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S
ANTA CRUZ, CALIFORNIA, was a small coastal community when I established my psychiatric practice

there in the early 1960s. The few thousand year-round residents were mostly quiet people whose main

source of livelihood came from the summer tourists who flocked to the area's high mountains and towering

redwood trees. The community was barely touched by the riots and dissension that rocked the rest of the state during that

era of political and social upheaval. The residents were friendly and more concerned with day-to-day living than with issues

such as the Vietnam War and racial integration. It was an ideal place to settle and raise a family The psychiatric problems

I encountered there were, for the most part, fairly routine. There were housewives depressed by the way their lives were

unfolding, who were desperately seeking a sense of purpose and personal identity. There were people whose self-hatred was so

strong that they wondered why they should go on living. And there were patients whose misconceptions made them feel as

though others were out to harm them, although they had families and friends. These people might have been found in

psychiatrists' or psychologists' offices anywhere in the country.

The only unusual cases I encountered in those first few months were indigent hippies who had come to Santa Cruz in

search of miracles. These troubled young people were unwilling or unable to cope with life without artificial supports. They

drank heavily, used a variety of drugs, and never found the inner peace and happiness they craved. Some committed

suicide. Others were committed to state mental hospitals. The rest sought professional help, and a number of them found

their way into my office.

All in all, my psychiatric practice was varied and interesting, but not
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unusual. My life followed this routine for almost ten years. Patients came to see me with what they thought were unique,

insurmountable problems, unaware that I had heard similar stories many times from other people. I showed them the

alternatives they had and helped them see the value of their lives by using established psychiatric techniques.

Sometimes treatment lasted only one or two sessions. Often it might continue for several months. More often than not,

treatment was successful, and I congratulated myself on the skills I had developed. I had learned how to draw out patients'

deeper, unconscious emotions and thereby get to the root of their problems.

Depression, for example, is frequently the result of anger that has been internalized. Once a patient can learn to admit his

or her anger, I can help the person find a way to express and deal with the anger in a healthy manner. When the anger

is eliminated, the depression disappears. The patient may have felt the results bordered on the miraculous, but the

techniques were routine for a psychiatrist.

Because I had spent so many years practicing fairly traditional psychiatry I had lost sight of the fact that the work of the

mind was still very much an unknown territory, indeed, more of a mystery than any other facet of human existence.

Outer space has been called man's last frontier. Every year we spend millions of dollars developing complex

electronic probes that are rocketed toward distant planets. We are all aware of man's search for answers to the mysteries of

distant galaxies, yet few are cognizant of the probing of a far more important, equally unknown "wilderness" area. Every day

a different type of explorer uses words, reason, and instinct in an attempt to understand the complexities of an expanse as

vast as all infinity and as compact as the human brain. This is the territory of the mind in which are contained all the

horrors, joys, fears, happiness, and seemingly limitless powers we can experience.

I was soon forced to confront the fact that psychiatric "science" was still in its infancy Through a variety of

circumstances, I became an explorer of this second "frontier." I discovered that many of the comfortable assumptions

I had held about psychiatry were questionable. More
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important, 1 discovered how much I still had to learn, how much uncharted territory there still was.

In my role as explorer, I witnessed parapsychological phenomena for which there is, as yet, no satisfactory explanation. I

talked to and worked with more than forty-five unique individuals, each of whom had several different "persons" living one

body. Although my comfortable routine had ended, I was soon to be faced with the greatest challenge of my career.

The results of my explorations into the mind were beyond my wildest imaginings back during those early years. I would

soon find myself exposed to one of the rarest of all mental illnesses -- Multiple Personality Disorder (MPD). It was the

disease made famous in two books, The Three Faces of Eve and Sybil, both of which became popular films. So little

was known about this abnormality that, at the time, a doctor had to innovate treatment whose success or failure could mean

life or death for the patient. Tragically, I was not always successful, bur my knowledge grew to the point where I found myself

thrust into international prominence. I gave a series of lectures on the subject in Sweden. I led medical education courses

on MPD at the American Psychiatric Association's annual meetings. I am a Life Fellow of the American Psychiatric Association.

I have memberships in the Society for Experimental & Clinical Hypnosis and a number of other professional groups.

Despite my experience, I am still a student in the field. My cases and experiences have made it dear that our knowledge

of the mind, no matter how great, is still just a tiny fragment of what it could be. There is an infinite world within our

heads, and we are just beginning to probe its secrets.

I realized for the first time how mysterious and complex the mind was during my psychiatric residency at Stanford Medical

Center in California. I was new there, having previously completed an internship in Highland-Alameda County Hospital and

served two years as a flight surgeon in the U.S. Air Force.

During that period, I encountered people with all sorts of emotional problems. Some were extremely anxious about

their marriages and fans-
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ily relationships. Others were in what is known as a catatonic state — they had become so depressed that they mentally

withdrew from the world. Many catatonic patients say nothing, do nothing, and generally respond like robots when

they do react at all. Yet even these cases had not prepared me for David.

I first met David in the spring of 1960 at a table in the psychiatric ward of the medical center. I was eating lunch with

the patients instead of using the hospital staff cafeteria. It was something the psychiatric ward doctors were encouraged

to do. Such closeness at lunch was supposed to create a more relaxed atmosphere in the ward. The patients were more

likely to view us as friends to whom they could confide their problems. A psychiatrist, even one only recently out of school

like myself, is frequently viewed as an authority figure much like a patient's father or mother. Since many of the patient's

problems stemmed from their relationships with their parents, the head of the psychiatric ward felt it was important for the

doctors to be viewed less formally.

David, who had entered the ward the previous day, was a huge bear of a man. He was well over six feet tall and weighed

at least 250 pounds. He had been working as a substitute teacher in a private school while studying to earn his state

credentials as a full-time teacher. He was extremely bright and seemed to feel that teaching was not quite what he

should be doing with his life. His grandparents were world-famous as business innovators, and he had been raised to

believe that he must achieve great prominence. Anything less meant he was no good at all — a terrible psychological

burden for anyone to bear.

Easter was approaching, a holiday that usually triggered David's irrational behavior. In his unbalanced mind, he believed

he was the greatest person on Earth —Jesus Christ — and he didn't want to be crucified.

Before entering Stanford, David had been at the state hospital under the care of Dr. Benjamin Cohen, who had an

excellent reputation as a psychiatrist. David was hostile toward Dr. Cohen from their first meeting. However, the

situation became disastrous when David learned that his psychiatrist was Jewish.

One day, when David was sitting with a group of patients, all of whom
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were talking about Dr. Cohen, David looked around and said ominously, "One of you will betray me!" A few hours later, he

met Dr. Cohen in the hall. David had been thinking about Easter and the trial he knew he, as Jesus, would face at the

hands of the Romans. He thought of the Last Supper, Judas, and any number of other matters that seemed perfectly

logical to his troubled mind. He became enraged, grabbed Dr. Cohen, and threw him across the hall. The doctor was

not seriously hurt, but David refused to continue treatment with him.

After David left the stare hospital, he decided to pick his own psychiatrist, He selected me, and I admitted him to Stanford

as a private patient.

I was uneasy about David, though I didn't dislike him. He was actually quite personable. But David was an unusually

strong individual under normal circumstances, and when he became violent, anything could happen. I didn't want him

to become angry with me.

David was a paranoid schizophrenic, and his moods alternated between extreme depression and the conviction that he was

the greatest person on earth. I prescribed medication to help control his mood swings, then be gan working with him to

try to convince him to accept himself as he was. He needed to respect his own values and achievements rather than trying

to live up to the ideals his family might have held.

I was still somewhat inexperienced at this time and was delighted when David told me he had come to realize, through

our therapy sessions together, that he wasn't Jesus Christ. "I know who I am, and I'm ashamed I ever said I was Jesus,"

he told me solemnly "How I could ever consider myself the son of God is beyond me. I've been such a fool."

I smiled delightedly as I watched him continue down the hall of the psychiatric ward. David was one of the most

seriously disturbed patients under my care at the time, and I had been able to reach him! Helping others had been a

lifelong goal of mine, and here was positive proof that my efforts were succeeding. What insight I must have shown when

talking to him! What brilliantly persuasive logic I must have used! What...

"Stop your daydreaming, Dr. Allison," said Millie Harkness, one of the ward nurses, who was far more experienced with

mental patients than most of the doctors who worked there. "I heard David in the recreation
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area. He doesn't think he's Jesus Christ anymore because he's convinced himself that he's really St. Peter." And she was

right.

Gradually, I convinced David that he was a valuable person and didn't have to be Jesus Christ or St. Peter. He was able to

leave the hospital and return to work, although he still needed periodic counseling. He took a position as a teacher and

did such an excellent job that at the end of the first six weeks, the principle complimented him on his work. At that

moment we learned that David wasn't quite ready to accept himself as a fully competent individual. He still felt he had to

reach a level dose to perfection.

