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[Q=interviewer; DC=David Cohen]

DC: Uh, with, by and for, uh, AGIDD. AGIDD obtained a grant from Health and Welfare Canada to produce a guide to psychotropic drugs, aimed for consumers of, users of drugs, psychiatric drugs, their families maybe. I think the project, I don’t know all the details, but it was geared at, uh, to produce a guide, a product that would be handed out to patients and so on, at the same time—

Q: A book.

DC:  —book, a book yes. Also a video, about the book and so on and also it was geared as a, it was made as a consciousness-raising exercise, you know. So just to produce something but at the same time, to okay so this is the, I just have been, uh, because I’ve been doing training sessions and so on about drugs for a few years with l’AGIDD, in fact starting with Paul, three, four years ago, I don’t remember now. Uh, and I suggested many times that this is something that AGIDD should be doing but I think it resonated also with what other people thought. And I’ve been involved somehow in this project and now, and AGIDD, there’s a fellow there, Sylvain Chartrand (sp?), which you’ll meet, is very involved in this. Uh, and I, my role has been to supervise the gathering the data for this and lately, throughout, to do some writing for, actually rédiger, so we have all this data that we have gathered on all these drugs and I have been doing some rédiger, rédaction.

Q: Editing. No?

DC: Writing and editing. And we, so, as I mentioned to you earlier, this is a complete drug guide—

Q: —tell me—

Q: —complete psychotropic drugs, all the categories of psychotropic drugs legally prescribed on the market in Canada today. And all the drugs, practically all the drugs, described in great detail, side effects, indications, therapeutics effects, history, introduction, how they’re prescribed, who prescribes them. Added to that, critical perspectives on the problems for which they’re prescribed with alternatives when available or when feasible.

Q: Tell me where the info comes from.

DC: The info comes from about, first 15 to 20 psychotropic drug guides already on the market.

Q: Such as the CPS compendium.

DC: The CPS has been the least used source. They’re all medical and psychiatric drug guides, such as the “Handbook of psychotropic drugs by Dr. So and So,” there’s about 15 of those. Including maybe three or four in French. Such as the PDR, Physicians’ Desk Reference, Family Drug Guide, you know.

Q: What does family mean in that context?

DC: Um, it’s for families for consumers. PDR’s also put out something for consumers. So it’s, they’re specialized guides. Supplemented by hundreds and hundreds of articles from the scientific literature on, on particular drugs. Which I have access to and which I use in my work.

Q: So this information is not at all coming from anti-psychiatry, it’s coming from—

DC: Yeah, yeah, yeah, yeah, including Breggin Toxic Psychiatry, Caligari’s (confirm) drug guide, all the sources we thought were relevant but had to be manageable. So we have about 20 guides that we have consulted and what we’ve done is for every single category and really for practically every single drug, we have set up, like, a table. Its history, its main effects, side effects, adverse effects, indications, um, you know, fifteen different topics—

Q:  Studies on efficacy?

DC: Efficacy everything, everything you can think about a drug, and for every single drug, we went to every single one of those sources and we clipped out the section, you know, and we put it in some, in a big folder, so we have a big folder on anti-depressants, we have a big folder on anti-convulsants, and so on, which gathers all this information. 

And then on top of that, users were interviewed on several occasions. One when Breggin was here, people, we’d tape the comments of the users and on two different occasions actual meetings were called for users to come and talk about their experiences with psychotropic drugs. And these were taped, transcribed, and we have now about, retained about I would say about a hundred comments and these will be prominently featured throughout the guide. Users in their own words, completely non-edited, sometimes we’ve, we’ve, we’ve put like, you know, points de suspension, three dots, because we didn’t want to put a name or something like that, but in their own words, uh, we might put a fake name like Sylvie, you know, just something she says like, “I took it and I couldn’t get off the bed, I was glued or my mouth was frozen” or having to do with their experiences with the drugs, having to do with their experiences with the mental health system, with doctors, with professionals, with families, with their own psychoses. Comments related to the drug experience, whether positive or negative. Some comments were very positive—

Q: What proportion of negative to positive do you have?

DC: Most are negative. 

Q: And is your sample–

DC: —but not by choice. 

Q: —objective?

