windowsill of our New York City apartment. I placed carrot tops in tin pie pans and potatoes in jars of water to watch tiny buds sprout and leaf. Later, in junior high school I built a shortwave radio and listened to stations from all over the continent. Reading books and writing attracted me as well, as did political issues, and in our suburban town I worked as a volunteer for local progressive causes and candidates. I was drawn to activities that in some way engaged what I felt at the time to be ultimate issues.


As I got older, my curiosity grew about how various people thought and worked. I liked meeting and getting to know others, and learning how they experienced the world and approached the dilemmas of life. This inquisitiveness resulted in part from my feeling somewhat different and something of an outsider in my family, not part of the inner group of my sisters and my mother—my father was always very busy and tended to be much more distant and removed. At the same time, I also became increasingly self-examining and self-reflective.


In my suburban high school, most of the brighter kids had firmly decided they wanted to be doctors and talked about it frequently. Though toying with the idea at the end of my senior year, I was far from being sold on it. Not until college, when psychiatry began to appeal to me for clear and specific reasons, did I seriously consider medical school. Psychiatry seemed to follow from interests in nature and science, in literature, and in social issues; it offered a means of combining them and was a way of coming to know and understand other people.


Within psychiatry, I was drawn to the psychological questions of how individuals view and define themselves, as well as to biological issues. Most psychiatrists are more geared to one approach or the other as the field as a whole undergoes a transition. Some have said that psychiatry used to be “brainless”—ignoring the brain and dealing almost entirely with the mind—and is now becoming “mindless”—focusing almost exclusively on the brain and virtually forgetting the mind.


Though at the end of college other careers tempted me, such as going to graduate school in the humanities or being a freelance writer, I continued on my path and applied to medical school. At the time, in the late 1970s and early 1980s, through recurring recessions, the security of a profession also had some allure, though it was not a deciding factor. My parents liked the idea of my going to medical school. It made them proud, as I would be the first doctor in either of their extended families. My father had never finished college and had always encouraged my sisters and me to pursue our educations as much as we could. Yet their preferences about my career weren’t enough to sway me—at least not consciously.


Before starting medical school, I had an experience that was to have an enormous impact on me. To explore my interest in medicine, I had worked in a laboratory at the National Institutes of Health during a summer vacation, investigating the slow virus disease kuru. After I graduated from college, the opportunity arose to study this disease in Papua New Guinea, where kuru had spread as an epidemic for several decades among a group of peoples in the eastern highlands, at one point wiping out ninety percent of the women in the Fore linguistic and cultural group (anthropologists increasingly avoid using the term “tribe”) and sixty-five percent of that group’s total population. I arranged to postpone medical school for a year to study the disease and its incubation periods, tracing back recent clusters of cases to particular cannibalistic feasts, in the context of which the virus had been transmitted. When a member of the group died, his or her loved ones would eat the body as part of an act of mourning, spreading the kuru virus in the process.


One experience there stayed with me the longest. Before leaving, my guides introduced me to Satuma, a local witch doctor who claimed to cure the disease.


I was astonished. The virus causes similar neurological diseases in the West, including Creutzfeldt-Jakob disease, and is believed to have no treatment. How could a barefoot Fore villager, raised in the Stone Age, have a cure?


He listed his patients, almost all of whom had gotten better. Those who didn’t I had met and diagnosed with the disease. I knew that anyone who developed even a headache or a hurt back now thought he or she had kuru. These psychosomatic cases apparently constituted his cures.


He told me his treatment. He first administered several herbs that I knew had been tested at the NIH and found to be ineffective against the virus. He uttered an incantation and prescribed several behavioral changes. For one week, the patient was not to drink water, eat any salt, or touch a member of the opposite sex.


“Why do some people still get sick?” I asked.


“They didn’t follow my advice. They drank water or ate salt or touched a member of the opposite sex.” Failures in treatment weren’t blamed on the treatment, which was wholly ineffective against the virus, but on the patient. His definition of kuru allowed him to feel that he was usually successful against the virus. Clearly, in the midst of this epidemic, villagers were glad to have a doctor who, they believed, offered some control and provided some hope over the illness and reduced their sense of utter helplessness and vulnerability.


I told Satuma that the disease was spread by a virus transmitted at the cannibalistic feasts.


“No,” he replied. “Kuru is caused by sorcerers.”