"Yes, I did do a good job teaching during these six weeks," he reportedly told the principal. "In fact, I've been watching

the other teachers, and I recognize that I'm the best teacher in this school, this system, and, if I may be so immodest

as to tell the truth, the best teacher in the nation! I am an educator's educator. I am .. ." David was confined to the

hospital that afternoon.

David faced an additional problem as well. His parents were alcoholics who only stopped drinking when their son's mental

state was at its worst. They wanted to help him through those unusually troubled times, and their love for him gave them

the strength to stay off the bottle temporarily David felt he had to stay sick in order to keep his parents from drinking.

When I last saw David, at the end of my stay at Stanford, he was leading a normal, controlled life. He had earned his

teaching credentials but realized he couldn't yet stand the stress of being praised. He began accepting only short-term

substitute jobs where his high skills would not be so noticeable and he wouldn't be praised. Later he decided he couldn't

handle the pressures of teaching and obtained a job with routine work in an office mail room. He was using a combination

of self-understanding gained through therapy and tranquilizing medication to maintain a calm, even state of mind.

I learned a lot from David, about both psychiatry and myself. Those early years of my residency were both a learning

and a growth period for me. Sometimes that growth was quite painful.
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Shana was a good example of one of my more embarrassing experiences. I met her when I was working in the

hospital's outpatient clinic. Shana had emotional problems but was able to hold down a secretarial job and live at home.

She didn't need to be hospitalized, but she did need regular sessions with a psychiatrist. She would visit the clinic for

counseling once or twice a week, usually at five o'clock, after she had finished work at a nearby office.

The first time I saw Shana I needed every bit of the professionalism drilled into me by my professors during the long years of college

and medical school. She was very attractive. Her low-cut blouse revealed an ample bust, and her miniskirt accented her narrow

waist and attractive legs. I found her appearance unnerving, and I would rather have met her over a drink in a singles dub. But

I was also a happily married man with a young family at the time!

Shana's problems began when her boyfriend abandoned her after she became pregnant. Her depression was compounded

by her decision to have an abortion and the guilt she felt after it was over. Much of her talk was about her sex life with her

boyfriend, and I must admit to an occasional unprofessional thought. After all, psychiatrists are human beings, too, though

we don't always like to admit that fact.

After two or three sessions, I realized that Shana wasn't being completely open with me. She talked about work,

dating, her apartment—everything except what was really bothering her.

While Shana talked, I tried to maintain an air of professionalism. This meant that I rocked back and forth in my chair, my

hands pressed together on my lap. Periodically I would make a note on her chart. The rest of the rime I nodded my head

and mumbled such brilliant comments as, "Uh-hu," and "What happened next?" and "I see. Then what took place?"

The problem was that my chair wasn't really meant for rocking. During one session, I accidentally leaned back a little

too far, knocking the precariously positioned chair off balance. The chair flew our from under me, and I found myself

painfully on my back, staring up at the ceiling.

I was humiliated. The image a psychiatrist creates is all-important when treating a patient. Shana seemed to need an all-

wise, totally objective, emotionally stable individual to counsel her. I wasn't certain how well I
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had been projecting this image, but I knew that no matter how I had appeared to her before, I had completely blown

it now!

I rolled over on my side in what I hoped was a graceful motion. I rose to my feet, picked up the chair, and calmly sat

down. "As you were saying?" I said, my voice cracking like an adolescent's. But if Shana noticed, she was kind enough not

to mention it.

When I was settled again, Shana suddenly began to talk. But instead of the evasiveness that had marked earlier

conversations, she told me what had really troubled her over the years. She talked about her childhood, her doubts, her fear,

her conflicts with parents, teachers, friends, and her own moral values. By the time her session was over for that day I had

gained insights into Shana that I knew would help me get her through therapy quickly and successfully. I had also made

an ass of myself rocking in the chair, a fact I thought I had better discuss with her on the next visit.

When Shana entered my office the following week, I was anxious to learn if the incident had bothered her. I knew that it was

essential for a therapist to bring feelings out in the open right at the start, Only then can you analyze those feelings and restore

the relationship to the proper level of professionalism.

Thus, I immediately asked her what she had thought of my fall the previous week.

Shana smiled, blushing slightly. "Well, Doctor," she began, "I was so embarrassed for you. I mean, when you got up and

tried to go on like nothing happened, I knew you really were upset and couldn't do much talking. I felt like I had to fill

all that talk space, so I just had to pour out all the things that were in me. I told you things I'd been too scared to bring

up before. I mean, I wasn't frightened of your reaction anymore, because I knew you weren't in a position to really say

anything. I just poured out my heart and finally got through everything that was bothering me. I guess I finally fulfilled

my part of the relationship the way I should have done right from the start of these counseling sessions."

Then Shana shattered my ego once again. She told me that she wished 1 wouldn't respond to her questions by saying, "And

what do you mean by that?" as I had been taught. When she asked me a question, she wanted
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an answer rather than another question.

Of course, Shana didn't know those techniques were part of my psychiatric training. The doctor is supposed to be a

skilled listener who encourages the patient to do all the talking. The patient is supposed to he the object of analysis, so

we are trained to search for hidden meanings in his or her words. At least, that's what we were taught in school.

But Shana reminded me that a patient is indeed a human being with thoughts, feelings, and a desire for some sort of

relationship with the therapist. I had been treating her like a rat in the cage of an experimental laboratory. She taught me

to become sensitive to my patients and care for them as people. A psychiatrist can reveal feelings and emotions without

losing objectivity or the ability to help. Too many doctors forget this.

Parr of my difficulty in revealing more of myself to Shana was probably the result of an incident that occurred while

I was still in medical school at the University of California at Los Angeles.

As a new psychiatric student, I had to visit one of the mental health clinics in Los Angeles and interview a patient. We

students went once a week, seeing the same patient each rime so we could get an in-depth understanding of his or her case.

Then we would go into a conference room at the clinic and discuss the case with other students and our psychoanalyst

instructor.

My first patient was a woman named Renatta. She was young, married, and had moved to Los Angeles from New

York, a city she hated.

Fortunately for me, Renatta liked to talk. I had limited interviewing skills at that time and didn't know how l would

have handled the type of patient who needs to be drawn our by the therapist. The only problem was that Renatta's

complaints related to her sex life. At the time I had almost no sexual experience, like most of my classmates. We were all

so busy studying and, in many cases, working part-time jobs to get through school, that few serious relationships or even

one-night stands developed during this period. I had a thorough knowledge of sex, but it was clinical rather than physical

— until Renatta.

At one session, she mentioned that she had had an affair with a man she met while her husband was away for a few

days. She proceeded to
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describe their night in bed together in exquisite detail. She started with the length of the man's penis — several feet

longer than her husband's, if her description was to be believed. Then she proceeded to describe exactly what they had

done together in detail that would have made a pornographer envious. I had never even realized that two people could

do some of the things Renatta described, although, the more I thought about it, the more interesting the ideas became. By the

time she had talked herself out, I was red-face, perspiring, and exhausted. I immediately went before my professor and

fellow classmates to relate the wonders I had heard and describe the diagnostic breakthrough I thought I had achieved.

My professor was an interesting man. He was extreme short, probably less than five feet tall. He sat on the smallest chair in the

room, yet his legs dangled loosely over the side. They didn't reach the ground. He was completely bald, and his expression was a

mask of indifference. It was impassible to tell what he was thinking when you talked to him. He was also an extremely brilliant

man who could quickly and accurate analyze any situation.

The professor listened to my account and nodded knowingly. I concluded with my brilliant diagnosis that the poor woman

was sexually frustrated. Her husband was obviously an inadequate lover, probably because he wasn't blessed with the genitals

of the stud in whose arms she had found happiness and a whole lot of other things. Then the professor quietly said, "You

found her story sexually quite gratifying, didn't you? You let yourself get aroused instead of trying to understand her."

I was crushed. I had to sit and listen to the professor discuss at least a half dozen possible causes for Renatta's problems,

none of which were related to her husband's genitals. He explained that her affair could be the result of earlier rejection in

childhood. I was fixating on sex, but Renatta was probably engaging in sex because of serious problems that had nothing

to do with her husband's bedroom performance.

I saw Renatta only a few more times, when another student took my place. We were rotated on a regular basis, and my

time was up. Fortunately, she did receive the counseling she needed for her real problems.

Renatta's case was a painful lesson about doctor-patient involvement and professional discipline. I didn't improve my skills

by turning to the 
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opposite extreme and developing a detached manner with Shana. I'm very grateful that she managed to show me

that I could be both human and professionally objective at the same time.

Experiences like these have made the practice of psychiatry particularly rich and rewarding. I consider myself very fortunate

in my choice of profession, especially since my motivation for entering the field was rather unscientific.