DC: We just, we take what—

Q: How did, who, how did you find people to talk to you about this?

DC: People from a groups that are members of l’AGIDD, you know, people from self-help groups, people were sent—

Q: So someone inclined to be, have a critique.

DC: No.

Q: No.

DC: Uh. Not necessarily. 

Q: Okay.

DC: They are users who are, have been exposed to critiques of drugs, many of them have been exposed to critiques of drugs, but many are on drugs now.

Q: Yeah.

DC: They’re continually on drugs. So whether they like ‘em or not, they’re taking them now. The fact is they’re taking them and they have experience to share. And it’s their own words. Now, I took, I selected personally every thing that I could see that had something to do with medication. I didn’t select whether it was good, positive, negative—

Q: Yes.

DC: —I just took everything that made any sense, to me. Just linguistically. That’s all. It wasn’t very much. I expected that there would be many more comments. People very often talk about their mother and their doctor and they usually, so I took every thing that had anything to do with drugs. Or the, what got them crazy to begin with or how they got out of it. That’s it. I got about about a hundred comments. It’s a lot. And some of those, sometimes you read them, the person makes no sense, you know, you [inaudible].

Q: Is this from interviews with people?

DC: Interviews, live interviews.

Q: Okay.

DC:  So it’s all—

Q: Now let me play the devil’s advocate and say that I’m a psychiatrist and I say to you, “But look, the people who you talked to were on drugs are people who were involved in something alternative. What would, you know, why didn’t you talk to a whole bunch that were just locked up or somebody in a—”

DC: That were just locked up? What do you mean?

Q: No, I mean—

DC: That were just in a hospital?

Q: —what I’m saying, what would be your argument if I said your sample was prejudiced?

DC: I’d say, “Thank you.” I mean there’s really nothing to say. The, the, the point is not to provide an objective—

Q: Okay. 

DC: —view of what people say. There’s two parts of this book, you could say two elements—

Q: Okay.

DC: —one element is the information.

Q: Yes.

DC: Now that information, believe me, is objective. 

Q: Yes.

DC: It’s the information available in the literature—

Q: Yes.

DC: —today. 

Q: Yes.

DC: On top of that, that information is presented in a critical way.

Q: Okay.

DC: In other words, what this guide is saying is that information about drugs is not the property of anybody, that there’s time for a different way to package that information. Surely I believe doctors don’t know how to use the drugs they prescribe. I don’t trust them myself anymore, I don’t believe what they tell me about the drugs. I think many patients don’t. So I don’t think that I’m gonna be asking them to give me information. The information’s out there, I just have to go get it. 

Q: Okay. 

DC: And I think it’s open for anybody to give it in any way they want to give it. And that’s what I believe AGIDD and the people involved with this project should be doing is. They should say here’s the information and here’s what we think about the information, here’s what we think about the system, here’s what we think about the drugs, but here’s the information.

Q: Okay. And obviously you put this into really accessible language that—

DC: It’s not only are we putting into accessible language, we’re hiring someone precisely for that, to translate the, you know, technical terms. There’s a glossary, a very, very comprehension glossary we’re working on right now, at least 200, 250 items. Everything from synapses and neurotransmitters to a psychiatrist and psychologist terms being defined. For, as much as possible for the layperson. Now, it’s not just for consumers, it’s also aimed at, I believe, non-medical practitioners who would like, I’m sure, a reference work that is in lay language but that gives them complete information. 

Q: Okay. 

DC: ‘Cause they don’t consult the CPS.

[audio break]

DC: The lithium chapter is very complicated. Because it has a lot of information on blood tests and lithium has like two hundred side effects so it was a very complicated chapter. It was read by three different people. I think one of which I think is on lithium now. She’s the one I think who appreciated it the most. I met two of these people for a couple of hours and they gave me their feedback. They both, they had no problem with it. The only thing they had a problem with, they thought it was too pro-medical. So that surprised me, I was very pleased because I know very easily what and you know why they thought it was too pro-medical—

Q: Why?

DC: Because sometimes the word patient was used.

Q: Oh.

[10:00 mins]

DC: They said, “Don’t use the word patient, use [usager?] (French). Or personne, use la personne, I think personne is a little awkward, that’s fine it’s just, I mean all the information’s come, there’s hundreds of patients—

Q: Will that change [inaudible]?