“Then how come the number of kuru patients is decreasing?” The feasts had stopped a few years ago. The virus’s incubation period can be decades, and cases were still occurring, though much less frequently.


“That’s because the sorcerers finally heard our pleas to stop their evil magic.” The tribe’s treatments and interventions were credited with the decreased rate of kuru that had, in fact, resulted from ending the feasts. Moreover, the New Guineans argued that their theory—and not mine—was correct, because they had cured the disease and white men hadn’t.


I saw the need to be wary of claims of cures that, though strongly believed, may not be accurate. Diagnoses, though citing empirical data, might also be relative ways of organizing experiences, and not reflect anything absolute or a priori about patients’ complaints.


I assumed that in medical school and residency these observations would be distant and irrelevant. But that would turn out not to be the case.


My experience in New Guinea also furthered my dedication to medical science and to testing rigorously and discovering the truth—whether about human nature, the mind, or the brain—to avoid being misguided and misled. I saw, too, how critical it was to observe and comprehend the social and cultural contexts of medical care.


A few weeks after I returned from my trip to New Guinea, medical school began. During this training, other specialties besides psychiatry soon intrigued me. Neurology seemed the field that would have the most exciting discoveries in the future—about how the brain worked—though possibly not for decades or even in my lifetime. Pediatricians seemed the nicest specialists as a group, choosing their specialty because they loved children. But the residents and faculty in psychiatry seemed the most interesting. These residents were the only ones who still talked about going to films and reading books, both activities I enjoyed. Psychiatry also seemed likely to permit me to be more engaged with patients’ lives and with issues that had appealed to me until now.


Some friends were wary of my choice. “Psychiatry today is like internal medicine in the last century,” a medical school classmate who planned to enter neurology told me one day. “The field is just beginning to move from witchcraft and is slowly modernizing with the introduction of effective drugs and more scientific approaches. But it still has a long way to go.” In other words, now that psychiatry was becoming less concerned with the mind and more tightly focused on chemicals in the brain, it was becoming more acceptable. Psychiatry was also, along with pediatrics, the lowest paid of medical specialties.


“You really want to become a psychiatrist?” a writer I knew asked. “But you seem too normal to be a shrink.”


“Aren’t psychiatrists more screwed up than their patients?” my sister Lisa, one of the twins, asked.


“No, not necessarily.” Though some of the psychiatrists I met in medical school seemed highly neurotic, many others exuded warmth and compassion, and lacked any obvious traces of mental illness.


“Won’t it get to be too much after a while,” my mother asked, “talking to crazy people all day?”


“I think it would be interesting.”


“Well, I suppose if that’s what you want to do . . .” She sighed. Some fellow medical students who gravitated toward psychiatry were pressured by their parents to pursue other fields instead. The stigma faced by the mentally ill seemed to be applied to those who cared for them, as well. Some of these classmates started in other specialties and switched to psychiatry later.


In the spring of my third year of medical school, “Psych Night” was held. Graduating fourth-year medical students who would be starting internships in the fall talked to us about the process of applying to and interviewing with hospitals for spots as interns and residents. After graduating from four years of medical school (which had followed four years of college), we would begin our first postgraduate internship, or PGY-I year, during which we would rotate onto different medical wards. The following year would be our second postgraduate year. We would be called PGY-IIs or “Twos” and most of us would then specialize, by doing a residency in a particular field. Residencies vary in length, extending two years after internship for internal medicine and pediatrics, to three years for psychiatry, and four to six years for surgery. During those years, residents work in a variety of settings in which their specialty is practiced, from inpatient wards to outpatient clinics.


Admission to internships and residencies was highly competitive at better programs. Students could apply to hospitals in those areas of the country in which they wanted to live, and usually submitted applications to five to ten programs. Each psychiatry program required three to four intensive interviews of forty-five minutes to an hour each.


“Interviews can be tough,” one student said. “Speaking to one psychiatrist after another—often to psychoanalysts trained to pick apart your defenses. They’ll want to know all kinds of deeply personal things about you that aren’t in any way relevant. But the interviewers want to see how you deal with emotional issues. Unfortunately, it doesn’t look too good to say, ‘That’s none of your business’—even though it’s often the case. It’ll seem you have something to hide. So choose some area of your personal life that you’re willing to discuss—preferably some area of conflict, something you’re unsure about or haven’t completely figured out—and be prepared to talk about it. They’ll ask you about your relationships, your feelings about your parents, and any deaths or divorces in your family.” He also told us about an applicant who decided to reveal his homosexuality if personal questions were asked. Yet everywhere the applicant discussed it, he was uniformly rejected. Surprisingly, the field was much less open-minded than I would have thought, which disheartened me.