The students in my medical school were highly competitive. Most came from colleges where only the very best were able to

go on to medical school. Competition was so fierce that some students took to sabotaging the laboratory projects of other

students to make their own lab skills look better. The administration became so concerned about this vicious battle for top

grades that they stopped giving any grades. Students either passed or failed their courses, but they never learned their exact

marks. Grades were kept and filed with the students' records because of state requirements, but a special effort was

necessary to find out what they were. This practice successfully changed the atmosphere of the lasses and made it possible

for everyone to concentrate on learning, the real reason we were all there.

Just prior to the abandonment of traditional grading, I had received my semester report. One of my favorite courses was

psychiatry, a required course for all doctors. I discovered I had gotten an 'A' in the psychiatry course and figured that,

if I did that well, it would be worth majoring in the field. My reasoning was neither noble nor well thought out, but I have

never regretted the decision.

Although my choice of psychiatry may have been somewhat haphazard, in many ways it was inevitable that I would

choose a profession dedicated to serving others. The men in my family have a history of such service dating back to the

earliest English settlements in this county. My full name is Ralph Brewster Allison and one of my ancestors was the Elder

William Brewster, who came over on the Mayflower. He was a church elder, and I have had numerous clergymen in the

family, including my father and grandfather.

My father's approach to religion, and life in general, has always troubled
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me. He was a Presbyterian whose devotion to the church was total, and he spent eight years as a missionary in the

Philippines. He disliked emotionalism in religion and mistrusted highly emotional groups like the Pentecostals. His faith

was a type of intellectual Presbyterianism that allowed him to read and write learned dissertations on matters of theology,

none of which appealed to emotion. He completely ignored the concept of spirit possession, with which I would one day

have to deal in my practice. He was more concerned with adapting Bible teachings to today's world to make Scripture

a practical handbook for daily living.

I had always been rather intimidated by my father as I was growing up, especially when listening to his sermons each

Sunday. The Presbyterian church service is always planned around the sermon. It is the high point of the Sunday

program, and my father worked extremely hard throughout the week planning it. Preaching a carefully worded sermon

was almost his sole reason for being as a minister. All other church operations were secondary to that function in his eyes.

My father was also a very troubled man. He had many social and financial problems, which resulted in a great deal of

unexplained family tension. It was only as an adult that I became aware of some of the problems, and only recently that I

learned why we children had not shared in an understanding of the source of those problems. My father believed that if

he expressed his real concerns in front of his children, it would be traumatically damaging to our maturing minds. He

believed that good fathers don't burden their children with their problems.

Naturally, we children knew father was upset because he was depressed all the time. This silence and isolation troubled

and intimidated us, perhaps having the very effect he thought would occur if he were open with us. In any case, only my

mother was allowed to share any of his burdens.

To make matters worse, my father had the habit of silence. He could sit silently for hours in a room filled with people,

immersed in a magazine. He often did it in my home, a fact which upset my wife. Yet he did not feel he was being rude; he

simply chose to avoid communication.

I found this conversational barrier difficult to adjust to. I spent a week with my father, and I had dozens of questions I

wanted to discuss with
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him. My wife and children were out of town, and I was looking forward to the time together to learn more about him. I

wondered what he had been like as a boy. I wanted to know about his father, also a Presbyterian minister, his brothers and

sisters, and all the influences which led to his development. He didn't talk to me, however; he spent his time buried

in reading matter. When we went out to eat, I was able to ask some questions, but he still would not discuss anything

with me. Instead, he gave me a sermon, which was his only means of communication.

My father always made it a point to avoid living and preaching by a rigid set of theological rules. His father, my

grandfather, had been a typical hellfire-and-brimstone preacher who fervently believed there was a right way to live if

you wanted to be saved. Mother felt this was why my father turned away from rigid dogma.

The result of my father's feelings was that I never heard him make absolute pronouncements during his sermons. He never

said, "You will go to hell if ..." because this was not a part of his preaching. In fact, I received almost nothing of substance,

which left me free do devise my own theology. My beliefs developed from my interpretation of the Bible, personal experience,

and general thinking. Thus, I have been open to new ideas, including the concept of spirit possession when it arose in one

of my more unusual cases.

Although there was much pain in my inability to communicate with my father, his flexibility did help me when I

stepped out of the boundaries of the known in the field of psychiatry. Had he been dogmatic, his beliefs and rules of

conduct would have become the standards against which I judged all experience. If an experience of mine seemed to

indicate one conclusion and the dogma against which I judged it indicated my conclusion was impossible, I might have

blinded myself to what could prove to be reality

Even though my father said little of substance during his sermons, I was always convinced that what he said was the

word of God. The minister is a prophet, and his words reflect God's way, or so I believed. Since I could not argue with the

word of God, I could not disagree with my father or any minister. But I also knew he was very much a human being,
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and I was aware of his numerous weaknesses.

For example, my sister once accidentally left her asthma medication on a table where one of my brothers, little more

than a toddler, could reach it. By the time her mistake was discovered, my brother had overdosed and had to be rushed

to the hospital.

My family was extremely poor at that time, even though my father had given up his full-time ministerial duties to

become an inspector for a manufacturing plant. We never owned a car during those early years, and my father relied on his

nephew, who lived a good distance away, for all our transportation needs. So he turned to this man for a ride to the

hospital rather than rushing out to one of our dose neighbors who undoubtedly would have helped in the emergency. As

a result, at least twenty minutes was wasted before my brother could get help, and by then it was too late. My brother died

in convulsions in the hospital's Emergency Room.

My father felt it was his place to preach the funeral service himself. It was extremely difficult for him, and I was proud that

he had the courage to do something he believed was right. At the same rime, my respect for my father was diminished by

the knowledge that he possibly could have prevented my brother's death. It was possible that damage caused immediately

after the pills were swallowed would have been enough to take my brother's life regardless of what was done. But I didn't

know that for certain. All I knew was that he got to the hospital twenty minutes later than necessary. Had my father been

flexible enough to deviate from his normal routine, my brother would have had professional help much sooner.

What bothered me most, I suppose, was my father's complete lack of guilt. He simply was not aware that he could

have done anything differently. In his eyes he had done everything possible. He was seemingly incapable of considering

any other option than the one he took, both at the time of the crisis and upon later reflection. It was indeed a paradox since

he seemed to abhor such rigidity in his religious work.

Although I was probably justified in my criticism of my father, I had to face the fact that I too failed my little brother. I was

fifteen, old enough to he aware of an alternative to calling my cousin, yet I said nothing. I could have told Father to call a

neighbor, or called for help myself. Instead, I let
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him handle everything without ever mentioning a solution that was so obvious to me. I felt it was my failure, as much

as my father's inability to see alternatives, that killed my brother.

I know this guilt was a major reason why I got so involved with my patients. Even when their lives were not

immediately threatened, I neglected family, friends, and pleasurable pursuits to answer what, to the patient at least, was

an emergency call. I made house visits when I thought them appropriate and took telephone calls in the late hours of the

night. The tension and the stress of this kind of life strained family relations and gave me a bleeding ulcer. But I was

determined never again to be an idle viewer in the midst of crisis. If my brother's death weakened my father's image in my

eyes, it also glaringly revealed my own lack of self-worth as I perceived it.

I was already thinking of a possible career at the time of my brother's death. I looked upon my father as a failure in the

ministry and had no intention of following in his footsteps. At the same time, I had a tremendous desire to do the kind

of work that is beneficial to others. That was when I considered medicine and, more specifically, pediatrics, so I could save

other little boys who got into trouble as my brother had. I had let one child die. Through medicine, I would help other

children experience a better

Feeling very noble, I declared myself interested in pediatrics when I went to medical school. Unfortunately, the harsh

realities of the medical world quickly changed my plans. The babies and small children were a delight, and I could easily

tend to their needs. Mothers, on the other hand, were difficult to handle. Perhaps I had not developed adequate compassion

at that point, and the endless hours of work may have left me so tired and strained that I rook an extreme viewpoint. In any

case, I found myself emotionally drained from dealing with worried mothers. I dropped my plans for a pediatric

specialty.

Later I learned that I wasn't the only one who had difficulty dealing with my father, although his other problems

stemmed from his temper rather than his approach to religion. Because my father was so withdrawn from others, he

did not express his concern or irritation with minor daily
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problems. When something irritated him, he didn't attempt to deal with it in an appropriate manner at the time it

occurred. Instead, he held it inside, compounding the tension with each new stress until he absolutely had to let loose. Then

he exploded in a rage totally inappropriate to the triggering irritation, at least as far as anyone could tell. They didn't realize

that his extreme reaction to a minor incident was the result of the pressures felt from a number of different events, all

unrelated. Even if they had, it is doubtful that such behavior would have been tolerated.