DC: Will that change the what?

Q: Will that—do you listen to them when they said that?

DC: Of course. Absolutely.

Q: [inaudible] the word patient?

DC: Oh yeah, the word patient’s coming right out. 

Q: Okay. 

DC: I mean, it’s made for them.  But then, and then, this one woman particularly said that. But then she says, “Then I got to the end of the chapter, then I realized no, no, this was not pro-medical,” because, because there was so much information, she’d never seen that much information about lithium in her life and that she could understand, that she thought, “Well, that means it’s medical” but then she got to, well, let’s how talk about how lithium, let’s see, what’s the efficacy of lithium, look at the long-term studies of lithium. Then she realized, “Wait a second, there’s something here,” this was no longer like the things she used to read.

Q: Mm-hm.

DC: So then it, when she got, read the whole thing, but at first she said, “I thought it was pro-medical.”

Q: Did you say at the beginning talking about her that she’s on lithium? Um.

DC: She thought it was the most complete, useful thing she’d read on lithium.

Q: Did it make her want to get off lithium?

DC: I didn’t ask her. 

Q: Okay. 

[audio break]

DC: The new, not so new, but I–la mode, of anti-manic drugs is anti-convulsants because lithium doesn’t really work. So you put ‘em on valproic acid, you put ‘em on depakene or whatever it’s called, you put ‘em on tegretol. So, because there’s this—that’s all. And on that theory, that, and tegretol and so on doesn’t work, then let’s try other anti-convulsants. What are the other anti-convulsants? Valium. Valium is also an anti-convulsant, has an anti-convulsant effect. The benzodiazepines also have anti-convulsant effects at higher dosages. So that’s the trend-based—

Q: How bizarre. 

Q: It’s not so bizarre, because the whole thing is bizarre so, within, inside it’s not bizarre, it’s just this doesn’t work, you try something else, you open the drawers, see what we got here. Let’s try this drug that hasn’t been tried for 15 years. Clozapine, you know, we haven’t tried that for 30 years, let’s try that today.

Q: It just seems funny to me that somebody would think of using an anti-convulsant to, uh, as a psychiatric drug.

DC: Uh, I think the, well it, it works, in a sense, that it has these effects, it, it, it, you know.

Q: It’s a calming thing.

DC: It’s a calming thing. It’s a calming thing.

Q: As it were. 

DC: There’s a theory behind it, there’s a theory that, but that’s another story.

[audio break]

DC: I can tell you one thing that, it’s the, it says—the ads, the ads say it has no side effects. Now, the ads are based on a couple of studies. What happens in the, what it says is not that it has no side effects, it has similar side effects as the placebo group. 

Q: Right.

DC: Now why would the placebo group have similar side effects as risperidone. Because what they do is they put you, put two groups on the same dose, let’s say Haldol for a month, they standardize you on the dose. Then they go through what’s called a one-week wash out period. They both stop you, your Haldol, and then they put you on placebo and you on risperidone. 

Q: Mm-hm. 

DC: What happens is after one week of stopping the Haldol, being on Haldol for a month, you get side effects.

Q: Of course.

DC: You get withdrawal features. So that’s what happens. So the people on placebo have the Haldol effects and the people on risperidone have their, probably, side effects masked by the risperidone, because it’s a neuroleptic. So they say, geez, look at the people on placebo with side effects and people with very little side effect, what an incredible drug, as little as placebo. That’s what happens. So the answer is not in, by any stretch of the imagination, we don’t know what respiridone does yet. That’s why I, not even paid attention to it, I saw what was going on and I said okay I’ll check it in a year from a year from now and see what the latest studies are saying now, when there’s no placebo and people have really been on it. It’s like clozapine. Clozapine I’ve uncovered major fraud, and that’s published, that they said no extrapyramidal
symptoms. They say no. It’s bullshit. There’s tons of extrapyramidal symptoms of clozapine, tons, as much as chlorpromazine or Haldol.

[audio break]

Q: David, how did you get interested in the area of psychiatry in the first place?