“Also, since psychiatry is outside the computerized match process that other fields of medicine participate in,” our speaker continued, “you may be unfairly asked to commit yourself to a program before they officially offer you a position. Be careful or you can be put in a difficult spot and get screwed.”


Letters of recommendation were needed from people in other branches of medicine. One professor of internal medicine looked disappointed when I told him of my choice of specialty. “I’ve seen a lot of fine fellows go into psych,” he said. “But it does something to them. They change.”


I went on interviews anyway.


At one, after discussing my interests, accomplishments, and career goals, the interviewer leaned forward in his chair. “Well, I’ve heard and learned about all these other things,” he said, dismissing them as if bored, “but I haven’t heard about you! Do you have parents, for instance?”


“Yes, I have parents.”


“Well, what are your relationships with them like? What was it like for you growing up?” I didn’t think this was relevant to my qualifications as a resident at his hospital, but I proceeded to tell him, though shaken and hearing my voice wobble. My conversation earlier in the interview had been devalued and disregarded.


At another interview, a white-haired psychiatrist in a blue sport coat with white stitching and white slacks sat me down in an empty conference room. “I like to treat these,” meaning interviews for residency, “as if I were meeting a patient for the first time,” he said. “I follow an evaluation format as I would with a patient. Okay?”


“Sure.”


“Name?” I told him. “Age?” I answered. “Where do you now live? Whom do you live with? . . . Are you married or single? Why are you applying to this program? . . .” The standard first line of any medical history on a patient is, for example, “Mr. X is a thirty-three-year-old single white male living alone, now coming in with a chief complaint of ...” A chief complaint is what the patient answers verbatim to the question “What brings you to the hospital?” and reflects the patient’s understanding of his situation, which may or may not be the same as the doctor’s. I liked this interviewer’s refreshingly straightforward style at the time. In contrast, other interviews sought much more subjective and diffuse replies. Only in retrospect do I see in this interviewer’s approach the beginning of a process of equating residents with patients that would come to shadow much of my training.


One senior psychoanalyst asked me what personal problems in my life I would like to work on. I said I noticed that I often sounded mopey on the phone when I spoke with my parents and wasn’t sure why. I hadn’t planned this to be an area of emotional conflict to discuss but it seemed to fit the bill. He nodded and continued on.


I was accepted to several programs and chose one at a major university teaching hospital that had researchers and clinicians at the cutting edge of scientific knowledge about the human mind. I arrived eager to begin, filled with idealistic notions about entering a field that was exploring and explaining uncharted domains of the brain, dealing with questions that had been addressed by poets, philosophers, theologians, and scientists for centuries.


I moved into an apartment a few blocks from the hospital. I had always had roommates in college and medical school and now for the first time had my own apartment, with my own kitchen and living room.


I started my internship, and as the end of that year drew near, couldn’t wait to enter my new specialty. Residency would be the longest job I had ever had; I looked forward to entering a new world.





THE SURVIVAL WARD



The first day, I reported for orientation to the psychiatric hospital, part of a sprawling university medical center. En route, I walked through the marble lobby of the main building. The shiny modern glass-and-stone entrance made me feel part of something important and special. I quickened my pace.


That morning, I sat through a long series of introductory lectures. The director of the psychiatric hospital, Dr. Abraham Farb, joined us at noon and introduced himself. “We’re good here,” he said. “And we know we’re good because you all chose us as the place to do your residency.” After all our interviews and decisions about programs, my fellow new residents and I would have liked a little more affirmation of our choice than the mere fact that we had chosen them, thus making them a good program. His comment seemed peculiar, the value of the program based, in his mind, on nothing more than our subjective decisions.


At noon, an older resident, Judy Van Meter, was assigned to take me out to lunch. We went to a health food restaurant near the hospital.


“So you’ve been put on the twelfth floor,” she said when we sat down. She smiled to herself. “Well, good luck.”


“What does that mean?”


“You’ll see. I’m just finishing there. And I’m glad it’s over. It’s the toughest ward in the hospital, you know.” My heart started beating faster. “It’s infamous. But it’s also where you learn the most.”


“What makes it so hard?”