My family constantly moved from community to community and church to church as I grew older. Eventually there were

no more church positions, and my father had to rake a job in a manufacturing plant, preaching occasionally on Sundays as

a guest minister. My mother always managed to make each new church seem like a joyous calling. I did not learn until much

later that the moves were a direct result of my father's inability to get along with the various congregations. He

apparently lost his temper once too often in each area, and he was forced to move on because the congregations would

not tolerate his explosions.

The ministry does nor pay high salaries, and I always had to help the family by working at part-time jobs while in school. During

the summer between my junior and senior years in high school I was weighing career choices rather seriously.

Then I met a girl who had just been hired where I worked. She was quite attractive, and we often talked together. One day

she took my hands while we were discussing careers. She studied them for a few moments, then said, "You ought to go into

medicine. You have the hands of a doctor." I didn't have the slightest idea what a doctor's hands looked like, bur I enjoyed our

physical contact too much to insult her by saying so. However, her comment coincided with my own thoughts about medicine

since my brother's death, and it began to seem like a logical field for me. I had to promise to become a medical missionary

when I applied for a Presbyterian church educational scholarship in order to pay for college. Otherwise the money would have

to be paid back. Apparently I showed an unusual amount of zeal because my father, who sat with the panel, said I gave

the impression that my concept of medical missionary work was to "go out, cut open people's
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stomachs, and stuff religion inside."

In any case, I entered medicine with much dedication, but little real knowledge. I was completely unprepared for what

I would find.

Anybody who enters the medical field immediately understands why doctors refer to the profession as a practice, not a

science. Only so much book learning is possible, and even this body of knowledge changes every few years as old concepts

are gradually discarded and new theories accepted. A good part of any doctor's training involves putting textbook

knowledge into actual practice, and a small number of patients may die because of a new doctor's ineptitude. Of all people,

I know that only too well. I was at least partially responsible for the loss of more than one patient during my training.

While I was an intern on the surgery rotation, a man who had been attacked by a burglar was brought in. The burglar had

struck him on the head, knocking him out. He was found several hours later and rushed to the Emergency Room. He

became one of the number of patients for whom I was responsible that night.

At around three in the morning I was called to the patient's room. He was having great difficulty breathing, and his face

was turning blue. I could tell that conventional treatment wouldn't save him. He needed an emergency procedure known

as a tracheotomy.

In a tracheotomy, the doctor cuts a hole in the trachea, or windpipe, by slicing directly through the skin. Air comes

through the neck to the trachea, bypassing the obstruction .that is preventing the patient from breathing.

I looked at the patient and desperately thought back to my training. We had learned about this procedure, but it had

only been touched on, not fully explained. I had never done one and had never seen one done. I was terrified that if I cut

into his neck and missed his windpipe, I might sever one of the arteries, causing him to bleed to death. Yet he was dying

before my eyes. Theoretically, I knew what to do but I couldn't summon the courage to plunge a scalpel into his throat

because I was afraid my inexperienced hand would compound the problem. In my panic, I failed to realize that doing

nothing for him was more dangerous than a poorly done tracheotomy
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I rushed from the patient's room and raced down the hall to find the surgical resident. He had worked in the hospital

longer than I had and was fully trained in the skills needed to open the patient's windpipe successfully. Where I might

blunder with the scalpel, he would use one deft, perfect stroke to open the needed air passage.

The surgical resident ran back to the patient's room with me. He grabbed a sterile pack of instruments and was about

to open it when we reached the patient's side. The man was dead. My panic run to get help had cost him his life. I had

failed to do the job I had been trained for during all the long hours of college and medical school. I didn't know then

whether I could have saved that patient by trying the tracheotomy myself. I also had had no idea when I left him how long

that patient could live. But I did know that, as it turned out, my failure to try the procedure had eliminated the patient's one

chance.

My face was white as I left the room with the surgical resident. My stomach was churning, and I was afraid that! would

vomit. My eyes stung as I forced back the tears. I needed to talk about what had happened and the role I had played. I needed

to expose and explore my feelings with the resident, who was more experienced in both medicine and facing death than

I was.

Unfortunately, if that other doctor was aware of my inner turmoil, he gave no indication. He walked away from me and

returned to whatever he had been doing. The same was true of the other staff members who learned of the death either

that night or the next day. No one said anything to me. No one offered me words of advice or the opportunity to express

my feelings. It was as though the dead man was just another statistic, unimportant to anyone, and certainly not a reason

for emotional trauma on my part. Undoubtedly, this wasn't their real attitude,

I like to think that medicine attracts the strongly compassionate, and that my colleagues' seeming indifference was

a defense mechanism to prevent them from becoming so emotionally involved that they couldn't function. Yet I felt

hostility about their reaction at time.

1 had to live with that death for many months. It was a periodic parr of my dreams, and I frequently thought about it when

working with other
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emergency patients under my care. In time I adjusted to the fact that I had been at least partially responsible and could not

change that. I could never return the dead to life. From that day forward I tried to educate myself as fully as possible so I

would never again inadvertently I responsible for someone's death.

Even when my training was over, I had fears to conquer. I remember how scared and unsure I was when I first went into

private practice. While a doctor is in training, there is always someone around to review his or her work if I was unsure

of a treatment step, a senior resident or one of the professors was always there to discuss the problem with me. I used

my best judgment, which was either reinforced or changed by those around me. It was a very comfortable feeling because I

never had a sense of total responsibility. I did not have to risk those feelings I had experienced when I failed to perform the

tracheotomy on the emergency patient.

The patients didn't help bolster my confidence in those early days on my own. They looked upon me as all-knowing,

all-wise, and fully capable of helping them through even the most complex problems, despite the fact that I was still learning.

A patient might relate the most horrible story of psychological abnormalities I had ever encountered, then turn to me, smiling,

and say, "But of course you understand all that, Doctor. Now what can I do about it?"

Perhaps I did understand it. Certainly they weren't bringing me anything I hadn't studied in the textbooks or lectures.

But that was the problem; my understanding was intellectual. I had never known a real, living, breathing human being who

had had such an experience. To a degree it was embarrassing. I knew that whatever I said might affect the person's

life for years to come. I had a kind of power over my patients, and I did not like the idea of that type of control. At the

same time, I wanted to help and knew that my knowledge might truly work for the patient. I had to try, no matter how

uncertain I might be.

I began making suggestions that I knew were at least theoretically correct; yet I couldn't escape the feeling that I was

experimenting with the patient. If I discovered the theory I applied was practical through the experience of the patient,

then I would apply it with confidence the next
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time around. But there was always a chance the theory might not be applicable to the real situation, and I didn't have the

slightest idea what I would do if that proved to be the case.

My attempts to solve the problem of my inexperience led to my obsession with psychiatry. I devoted all my waking hours

to a mastery of the field. I was determined to gain some of the all-encompassing knowledge patients seemed to think I had.

I saw patients and studied the literature of field eight hours a day and four hours every evening throughout the week. On

Saturdays I worked another eight hours. Then on Sunday I caught up with my billing and paperwork. Occasionally there was

time to say hello to my wife and get reacquainted with the children.

I wasn't deliberately neglecting my family. I was trying to become worthy of the trust my patients had in me. However,

this did not lessen the strain on my family and home life.

In those early years, I also had to develop an office "style." Many psychiatrists believe they must find hidden meanings in

everything. My wife used to complain about some of my colleagues to whom a simple good-morning was an invitation

to an elaborate analysis.

I agreed with her and tried to avoid playing the same game. I believed that if people came to a psychiatrist with their

problems, they probably saw the doctor as their last resort. I saw no reason to assume that they would hold back either

facts or feelings. Of course, some patients could not or would not reveal all their problems, but I felt that most said exactly

what they meant while they were in my office, although their perspective was generally not as objective as my own. I tried

to avoid searching for hidden meanings when the expressed problem was obviously the true difficulty. I tried to avoid

twisting and turning every word I heard to create a half dozen problems that probably didn't even exist. I tried to be as straight

with my patients as possible since it's often so easy for a psychiatrist to exercise too much control and power in a

doctor-patient relationship.

Psychiatrists do exercise a great deal of power in our society. Not only do we influence patients, we also control their

freedom.

In those early days of practice, I would frequently be hired to give my professional opinion about people who were in the

court system. An al-
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coholic was arrested repeatedly for actions he took while drunk, for example. The judge sent him to me for evaluation.

After I talked with him, I would let the judge know whether I thought the person would repeat his antisocial actions.

If I thought his behavior pattern would continue unless he had help, I was supposed to recommend that he be

committed to the state hospital for at least ninety days. He would have no choice in the matter, so such an action really meant

his imprisonment. He wouldn't be in jail, but his freedom of movement would be equally restricted.