DC: It dates back to my, uh, experience as a social worker. I was, my first job as a social worker was as a social worker in 1975 and one of those things I did in 1975 was to take an elderly lady who was hallucinating and, uh, and to take her to the hospital, not really against her will, but somewhat against her will. And to see that, that experience was not, did not have such a good impact on her. With hindsight, later on, I realized that was my, and I became interested to see that, in fact, as soon as she got to the hospital, very shortly on, she stopped all her crazy behaviour immediately, immediately. And I, whereas it had seemed like she was being taken along in this process or that some process of psychosis or something had taken hold of her, immediately when she was in this environment where she wanted to be and knew some people there and felt that people were taking care of her, she immediately stopped. And so I just had a different take on what I considered to be mental illness. 

Q: What do you take from the fact that she stopped, when she got there?

DC: I mean her story, though interesting, she, she was expressing, she was assuming consciously and unconsciously you could say with her body to a role and when certain needs were met she no longer, she didn’t have to assume that role. So it wasn’t like she was acting, but there was a sense of drama there, there was a sense of the context her needs created symptoms and made her act crazy—

Q: —was she—

DC: —because that’s what she needed to do to get in a place which she wanted to be, she didn’t want to be in a hospital. 

Q: You said when you started this story, somewhat against her will you took her there, what do you mean by that?

DC: Because she was, she wanted to go and she didn’t want to go. So she would say take me to the hospital and then she would say no, don’t take me to the hospital, I never want to go there, I’d really like to go there because so-and-so’s been there and I know she liked it. But no, I, don’t take me back there. So it was back and forth.

Q: Okay.

DC: I never knew exactly what she wanted. She lived alone, she could hardly move, she lived, she had three floors, she was alone, she had no family. She bloomed as soon as she got to the hospital, in five minutes, everything was disappearing, five minutes after the evaluation, she was, she was, like, she was like you and I, she was just—

Q: Okay.

DC: —she was in her element. 

Q: Now, you also said earlier that you felt in hindsight that it was–had negative consequences that she went there. What were they?

DC: She died. She died in the hospital. Not much time, apparently, after, I found this out after, after she was committed. And she died, but she died, I was told that she, she made herself up, she put on some makeup, she cleaned herself, she lay down on the bed, and, as if she knew she was going to die, and then she died. 

Q: Wow.

DC: That’s what I was told. Now it seemed to me in hindsight again, thinking about her, because I had known her for a few months before that, that she was at the end of her life and I think she wanted to be, she didn’t want to die alone. 

[audio break]

DC: That was my first close encounter with the hospital system, with, with, with craziness. I mean the woman was seeing grease coming out of everything, she was opening the taps, she was opening her dog food cans, she was scratching her face because of the grease, she was, you know, you could see marks on her face. So that was my, that was in 1975. 

In 1976, I first read a book by Tom Szasz. That opened my eyes a bit. It was a book called Ceremonial Chemistry, had to do with drugs, The Ritual Persecution of Drugs, Addicts and Pushers. I didn’t know anything about Szasz yet. I had heard about him in psychology, I did a BA in psychology a couple of years before but in passing, I really had paid no attention to him then. But it really opened my eyes in ’76 reading what he had to say. And in ’78, ’77, ’78, I worked in a youth court. And that’s when I got into contact, came into contact with the juvenile justice system and how psychiatry was used for, to label and control delinquent kids.

Q: Hm.

DC: Now that was my first real contact with the, what I consider the mystifying and oppressive practices of psychiatry in connection with another large system for managing, you know, delinquency and disorder and so on. And that’s when I really began to, uh, pay attention to psychiatry as an oppressive force. ’77-’78.

[audio break]

DC: Um, I published my first article in 1978, my first article that had anything to with psychiatry, 1978 and it was uh, a, uh, today would be considered an extremely radical stance piece. It was called something like, “Psychiatric Social Work and the Notion of Non-responsibility.” What it was it was a critique of social workers’ roles in involuntary commitment. So 20 years later I’m still talking about involuntary commitment.