“The personalities. The unit chief, Dr. Steve Kasdin, is a psychoanalyst. He’s brilliant. But be careful. He’ll want to know all about your personal life. Whatever you do, don’t tell him anything. I made that mistake. These psychoanalysts,” she said, referring to other faculty members and him, “can figure out a lot about you, but they shouldn’t be using their clinical skills on co-workers. He’s there as your supervisor, not your analyst. But don’t get on his bad side either.


“Then there’s Henry Nolan, the associate unit chief, a psychopharmacologist. The two of them disagree all the time. Just don’t get caught between them. The most important thing,” she said, leaning forward over her plate of pasta, “is that you learn to treat everyone there, including the staff, like patients.”


“What do you mean?” I was perplexed.


She chuckled. “You’ll find out. But you can’t treat them like normal people. You have to be careful and on your guard at all times. Remember: it may not seem it when you’re inside, but it’s really a nuthouse. The year is very tough. It’s like doing your medical internship”—which I had just completed—“all over. Only worse. You know nothing, and you get treated like shit. You’ll get a great education. But you’ll never be the same person again. I guarantee.”


We got up from the table and walked back down the street toward the hospital. I felt anxious and apprehensive about what I was getting myself into.


At the corner, a homeless man in tattered brown clothes with a bottle of liquor tucked in his pants swayed, mumbling to himself and looking searchingly at passersby. He resembled patients I had cared for on medical wards in the past and reoriented me reassuringly. Despite the “weirdness” of the hospital and the staff, patients like this needed basic kinds of help and constituted an unambiguous goal. Pedestrians out for lunch breaks or shopping flowed past him, keeping their distance as he stood speaking to the air. I wondered how bad the twelfth-floor ward could be.


The next morning I started. Over the three years of residency, I would be assigned a series of six-month rotations—first with inpatients and then with outpatients. If I made it through all these stages, I would be a psychiatrist. Each rotation would require different skills, pose different problems, and teach me new aspects of the field.


Three other residents and I were assigned to the twelfth floor. The four of us decided to arrive there together on our first day. One of them, Anne Simmons, had done an elective there as a medical student and knew her way around. She led us to the right elevator. She was a tall, thin woman with shoulder-length blond hair that swayed as she walked quickly.


When we got off on the floor, we faced a small alcove with several unmarked doors—two in front of us and one on each side. Anne pressed a small button beside one of them. Straight in front of us, at eye level as we exited the elevator, was the lock—much higher than usual on a door. Thumbtacked to the door was an index card with letters in blue magic marker. “BEWARE,” the sign said. “Elopement Risk. Keep Door Locked At All Times.” I wasn’t sure what an “elopement risk” was. But I vaguely remembered that in psychiatric hospitals, patients who run away are said to “elope,” as if leaving the hospital was analogous to running away from one’s family and home.


“Get away from that door!” we heard a voice bark from inside the ward. We looked at each other, confused, and stepped back. Then a key grated, a bolt clanked, and the door moaned low and painfully on its hinges. A tall man in a red T-shirt and blue jeans, who I later learned was Jack Sarvin, a mental health aide, held the door open for us as he continued a discussion with someone down the hall—presumably a patient who had been standing by the door. Jack didn’t even glance at us but kept talking to the person, ignoring us as we entered. He slammed and relatched the door behind us.


We followed Anne down the hall. Jack quickly passed us on the side, never uttering a single word to us or showing any recognition of our arrival. I didn’t feel very welcome.


The walls were covered with layer upon layer of thick glossy yellow paint. The carpeting, originally red-brown, was worn to gray. We passed a lounge where several patients sat, some in hospital pajamas, staring off into space. Two sat at a table playing Trivial Pursuit.


Anne led us to the nursing station. On the wall, the head nurse had posted an organizational chart of the ward. She had placed Dr. Kasdin and herself on top and the four new residents on the bottom.


Morning rounds were about to start in a patient lounge, and the staff filed down the hall with us following. In the lounge, we sat in a circle and went around introducing ourselves.


“I want to speak with the new residents right after this meeting is over,” Greg Halper, the assistant unit chief, announced. It wasn’t until several weeks later that I learned that an assistant unit chief is a fourth-year resident, not a member of the faculty. After the meeting, as the rest of the staff cleared out, we huddled in the middle. “Okay,” Halper said after shutting the door behind the last of the staff. “You’ve probably heard that this is a very difficult floor to start out on. I’m here to run interference for you. I want to know about anything that goes on that doesn’t seem right to you—anything funny with the staff, is that straight? Remember: this year can be very interesting for you, but you have to be very careful and work hard to make it so.”