Of course, the basic issue is how many chances someone should have before being forced into treatment. I was one of

the professionals who made that kind of determination, and it was rare that the judge disagreed. This power meant that

my opinions had tremendous weight, and that was very unsettling. I did nor feel that any man, especially one as

inexperienced as I was then, should have such absolute power. At the same time, I was unable to find a better approach,

and I could only hope that my judgment was correct.

Fortunately, psychiatrists seldom have to face serious consequences for their decisions. The people who are committed

in this way are usually helped and, at worst, are deprived of their freedom for a relatively short period of time. Yet all

too often psychiatrists begin to believe that their opinions are special and that they have unusual insight into people

beyond the realities of their training. They become overconfident, and a tragedy occurs. I know this only too well, for, as

you will see, I would one day make that mistake as well, a mistake that contributed to the suicide of someone I

desperately wanted to live.
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J A N E T T E ,

W H O  C H O SE  T O  L IV E

T
HERE ARE MOMENTS IN LIFE th a t  a r e so momen tous that they forever affect the course of

your future existence. The first physical stirrings of puberty mark the end of childhood and the start

of a process that leads to independence and adulthood. The rite of marriage ceremoniously announces that you

have chosen to share your life with another person. A first job, the birth of a child, a new home are all easily recognized

as marking major life-changes.

But the day my personal and professional life changed forever was so unexceptional that I failed to recognize it at the

7time. It was an ordinary day in March of 19 2, and the patient whose illness would trigger the change seemed no

different than hundreds of others I had treated.

Janette and her husband were fairly new to Santa Cruz, having previously lived in Oklahoma and Arizona. They

came to my office quite by chance, having previously seen another psychiatrist in the community. The psychiatrist

had been skilled and reputable, but Janette had had a personality dash with him and knew she could not continue

treatment. If a patient cannot work effectively with a particular doctor, he or she should be referred elsewhere. Every

psychiatrist has had this experience at one time or another.

Janette sat quietly in my office, her hands folded in her lap, her head down, her long, rather stringy hair hanging

limply. She was obviously severely depressed but otherwise seemed to be an ordinary housewife.

The brief medical history I took that first day was not particularly unusual, although it was obvious that Janette had

been having psychological problems for quite some time. She was twenty-nine years old and her troubles
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seemed to date back to the seventh grade, when she dropped out in her sophomore year of high school to take a job as

a waitress in the Oklahoma city where she lived.

Janette lived at home while she worked as a waitress, a situation she found increasingly intolerable. She became

so depressed because of her mother, whom she described as a bossy hypochondriac, always whining about imagined

ailments, that she took an overdose of aspirin at age fifteen. She was hospitalized, then returned home.

When Janette was seventeen, she married a man she had been dating for three months just to get out of the house.

Unfortunately, neither one loved the other. She was his "proof of normality"— in reality, he was a homosexual who was

unable to come to terms with his sexual preference. The marriage was obviously unpleasant from the start, and Janette

had to be hospitalized twice for depression before she had the sense to divorce the man.

During this first marriage, which lasted five years, Janette and her husband moved to Arizona, and it was there that she

was hospitalized. Among other treatments, she was given electroshock therapy, a long used technique of applying weak

current to the two sides of the head in order to cause convulsions and unconsciousness. No one knows exactly what

happens during this experience, but severely depressed patients frequently feel better about themselves afterward.

Part of Janette's depression was perfectly understandable. She had a baby by her first husband and, as happens

occasionally, the umbilical cord became twisted about his neck during birth. The infant was deprived of oxygen for a

crucial few moments and was born retarded. Her husband irrationally blamed her, insisting there was something wrong

with a wife who would "allow" such a terrible accident to occur. Janette accepted responsibility even though she

certainly had nothing at all to do with the birth injury. Feeling depressed under such circumstances would be normal

for anyone.

Janette's second husband, Lee, was also one of life's losers. He was a skilled mechanic, but he had spent most of his

time drifting from area to area. When he was out of work, he would go to a bar and challenge any
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taker to a fight. Bets would be collected from the patrons, then Lee would go outside to prove his skills as a brawler. He

never lost and, as a result, always managed to get by financially.

Janette met Lee in a bar, and they were drawn to each other immediately. Both were lonely and troubled, yet they felt

that together they might make something of themselves. They married, and Janette had another child. However, the

marriage wasn't a success. Lee had the urge to roam and was never comfortable with a steady job. Janette continued

to have periods of depression and seemed unable to find happiness with the man she loved and who obviously adored her

as well. They stayed married for six years, divorced, then decided they couldn't stand living apart. They moved to Santa

Cruz and remarried. I met them four months later.

We began talking about the problems that had brought Janette to my office. She said she was compulsive. Some

mornings she got up early, began cleaning the house, and was not able to stop. At other times she became depressed

and was unable to accomplish anything. She felt hostile toward Lee and thought about killing him. Even worse, she had

fantasies about killing her children.

For two or three weeks she had suffered from occasional nausea and vomiting but otherwise felt normal physically.

She said that she had taken LSD and also too much alcohol at times.

The last hospital in which Janette had been treated had diagnosed her problems as a form of schizophrenia. I

questioned that diagnosis, however, because Janette had failed to respond to any of the medications used to help

schizophrenics. It had always been my experience that when medication fails to alter the condition labeled schizophrenia,

a different illness, although somewhat similar in symptoms, is the actual culprit.

There are three mental illnesses that people tend to confuse with one another, although they actually have little in

common. These disorders are schizophrenia, manic-depression, and MPD. The exact nature of each ailment will vary with

the individual, but they are always distinctly different from one another.

Most of us casually call schizophrenia "split personality," implying that the sufferer acts like two different people.

However, this is not accurate.

[26]



JANETTE, WHO CHOSE TO LIVE

Imagine instead that all humans have three layers: thoughts form the first layer, emotions form another layer, physical

reactions make up the third layer.

In a normal person, these three layers are properly symmetrical. You become aware of something, such as the death

of your grandmother, then have an emotional and physical reaction to the news. The intellectual awareness of the

event, in this case a death, is identical in both the normal and the schizophrenic individual. However, while the

normal person will then grieve, the schizophrenic may have an entirely different emotional response. He or she may

laugh, finding the tragic news humorous. Or he or she may not respond at all. A schizophrenic's emotional responses

are inappropriate for the reality of the situation.

What makes the schizophrenic unique is that this type of emotional short-circuiting continues throughout the person's life.

It doesn't happen once a week or once a month. The person exhibits irrational behavior every day.

It is now believed that schizophrenia is a genetically determined condition. The tendency toward it is inherited and is

probably the result of a biochemical defect in the brain. Although this is still only theory, it is possible to control the disease

with drugs called phenothiazines. Patients are not cured, but with continuing medication they can lead a normal life.

Janette told me she heard voices on occasion, but the phenothiazine she had been given did not alter this problem.

She was also aware that such voices were not normal, and she was concerned about what it all meant. A true

schizophrenic would have accepted the voices as real, without thinking that he or she had a problem.

The chemical imbalance that apparently causes schizophrenia also results in a body odor that people who work around

mentally disturbed patients can spot. I have heard many attendants and nurses in mental hospitals tell me they identify

schizophrenics by their smell. It is neither strong nor offensive, but it is different enough to be obvious.

Manic-depressives also have a hereditary problem, but their body chemistry differs so their response to life is different.

In manic-depression, the mental defect is exhibited in the extremes of mood control. Moods swing from high to low The

person's thoughts will center on joyous experi-
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ences or morbid ideas, depending upon these moods. Some people alternate between normality and manic behavior while

others alternate between normality and depression. However, most sufferers swing from extreme highs to extreme lows

with a normal period halfway through the cycle. These shifts in mood are totally unrelated to the external events that

would affect a normal person.

Diagnosis of manic-depression can be difficult because patients with other mental illnesses often exhibit many of the

symptoms found in the manic phase. Patients in this phase are euphoric, convinced that they are the greatest people on

earth. Unfortunately, a person using an unwarranted sense of greatness as a defense mechanism usually reveals himself

by fighting therapy. He doesn't want to see himself objectively and will resist treatment.

A true manic-depressive, on the other hand, has nothing to hide. He or she genuinely feels like the ruler of the world at

times and is not trying to repress an inferiority complex anything else. The patient is extremely cooperative and, as further

proof, the individual will exhibit the "down" phases of the illness as well. Thus the possibility of misdiagnosis is not as

great as it would seem.

Lithium is the drug that alters the chemical imbalance of the true manic-depressive. It brings stability to the manic-

depressive's existence. It allows the patient to function on an even emotional plane without impairing his or her powers

of reasoning or creativity.

Lithium and phenothiazines affect the chemical balance of the body very differently Janette had shown

inappropriate mood reactions symptomatic of either manic-depression or schizophrenia. Since the phenothiazines failed

to work, it was fairly certain that manic-depression was the more appropriate diagnosis. I decided to prescribe lithium for

her, along with other medication, and made another appointment for her.