[audio break]

DC: Then I, during my master’s I continued to study these things, relations, alternative psychiatry, politics of therapy. I worked in a, I did a stag-an internship in a civil liberties union in Ottawa, which was setting up its first patient rights unit at Royal Ottawa Hospital. This is in 1980. So I was, this was, already I had an interest in advocacy. I set up a newsletter on human rights, I was staffing their office and writing the newsletter. For a time, this lasted about eight months or something like that. This was in 1980. And I continued doing, as a social worker doing various things until 1983 when, for various reasons, I took a year off. Travelled a bit and, and began seriously to study theories of schizophrenia.

Q: Mm-hm.

DC: And I published, and I wrote an article, in 1983, which was published in ‘86 and that article was, set me on where I’m doing, what I’m doing today was I simply just went to see what the traditional medical biological literature, what people were saying about schizophrenia, what, what were they saying, the biological, and I just went to the articles, hundreds of journals that I could lay my hands on, and I just began to see, what are they really saying.

Q: Mm-hm.

DC: What is this dopamine theory, what’s there, what is this? These drugs, these neuroleptics, what does this all do? And I just looked and looked and looked and, and identified the contradictions, and the lack of evidence and the, and so I published this paper, um, in it was, it came out in ’86. Uh, it was uh, the paper had an interesting story. It was first submitted to Canada’s Mental Health, which accepted it and then refused it. After they accepted it they sent a letter saying they refused it. This was a little bit of, it doesn’t make sense, I know. But that’s okay. It was a little, it was a little radical. But it got, it was very well researched, I believe it was well-researched, I still read it now and I think it’s a major contribution, personally.

[22:00 mins]

DC: I see and I’m, I stand by everything. 

Q: It eventually got published?

DC: It got published. 

Q: In?

DC: In this Journal of Mind and Behavior, which is how my association got started with this journal. And, so that just got me, that is what got me onto my interest into all the drugs and so on. I was interested in them but really peripherally.

Q: Can you say in a nutshell say what conclusion your article on schizophrenia came to?

DC: It came to the conclusion that the current ideas of what schizophrenia in psychiatry today are extremely reductionistic. That even if there is something very biological to schizophrenia, even if there were something, which I don’t believe there really is, but even if there were something, the way psychiatry goes about it is completely ass-backwards. Their conception of biology is, is, is probably inherent, directly comes from, forget the 19th century, it’s more like the 17th century. It is so out-moded that even if there were something biological, they couldn’t even find it.

Q: Hm.

DC: It’s completely reductionistic, makes no sense. Psychiatry is probably the most most anti-biological discipline there is today. It’s not biological, it’s anti-biological because they don’t understand what biology is. 

Q: Mm-hm.

DC: And because it, they, I believe they trivialize biology. Because they trivialize biology they also trivialize the social and so they will never really grasp what, what it is, why somebody goes nuts.

[audio break]

DC: I mean, I’m beginning to see more and more the similarities between all kinds of drug use. The more I study particular kinds of drug use, the more I must fit drug use, prescribed drug use, within a larger system of, of drug use, okay. 

Q: Yeah. 

DC: As a generic type of thing. 

Q: Yeah.

DC: I mean it’s, it’s social control, number one. That’s one thing another way [inaudible], it’s social control and of the obvious kind, which is, you know, top-down hold. I can say that as far as crazy people are concerned, and you understand what I mean by crazy people I think you understand what I mean, that the development of drugs has been, that we have moved further and further away from these people while we have been getting deeper and deeper into their brains. In a sense. So that whereas we used to, we used to hold them, tie them down and chain them, now we give them one injection every 12 or 6 weeks. But, you know, the injection of the prolixin, the Modicate, or whatever, is much more powerful than the chain. There’s no doubt in my mind. So in a sense we have, you know, our controls move from, you know, holding their body to, you know, cutting the brain, to shocking the brain or very crude to, you know, probably thinking of, you know, implants under the scalp so that they’ll get their little drops of neuroleptic that’ll be good for a year and they won’t have fill up for a whole year. So it gets more sophisticated and what that means is that we’re moving further and further away from them. By moving away from them, in a sense you could say it’s good, but it means we don’t even understand, we’re understanding less and less.

Q: Mm-hm.