“Looks pretty serious,” I whispered to Anne as we straggled out of the room.


“I said that I wanted to be on any floor but this one,” she said. “When I was assigned here, I complained but couldn’t change it. You know, this is called ‘The Survival Ward.’ If you can make it here, you can make it anywhere.”





REVERSING THE CURRENT



As I had suspected as a medical student and intern, compared to the rest of medicine, the treatment of psychiatric patients involves many specific difficulties. Knowledge about the mind and the brain is still limited in many ways and knowing the inner life of another person is virtually impossible. On the twelfth floor I would now see firsthand and closer than ever before how effective or wanting psychiatric interventions were and how clear or unknown were their mechanisms of actions. Internal medicine generally has more definitive methods of diagnosis and better-understood treatments. It could be disconcerting to follow approaches that didn’t have as established a scientific explanation or base. Yet, against these odds, and despite these obstacles, I sensed that treatments could sometimes work.


The first patient assigned to me on the ward was Helen Beckett. I glanced at her chart quickly, straightened my tie, and marched down the hall to meet her. I was excited, as well as nervous.


“So young?” she asked when I introduced myself. She pulled her head back and scanned me up and down, skeptical. “I’m old enough to be your grandmother.” She turned away as if to dismiss me. I was taken aback. I hadn’t anticipated being immediately rebuked.


She was sixty-eight, had frizzy white hair, and wore black spectacles with pointy corners. As she sat at the edge of her bed, she even looked like my grandmother, whom my mother had recently put into a nursing home. I was used to deferring to people Helen’s age and showing respect.


“How do you feel about having a younger doctor?” I fumbled, unsure what else to say.


“I don’t like it,” she snapped. “I’m ready to go and get out of here.” Her chart had said she was depressed.


“But we’re very concerned about you.” I didn’t know who the “we” was, but it sounded right to say.


“If you’re really concerned about me, you’ll let me go.” I could understand her antipathy toward the hospital. The ward felt uncomfortable to me, too. But more experienced psychiatrists had thought she needed to be here. An older resident in the emergency room and a psychiatrist on the outside had arranged for her to be admitted.


“But you’ve been having problems, and we’d like to try to help you.”


“My only problem right now is that I’m stuck here.”


I was stumped as to how to convince her to change her mind. “Why do you think you’re here?” I hoped she’d have some insight.


“My brother brought me.”


“Why was that?”


“Ask him.” I wasn’t getting very far.


“Did you think there was anything wrong?”


She paused. “My vision.”


“Your vision?” I asked, surprised, having thought she’d talk about her mental problems.


“Yes. My brother took me to a doctor who gave me drugs to poison me. They destroyed my vision.” According to her chart she had become depressed a month ago, didn’t leave her apartment and stopped eating, losing a lot of weight, though she was slim and frail to start. She was afraid that the superintendent in her building was spying on her and contaminating her water. Her brother had taken her to a psychiatrist who started her on medications that she refused to take. That’s when her brother brought her here. “I refuse to take any more of your poison,” she told me now. “This is my body,” she said, her forefinger beating on her chest. “And I do what I want with it.” I agreed philosophically with her position, but she had put herself in a dangerous situation. I felt like I was facing a brick wall.


“It seems you have a hard time trusting doctors,” I said.


“Oh I trust you, Doctor. I trust you, I trust you, I trust you, I trust you.”


Already I felt there was no way I could win with her. She had a view of the world that was completely coherent, a way of interpreting anything I said or did as being against her, and it was impossible to get her to see things any other way. I suddenly realized that I was confronting psychosis. That term is bandied about in everyday life. But it wasn’t until now, meeting her, that I felt what it meant. In everyday life, people say, “So-and-so is psychotic” or “delusional.” But I had never had to oppose an actually psychotic person before. A particular vehemence with which she defended her arguments separated us. It is difficult to describe many mental states. They don’t lend themselves to words easily. A medical school professor had once told me, “You know you’re talking to a schizophrenic when you feel you’re communicating with a person through a pane of glass.” In the 1950s and 1960s, critics of psychiatry argued that severe mental illness didn’t exist a priori but was simply the result of people being labeled with such terms and put into large institutions that in turn shaped behavior.