A few days later Janette returned to my office. She was more neatly groomed; her hair was fixed, her eyebrows plucked

and penciled. But she seemed withdrawn. She responded my questions with as few words as possible. She seemed

unhappy with her family but would not go into enough detail for me to determine if the problem went beyond the
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manic-depressive state. Since she seemed more depressed than she had on the previous visit, I assumed she was in that

phase of the illness and, with luck, the continued use of the lithium would level her off and allow her to function normally.

I ran tests necessary to be certain she had an adequate, safe dose of lithium, then sent her home. Nothing seemed out

of the ordinary.

Had I had any hint of a problem, I would have hospitalized Janette immediately. However, I thought her emotions

would be controlled by the lithium, so I was shocked when Lee called to tell me she had been hospitalized after

attempting suicide.

In theory, a doctor should be constantly alert to the possibility of suicide. In reality, many psychiatrists try to deny

or minimize the suicidal tendencies of some of their patients. If we were forced to acknowledge the gravity of the

problem, we might have to demand that some patients be forced into the hospital for a seventy-two-hour observation

period against their will. We don't want to rouse the ire of the patients or their families, so we tend to put our own

convenience ahead of what should be obvious signals.

When patients talk of suicide, we sometimes tell ourselves that as long as they just talk about it, they are not actually going

to do it. Yet statistically we know this isn't true. If they talk of killing themselves, chances are they will try to do just that.

Later in my career I became active in suicide prevention organizations, initiating hot lines and similar services. I learned

ways to recognize a potential suicide and prevent the person from acting on the suicidal impulse. For example, I could

make a "contract" with the patient whereby the patient would agree to wait to kill himself or herself until after

seeing me. It was an attainable goal for the patient. He or she didn't feel the need to prove anything by dying immediately

The person retained the option of suicide bur put it off for several hours or several days. if you can delay suicide long

enough, the person eventually learns to cope through intensive therapy, without taking drastic, self-destructive action.

Janette, however, rook me by surprise with her attempt. I didn't know whether I had lied to myself about the danger

signals or if, for some strange

[29]



MINDS IN MANY PIECES

reason, there had been no advance warning. I only knew that I was caught unaware when she made the attempt, and I

was thankful that she had failed.

As soon as Janette was out of physical danger, I placed her in the psychiatric ward. I then asked a psychologist I knew

to conduct various tests to help me determine what problems she might have other than manic-depressive illness. The

psychologist was highly skilled and I trusted her opinion.

The next evening I was in bed when the telephone rang. It was late, and I was surprised to hear the psychologist's voice.

"Ralph, do you know what you've got with that patient you asked me to see?"

"No, Katherine," I said. "That's why I asked you to run a battery of psychological tests."

"You've got another Three Faces of Eve on your hands."

"What are you talking about? Are you telling me that Janette has Multiple Personality Disorder? Come off it, Katherine.

Do you know how rare those cases are? Nobody ever sees one of them. I mean, I suppose they're out there, but I'm

not going have one walking into my office."

"Ralph, I'm telling you it's a classic case. I went in to see her, and she was talking about how she didn't belong in the

hospital. She was walking about, rather agitated, saying there was nothing wrong with her. 'She's the one who's

depressed, not me,' she told me. 'She's the one who's got problems.'

"She was talking in the third person like that, and I had the feeling she was talking about Janette. It was like she was

somebody else and not the person I was there to see at all, even though, of course, it was the same person. It's a classic

example, Ralph. I'm certain that's her problem."

"I'll ... I'll be in to see her first thing tomorrow," I said, hanging up the telephone.

I was shocked. Katherine wasn't an inexperienced graduate student. She was a trained professional with plenty of

experience. I had always been able to trust her conclusions about the cases we had worked on together. If she said

that Janette was a multiple, then she must have had
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strong reasons for her conclusion. But MPD?

I tried to remember what little I knew about the subject. We had never discussed it at UCLA, nor had it come up during

my psychiatric residency at Stanford Medical Center. In fact, my total exposure to the subject had been watching Joanne

Woodward in The Three Faces of Eve when I was serving in the Air Force. I found the movie interesting, and 1 was able

to understand some of the possible causes of MPD, but the case was made into a movie primarily because it was so

unusual. Eve and her three personalities didn't enter the life of the average psychiatrist. If one such case was reported in

my lifetime, I figured that would probably be about it. I was certain that it was a phenomenon that would never

involve me as a practicing psychiatrist.

And yet, Katherine, the psychologist, had been so certain... .

Throughout the night my thoughts kept returning to Janette's problem and my potential involvement. I tried to view

the matter on an intellectual level, thinking about the concept of MPD and how I might deal with such a patient. I knew

almost nothing about the illness and never studied it in medical school. Most likely Katherine was mistaken, and if she

wasn't, undoubtedly I could find someone else to take Janette's case.

Unfortunately, I didn't know of any likely candidates and, if I did, I probably would not have been able to obtain their

assistance. I had been in practice long enough to make me the individual new psychiatrists might seek out for assistance.

I was supposed to be reasonably learned and totally competent. But I wasn't. I had always tried to do my best, but now

I was breaking new ground. I prayed that I might do the right thing and wondered if I should turn Janette over to

another doctor immediately. Finally, I decided to see Janette and analyze the situation before taking any further

action.

I felt alert as I entered the hospital the next morning, despite a sleepless night. I suppose my adrenaline was flowing as

I prepared myself for what was to come.

Janette was as I remembered her — quiet, introverted, and depressed. If anything, she was embarrassed by what she

had done. "1 don't even remember taking all those pills," Janette told me. "There's no reason for
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me to want to kill myself My children need me." Her voice was weak, and she looked down at the floor as she

spoke.

"Janette, the psychologist who saw you yesterday says there's someone else here with you," I began. Somebody should write

etiquette book about how to approach a potential multiple. I didn't have the slightest idea what I was doing or what the

results might be.

Janette looked puzzled.

"What I mean is, there's someone inside your head — someone else sharing your body"

I suppose another patient might have told me that I was nuttier than the people locked in isolation. But Janette was

too meek. However, by the expression on her face, I could tell that she thought I had been drinking too much.

"I want to meet the other person. I think I can if you'll give me a little cooperation. Will you?" She looked puzzled by my

request but trusted me enough to go along with it.

“All right, Dr. Allison. What do you want me to do?" she asked.

“Janette, just relax, close your eyes, and listen to my voice. Let whatever will happen, happen. I won't let anything

hurt you, believe me."

I wasn't sure what I was going to do. But it was essential that I sound confident and wise so Janette would relinquish

conscious control of her body. I hoped I could call out whomever Katherine had talked to the night before. If there was

"someone" inside, that personality apparently was willing to communicate, so there was some reason to hope I was

doing the right thing.

After a few minutes of encouragement, Janette relaxed and I said, in a commanding, forceful voice, "Now I want to talk

to whoever or whatever spoke to the psychologist last night. Come out by the time I count to three. One ... Two . Three!"

On the count of three, Janette's body stiffened and her previously blank facial expression became hard and calculating.

Her eyes opened and she watched me suspiciously. "Okay doc, what do you want?" said the voice coming from Janette's

body. It was harsh, grating, and loud. Her stance was that of a woman who had seen and done so much that nothing

could
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possibly surprise her.”'And God," she said, "it's good to get rid of that piss-ass Janette."

It was like something out of a movie. It was Joanne Woodward changing from Eve White to Eve Black in The Three

Faces of Eve. The memory of that movie flashed in my mind. I visualized the meek housewife, Eve White, suddenly

becoming the hostile, sexually aggressive Eve Black, who liked go to the bars in town and pick up sailors. But this wasn't

a movie. This wasn't an actress playing a role. This was a living, breathing human whose mind had shattered into

fragments, each of which had a unique character.

It was the kind of experience that seemed almost like a fantasy. Janette's tone of voice, mannerisms, and appearance

were different. I knew that if I saw this cocky, self-possessed, volatile woman from a distance as she walked down

the street, I would never suspect that she and the Janette I knew were the same person. "Then you're not Janette?" I asked,

my voice slightly hoarse from surprise.

I told myself to treat this as a learning experience. I was seeing something new in my field, and I should observe

whatever might develop. I shouldn't try to evaluate it or label it. I would watch and wait for her to give me more clues

about what was going on inside her head. The woman smiled and stood up, stretching her arms and legs. Slowly she

walked around me, looking me up and down she passed, apparently trying to decide whether or not I was worth her

time. "Do you think I'm that piss-ass?" she said. She moved over to the bed in her room and sat down. Her legs were

slightly spread apart and her skirt covered only portion of her thighs. She looked like a prostitute trying to lure a man

into bed.