[25:45 mins]

DC: So whereas with the contact we could say well they’re beasts or they’re madmen that reflected some of the way we felt because we were right close to them and we reacted to them. But now we don’t even really react to them, we’re reacting to what the media, to drug companies, we don’t even react to the people we’re supposed to be because they are very far away from us. So we’re really losing touch, and drugs and what’s driving drugs and I mean mostly the whole technological worldview, is driving this very far away from ever hoping to understand these people we say we’re trying to help. So that ever, ever driving us away from ever helping them.

Q: Do you think psychiatric drugs should ever be used?

DC: I think psychiatric drugs should sometimes be consumed. But I don’t think they necessarily should ever be used.

Q: What do you mean?

DC: Well, I understand your question should be used, do you think someone should prescribe drugs to someone else?

Q: Right.

DC: No, I don’t think so. I don’t think ever, no one should ever prescribe a drug to anyone else. However, I do believe that drugs, all kinds of drugs, not just psychiatric drugs, but LSD, but coffee, tobacco, should be made available to people who want to use them. In another words, in my ideal system, I don’t believe you can ever ban drugs, I don’t believe it’s wise to ban any drug. However dangerous it is. 

Q: Mm-hm. 

DC: And I’m not just taking the libertarian viewpoint here, I’m taking the very practical viewpoint. People like drugs, people want drugs, people need drugs, people use drugs, all kinds of drugs. Psychiatric drugs are not necessarily more dangerous than other drugs. They’re just like other drugs, more or less dangerous, okay, depends how you use them sometimes. So I think that, I think it’s Lee Coleman (confirm) who said that in the history of psychiatry one thing that’s demonstrated well is that patients know more about the drugs than psychiatrists do.

Q: Mm-hm.

DC: So that, and I agree with that, I believe patients know more about the dangers than psychiatrists do. So if I, one lesson from that is let people themselves decide how they’re gonna use neuroleptics and there will be much less damage than by psychiatrists prescribing it to them. And that’s, to me that’s a very rational thing.

Q: Yup. 

DC: I can’t imagine they would cause as much damage to themselves as psychiatrists would. And if the drugs are so good, well, let ‘em have ‘em. Now, what’s the danger to that is who then, who is the, who gets pressured to use the drugs is the consumer directly. That may or may not be good. Today it’s the doctor who gets the advertising. You know, billions are spent on the doctors, not on the consumers. Is that good? I don’t think that’s good. Is it better to have the, have the consumer, you know, the direct ingester of the drug, you know, pressured with advertisements about neuroleptics. Like when you go to the hospital, you have all these ads and these commercials on television telling you to use this drug instead of that drug. “Haldol will really cut the voices out, Chlorpromazine is too old, it’s creaky,” or, is that the, I don’t know. Is that worse than what we have today? I’m not sure. But, so, the idea is take the controls from all drugs including psychiatric drugs. 

Q: Okay.

[audio break]

DC: And I did research on the long-term effects of neuroleptic drugs on psychiatric patients, it’s what I studied. So I pursued my interest in drugs and the social dimensions of drug use and the effects of drugs and that’s when I studied neuroleptics for like four years, that’s all I did, that’s all I did is just study what the drugs were about. So when I came back to Montreal in ‘88—

Q: Mm-hm.

DC: —uh, and I had a dozen things I was ready to do, but I knew that a lot of them would eventually touch drug use. 

[29:55 mins]

And I’ve, you know, I’ve done various things about how drugs [?] prescribe the drugs, how doctors prescribe the drugs, side effects, how they’re perceived, understood, viewed, and I’m now just broadening my view, taking a very large systemic, global, international, planetary view, you could say, of drug use and how that planetary view relates to how individuals perceive their drug use.

Q: Could you talk a bit more about what you mean by that?

DC: Well, I’m just, it’s just that my outlook has broadened tremendously from, you know, specific objects, specific groups of people using drugs, to what does it mean for a billion, for six billion people if one-fifth are using drugs?

Q: Any kind of drugs?

DC: Prescribed drugs.

Q: Okay. 

DC: Mostly prescribed, I’m mostly interested in prescribed drugs.

Q: Okay. 

DC: Interested in the systems that encourage drug use. 

Q: Okay. 

DC: Drug companies, doctors, public policies, medicalization, tendencies, social forces, distress, I’m interested in understanding how the social determination of drug use on a planetary level, that’s what I’m moving on these days, moving towards that. [laughs]

Q: So you have a background in social work and also in psychology?