Deinstitutionalization occurred—tens of thousands of the mentally ill were discharged from large state mental hospitals—and many eventually ended up homeless in the street. It became only too clear that severe mental illness did exist and wasn’t simply a product of individuals being forced to fit into the institution of the hospital. Yet the definitions of psychiatric disorders were still being revised and refined. Nonetheless, Helen’s logic clearly differed from mine.


“I think you’re making me a guinea pig,” she told me now.


“No we’re not.”


“Then how come the doctor on the outside kept changing the medications I was on?”


“That’s because everybody needs a different amount or combination. People’s bodies vary.” She stared at me, still suspicious. I thought there must be something I could say to convince her, but I didn’t know what. I glanced at my watch. Our time was up.


That afternoon, I had supervision with Dr. Henry Nolan, the associate unit chief. His office was located on a narrow hallway off the ward. I had to unlock the door of the ward to get there.


“Have a seat,” he told me, pointing to a blue plastic chair by his desk. His desk was empty, not a paper clip or a piece of paper present. The walls were barren. In the corner stood a fish tank, the filter bubbling. I didn’t see any fish swimming in the clear water. It was as if they had died and he had never replaced them.


“Why don’t you go through your patients and tell me about each?”


I started with Helen. I began to tell him about my meeting with her, when he suddenly shot his forefinger vertically up in the air to above his head, then turned it upside down and nosedived, landing his finger, tip first, onto his hard wooden desk.


Was he showing me that her course was up-and-down? “I’m not sure what you’re saying,” I stammered out.


“Shock her.”


“Shock her?”


“Yes. Give her ECT.” I hadn’t considered it as an option before. ECT was how the staff referred to electroconvulsive therapy, known as “shock treatment” among patients. ECT must have been presented in medical school lectures at some point but it made no impression on me at the time. At the end of medical school I was left thinking that ECT was mostly a historical phenomenon. The little sense I had of it from the popular media had been negative. It sounded unnecessarily severe. Through med school and during my internship, I had never seen a patient receiving it.


Helen would undergo general anesthesia, with all of its possible complications, and her brain would be electrified, all because she had symptoms such as being afraid of her landlord. Shock treatment, along with lobotomies, seemed an embarrassing folly from the past, far from my realm as a psychiatrist today. I recalled what a neurologist once said to me in medical school. “Our fields do opposite things,” he had told me shortly before I graduated. “I try to prevent seizures; your field induces them through ECT. We both apply scalp electrodes. But I use them to detect electrical activity,” as in diagnosing epilepsy. “You just reverse the current, flipping the voltage,” causing an epileptic fit. He chuckled, rotating his wrist in the air as if spinning a knob. I was horrified, feeling I was supporting the wrong side. Hardly thinking of ECT as a part of modern psychiatry, I was surprised that he saw it as a defining activity. Neurologists, though, spending all their time on the mechanics of the brain, are closely aware of anything relevant to their field.


“Why ECT?” I asked Nolan now.


“It’s the best treatment available for delusional depression. Patients also recover more rapidly than with medication.”


“For how long would she get it?”


“Give her six to twelve treatments—three a week—until she improves. Then I like to give them two extras. Just for good luck. Hopefully, she won’t relapse and get depressed again immediately afterward. No one knows for sure if the additional treatments really help, but it’s a little bit of insurance.” He sounded almost nonchalant. “I have some papers on ECT I’ll give you. Read up on it tonight. After she agrees, give her a week to clear her body of any drugs. Then we can begin. Also make sure that she has enough medical insurance to cover her for the duration of the treatment.”

OEBPS/styles/page-template.xpgt
 

   

     
       
    

     
	 
    

     
	 
	 
    

     
	 
    

     
	 
	 
    

     
         
            
            
            
            
             
        
    

  

   
     
  





OEBPS/images/line.jpg





OEBPS/images/title.jpg
IN A HOUSE
OF DREAMS
AND GLASS

Becoming a Psychiatrist

SIMON & SCHUSTER
New York
London
Toronto
Sydney
Tokuyo

singapore





OEBPS/images/promo.jpg
Sign Up Here










OEBPS/images/f0001-01.jpg





OEBPS/images/f0003-01.jpg





OEBPS/images/9781451684599.jpg
In a House

of Dreams

and Glass

ROBERT KLITZMAN, M.D.