"You're kinda cute. I bet you know a lot of tricks, being a psychiatrist. How about closing the door and giving me a

tumble?"

If the situation hadn't been so serious, it might have been almost humorous. I am what is politely termed a big man.

I'm well over six feet tall, heavier than I should be, and far from a woman's ideal of a romantic leading man. Janette

was what some people would call a mouse. Yet she was acting as though I was an ideal sex object. It was ridiculous.

Even worse, it confirmed Katherine's opinion that MPD might be a factor in this case.
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"Who are you?" I said, staying near the door, well away from the woman on the bed. I had no intention of chancing

even the slightest hint of impropriety. She kept away from me while she was talking, but if she was serious, I wanted to able

to get out of the room and get help quickly "Do you have a name?"

"Name? Hell, I guess you can call me Lydia. And the whole trouble with me is that I'm trapped in this piss-ass body,

and she doesn't want to do a damn thing that's fun."

"What do you consider `fun'?"

"Drinking ... dancing ... getting fucked. What else is there in life?" She winked at me, then shifted her body to what I

suppose was meant to be a more provocative position.

"When do you do these things?"

"Whenever I can get control of the body. Hell, doc, do you know what it's like being kept a prisoner in Goody Two-Shoes

here? I want to break loose every night, but I can't do it. I'm getting better, though. I'm getting out, popping pills, picking

up men more and more. One day I'm going to kill this bitch. Hell, she doesn't have any idea of how to have fun. If this

body's going to get around and enjoy the pleasures of life, I'm the one who's got to take control and do it."

As I listened to the woman in front of me, I was responding to the conversation on two levels. Intellectually, I found

the situation fascinating. For years I had been studying the human mind, and I had been intrigued by the complexities

and ambiguities in human thought and behavior. Now I had to chance to study one of the most unusual types of

mental illness anyone could encounter.

Unfortunately, I wasn't studying a textbook. In front of me was a human being who had put her faith in my ability

to help her lead a normal life. The complexity of her problem seemed overwhelming, but I decided to act anyway, not

knowing what might happen next.

"Is there anyone else in there?" I asked. "Is there someone I haven't met?" I had no idea what my request might bring.

I wanted to think that I was dealing with Lydia and Janette, no one else. Two different personalities somehow seemed

potentially manageable — no worse than the mood shifts of
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a manic-depressive patient. Any more would be a nightmare, yet I had come this far, and I knew I didn't dare make any

assumptions about this case. Because of my inexperience, I had to explore every possibility, no matter how silly or

unscientific it might seem at first.

"Come off it, doc. I'm the best piece in California. Why do you want to go elsewhere looking for your kicks?"

My voice became more authoritative. "If there's someone else in there, I want to meet her — now!"

"Doc, lay off," said Lydia, her voice rising as though she was frightened of someone. "I don't get out enough. I don't . . ."

Lydia's voice trailed off as her eyes glazed for a moment, then seemed to clear. They were suddenly softer, no longer

penetrating. The entire face appeared to relax and the muscles of her body lost their tension.

  "Janette? Are you back?"

 The woman before me looked intently at my face, then let out a deep sigh. When she spoke, her voice was soft, gentle,

and immensely sad. "I'm not Janette," she said. "My name is Marie, and I'm so tired of all this. In and out of hospitals

so often ... I've tried to protect her over the years, but it's been so hard, and I'm not a strong person."

  "Protect her?"
"From herself . . . From Lydia . . . So many problems, and I just can't seem to find the strength to go on. Sometimes

think it would be so peaceful to just go to sleep and never wake up.”

“Are you the one who took the overdose of pills?" There it was, my acceptance of the unacceptable. I was convinced

by now that this woman was indeed an MPD sufferer. I accepted each change of personality as the equivalent of talking

with a unique woman.

"Yes, I took the pills. 1 know suicide is wrong, but this life been such a nightmare for everyone. I just didn't see the

point in continuing as we were."

  "Do you still feel that way?"

"No, it's wrong, and I doubt that I could ever find the courage to try again. I'll continue the way I always have, bearing

all the burdens Janette can't handle and facing the shame of Lydia's actions."
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I talked with this new personality a few more minutes, then asked to speak to Janette. I didn't ask about anyone else

inside the body, probably because I was afraid of what I might find. It seemed logical to assume that I had met everyone

who might be there, though experience with other such patients now convinces me I was hasty.

Then Marie's stance and attitude changed and Janette reappeared. To my surprise, she had no knowledge of what had

gone on while I was talking to Lydia and Marie.

I didn't know how to approach Janette. I didn't know who or what she was, although I hoped she was the main personality

I liked her, and since she had been the personality who came to see me, I looked upon her as my primary patient.

Whatever happened during treatment, I assumed she would be the one who would survive. Yet how could I break the

news to her?

"Janette . . ." I began. My voice was none too steady, but I didn't want my nervousness to show. A psychiatrist should

be firm, strong, in command of every situation. It helps the patient build confidence in the doctor. That confidence

is not always justified, of course, but without it, there is little chance the patient will get better. "The hospitals in which

you've been treated said you were schizophrenic, but as we discussed in my office, the diagnosis is probably not correct.

You didn't respond to the medication, and your thought pattern is normal."

"Yes, Doctor . .." Her voice was low, almost a whisper. She was the type of person who lived in dread of another person's

anger. She was meek, subdued, radically different from Lydia. And yet it was the same person, at least physically

"After my examination I told you I thought you were suffering from manic-depressive illness. That's why I gave you

lithium."

"I've been following your orders faithfully, though I'm afraid it's not doing any more for me than the other drugs."

 "I know that. And I think I know the reason why."

Janette looked at me intently, her expression one of expectation. She did not like living the way she had been. She was

anxious to lead a normal life. I could tell that she wanted me to identify her problems once and for all, so that she could

finally begin feeling like everyone else.
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"Do you remember my saying that there was someone else inside your head? I asked to speak to that person — and

I did."

"I don't understand. I don't remember what happened after that. I forget things sometimes. I can't recall the last few

minutes, but there's nothing odd about that, is there? Lots of people forget things, don't they?"

"Not like you do, Janette. Not if my suspicions are correct." I then explained what I knew about MPD, implying

that it was a problem with which I was reasonably well acquainted. I had to instill the desire to get better in Janette.

She seemed to accept my explanation, although I later found that it was only a superficial acceptance. It would be

weeks before she truly recognized how ill she was.

As soon as I left my new patient, I went to the hospital library and began an intensive study of every piece of

literature ever published on MPD. I read The Three Faces of Eve, which was written by two doctors who, I

thought, might offer dues to the treatment of such patients. They didn't; nor were the other references very helpful.

However, I did begin to acquire a superficial understanding of the illness.

Multiple Personality Disorder is actually a coping mechanism of the mind. It is a way of handling problems that

otherwise seem overwhelming. Where the whole individual can't cope, a separate alter-personality is created to handle

different emotions. Thus, Lydia was filled with anger and a craving for cheap thrills. Marie, I later learned, professed

to be a good Christian woman who was in charge of the body when the marriage with Lee took place. Pregnancies

followed almost immediately, but they were unsuccessful. She carried the couple's first two children, each of whom was

born dead. The shock of the loss of the children, which she interpreted as punishment for some sin, greatly upset her,

and she seldom took control of the body. And Janette was a tense, frigid, puritanical woman who tried to cope with the

everyday chores of living.

Multiple Personality Disorder differs from other forms of mental illness in that the personalities are consistent in everything they

do. A schizophrenic is not particularly logical, as has been shown. But each alter-personality of a multiple will act the same

way each time he or she comes out.

According to the available literature I searched, little was actually known
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about MPD. The cases reported were few in number, and most of the observations were of individuals who had been

seen and studied but never cured. It is only today, after working with more than forty patients, almost all of whom

developed normal lives as whole individuals, that I begin to have an understanding of this illness. And I know that there

may still be much more to learn.

I have learned, for example, that certain patterns of causation are somewhat consistent. Child abuse is a factor, but this

need not be physical brutality. Some patients were brutalized by one or both parents; others received psychological or

mental harassment.

The MPD patient generally experiences polarity in family relationships as a child. One parent is seen as being "good"

while the other is "bad." However, the roles sometimes change, and the good parent does some bad, which can confuse the child.

Often the good parent will abandon the child through death, military service, or some other normal separation that the child

cannot understand.

Children who develop alter-personalities are taught to repress their anger and negative feelings. "Good girls don't

get angry" is the attitude conveyed by their parents or guardians. They are also taught to hide family "sins" from the world,

which makes psychiatric treatment difficult for them.

Children who become MPD patients are unusually sensitive to the emotions of those around them. They retain

extreme sensitivity all their lives, as they have psychic abilities. Henry Hawksworth, one of my former patients, could see

auras, for example — colors around people that reflected their moods. After his personalities were integrated, he was

able to utilize this ability in his work as a personnel interviewer..