DC: I have a BA in psychology.

Q: Tell me what you think about psychology versus psychiatry.

DC: You’re asking a social worker to tell you that, sure. I’d be very pleased to. Psychology is much more diverse. Much richer. It’s got a hundred branches. Psychiatry today is just two, three things. It’s administration, giving drugs, a little bit of psychoanalyst under the carpet here, and a mish-mash of everything else. 

Q: Is psychology a good thing? Is it a useful thing?

DC: Absolutely. In–to the extent that, well it’s a useful thing except–I’ll qualify that. Psychology as a science is a useful thing. Psychology as an ideology, psychologism may not be a useful thing because psychology as an ideology just says that individuals are responsible for their fate, for their problems, for their lives, for everything that happens to them. Which is nice, sometimes, but it’s just not true. It doesn’t happen that way all the time. So psychology reinforces the idea that people are really just these isolated atoms that have to suffer alone.

Q: Hm.

DC: Really that’s what psychology does. Now social work is a bit halfway there, it doesn’t quite buy that. It says people are not so isolated and they don’t really have to suffer alone.

Q: Someone should be paid to care about them.

DC: No, that there’s, social work recognizes more of the group-community inter-relationships between people, the group dimensions, the community dimensions of existence. Whereas I think psychology really individualizes to the max. Psychiatry, it doesn’t matter in psychiatry, theory has no place in psychiatry, psychiatry’s purely empirical. It’s just what works and what’s in fashion in that decade or in that epoch. 

Q: Hm.

DC: They have no room for theory, they couldn’t know, if it stared them in the face with their view of humanity they couldn’t even spell it out because the discourse is so at odds with the practice that I don’t think, I think they’re very disconnected from thinking—

Q: —as we were discussing, it’s not even exactly what works, it’s what satisfies certain interests.

DC: Right. But I don’t mean that in a nasty way. I mean, to me this is my objective view of psychiatry.

[audio break]

Q: Argue with me. I think psychology is used, has been used as a basis for psychiatry and I think psychology, I don’t know anything, I’m totally ignorant, but I’ve always been prejudiced against psychology because it sets out the idea that this is how people’s minds work and I think people’s minds work differently from each other.

DC: Hm. But that’s not, that’s not a, uh, explicitly psychology’s not prescriptive, it doesn’t say this is the way minds should work. Psychiatry is prescriptive—

Q: But, but psychology—

DC: Now psychology has got many, many, many branches

Q: Okay. 

[bookmark: _GoBack]DC: I mean, we’re talking about, I think there’s probably 50 different branches. You’ve got anything from like, okay, community psychology to experimental psychology to cognitive psychology to physiological psychology to behavioural psychology. Now every one of these, each of these is in touch with a system that has very little to do with psychology. So for example cognitive psychology, what’s cognitive psychology? How people think, how people make decisions, what models they have in their minds. How people cognate, how people experience the world. So it just delves into that and there are within cognitive psychology dozens, if not dozens of theories on how the mind works. 

Q: All right. 

DC: For example—

Q: But when you say “how the mind works” or “how people think,” I twitch because then as soon as you say that—

DC: —it’s models.

Q: —and as soon as you have a theory and as soon as you have a model, you’ve got the potential for deviance and then you can create problems where there aren’t any.

DC: It’s science, it’s different. Deviance and science is values, sometimes. Deviance and science is like, is like [inaudible]. It’s not, as soon as you, theory is a, it’s a maligned word, theory’s very useful, theory makes explicit what your biases are. 

Q: Huh. 

DC: That’s what theory is. 

Now in fact the people, the most dangerous people, are the people without a theory, I believe. So I–I’d rather have a person with a bad theory, a wrong theory, but at least they say this is my theory, because you as a, as a listener you can, at least their theory can be improved or if you want to replicate what they do, you know how to go about it. But a person without a theory is very dangerous. 

Q: Okay.

DC: ‘Cause you don’t know what they’ve done, you don’t know where they’re going and you don’t know what they’re going to do with it, and you don’t know what they’ll do next because you don’t know where they’re standing.

Q: Okay.

[end of recording] 