Multiple Personality Disorder patients also seem to suffer from a psychological defect. They don't learn from experience

the way normal people do. The patient does something, gets punished for it, and then goes out and does it again. The

punishment doesn't become part of the learning process, nor do they really understand the cause-and-effect

relationship between an action and the ensuing punishment.

For example, one alter-personality repeatedly gets drunk and is always
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surprised by the hangover that follows. Cause and effect are not connected. Thus, part of my job as therapist is to get the idea

of personal responsibility across to the patient.

The MPD patient creates alter-personalities that are limited to only one type of activity. One alter-personality may be

serious and capable of handling business matters and other important aspects of living. Another alter-personality might

be childlike, enjoying toys and games regardless of his or her age. And a third alter-personality might live only for sex.

Each alter-personality of an MPD patient acts consistently in all situations. Thus, the business personality is dominated

by thoughts of work whether at the beach or an amusement park, or even in bed. A fun-loving alter-personality will

always act like a child. He or she will make paper airplanes in the office, shoot paper clips, and play any number of

other games with the company supplies, even during important meetings. Such an alter-personality might have no interest

in sex but would respond to the sexual invitations of a partner by running and hiding or starting a pillow fight.

The alter-personality who is filled with lust knows no restraints. The alter-personality may try to seduce almost anyone

of the opposite sex regardless of the role the person plays in the patient's life. The seduction will often be attempted in

front of others and in such a crude manner that the effect would be humorous if the alter-personality weren't so serious.

This total lack of judgment concerning social situations can greatly embarrass loved ones.

While I was trying to educate myself about MPD, I also tried to learn more about Janette's past. I wrote to various

hospitals where she had been treated, attempting to piece together a more complete medical history. I wrote to her

parents, explaining their daughter's problems and seeking their assistance.

Writing to Janette's parents was a gamble. Parents are frequently a cause of adult emotional difficulties. If the parents'

actions are not one of the problems, the child's misperceptions of those same actions are frequently to blame. Thus, there

was a chance that the information they could provide would prove of little value, which was the case.
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At the time I wrote to Janette's parents I didn't understand one critical factor — that parents seem to have been a

triggering factor in every case I have seen to date. Both the book and the film version of The Three Faces of Eve

indicated that the problem had its origins in Eve's childhood, although the book never clarified whether this was parental

influence or some related trauma. In any case, I felt that, if there was a chance that Janette's family could add

information I lacked, it was important that I obtain it.

While waiting for the medical information, I recognized that I was totally inadequate to treat Janette and her alter-

personalities. I decided to seek help from a friend who ran a large psychiatric ward in a major hospital outside of Santa Cruz.

My friend told me that the staff had seen a number of MPD cases and knew how to care for them. If I thought it was

advisable to send Janette to his psychiatric facility; he and the staff would treat her.

That was a relief! I was not foolish enough to want to pioneer in little-known areas of psychiatry when there were

experienced people in the field to whom I could send my patients. I gathered all the medical information I had on Janette

and sent her off to the hospital.

Janette was in the hospital for six weeks before the staff sent her home, pronouncing her "cured." During the early days,

both Janette and Lydia had been in control of her body. Janette might go to a group therapy session, for example, sit

quietly, and listen to the others relate their problems. Then, without warning, Lydia would take control, taunting the

other patients, making obscene suggestions to the men, and generally raising hell. Janette had no memory of these events

but accepted the descriptions of the staff and other patients.

The hospital staff felt the best way to treat Janette to was to work with her individually. Whenever Lydia went on one of

her rampages, the staff ignored her. They wouldn't talk to her or answer her questions. They ignored her sexual

advances and turned a deaf ear to her abusive language.

Gradually, Lydia put in fewer appearances. Finally, several weeks into the treatment, a note in Lydia's handwriting was

found, which said, "I quit! I quit! I quit!"

The hospital staff was jubilant. They believed the note meant Lydia was banished forever. When they told me what had

happened, I agreed with
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their conclusion. Several days later Janette was released.

I looked forward to Janette's next visit to my office. I expected to see a basically sound individual whose remaining

problems could be solved with normal treatment.

My attitude seems naive today. Multiple Personality Disorder is a complex problem that often takes years of care. But

I did not know the realities at that time. I had no understanding of the root causes of MPD, so there was no way for

me to evaluate the treatment. Eve's consultation with her psychiatrist had lasted for months. However, it was also

the psychiatrist's first experience with the problem. I knew that many weeks or months could be wasted as a result of the

doctor's lack of knowledge. My friend at the hospital had convinced me that his staff had a full understanding of the

problem. So I assumed that when Janette was pronounced "cured," she truly was. I could relax, secure in the knowledge

that my future would he no different than I had anticipated when I first opened my office.

"You son of a bitch!" roared the woman in front of me. She wore tightly fitting clothes, and her blouse was partially

unbuttoned. "What sort of place did you send her to, anyway? Do you know what those bastards did? They ignored me!

They ignored ME! Even the men. Hell, I may not be the best piece of ass that ever walked down the road, but I've got

far more going for me than either the nurses or the sickies. And not one of those mothers tried to fuck me!"

Lydia was back.

It was a moment of personal crisis. I was faced with a patient seeking help for a problem that was quite possibly beyond

my ability to solve. The sensible thing would have been to refer her elsewhere, but that is precisely what I had done when

I sent her to the hospital. The staff members were supposedly experts, and they had failed to understand that Janette

was really leaving the hospital as sick as she had been when she arrived.

Theoretically, I could have turned to the psychiatric literature and looked up the names of doctors who had successfully

treated such people. But I had looked over the literature, and it was obvious that other doctors didn't really know what they

were doing. The Eve White / Eve Black /Jane story

[41]



MINDS IN MANY PIECES

in The Three Faces of Eve ends with the psychiatrist's admission that Jane seemed to be disintegrating. A doctor either cures

a patient or he doesn't. The disintegration of Jane implied that she still needed more treatment or a different kind of

treatment, which eventually proved to be the case. Other doctors had merely been observers of patients who had never

changed. Still others seemed very much like my friend at the hospital, who ignored the problem and created a "cure" by

frustrating, not eliminating a patient's alter-personality.

I knew that I might blunder in my treatment and perhaps fail, yet I resolved to do my best to try to help Janette.

I knew that I could do no worse than anyone else, and I did want her to get well.

Looking back, I still wonder if I made the right decision at that stage in my professional development. Was I actually

enticed by the idea of blazing new trails in my field? Was I looking upon Janette as a guinea pig in an intellectual exercise?

Or did I simply care about this troubled woman and want to help her get well?

I don't know the answer. I'm not even certain I was ready to face the reality of my motivations at that time. What

is important is that I did plunge forward, disregarding my inexperience and lack of information.

My first step in treating Janette was to try to learn what had happened in the hospital. I mentioned the note Lydia had

written, adding, "I figured you had gone back to whatever part of the mind you came from, and I would only see

Janette."

"Of course I wrote that note," Lydia said. "I wanted those bastards to know I was through with them. If they weren't

going to be decent enough to even give me the time of day, why should I stay around there? I let that piss-ass have the body

the whole time. Hell, I saw through their game. I knew that if I wanted to get out of there, it was best to keep hidden until

they decided little Goody Two-Shoes could go."

   I began treatment by playing tape recordings of Lydia and Marie for Janette's benefit. She had no knowledge of

either personality and needed the shock of the recordings to convince her more fully of my diagnosis.

  I had hoped that my inquiries concerning Janette's background would help. Unfortunately, the hospital records proved

of little value since they
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added nothing new to the information I already had. The letter from her mother told me how terrible Lee was and accused

him of sending love letters to a woman in Oklahoma whom he had dated before his marriage. Both parents were

aware that their daughter had problems and were most concerned. But I learned almost nothing of value for treatment.

Perhaps the most important step I took in Janette's treatment was the utilization of hypnosis in the hope that it

would provide a better understanding of why alter-personalities had been created in the first place. I had been studying

hypnosis since my residency days at Stanford, but this was one of the first times I had utilized it with one of my patients.

There are many misconceptions about hypnosis. One of the most prevalent is the belief that the hypnotizer can dominate

the will of his subject. Actually, hypnosis is at least as old as recorded history, and many people practice self-hypnosis

without realizing it.

Hypnosis simply means that the mind is more open to suggestion than usual. It is similar to the state you are in just

before going to sleep. As a result, certain reflex actions that cannot take place during actual sleep are easily visible during

hypnotic state.

The subject's imagination can be stimulated far more readily than in the normal waking state. There is a heightened

awareness, and it is possible to break through to the subconscious mind. Thus, experiences that have been repressed

and kept out of our conscious awareness can be remembered under hypnosis.

Hypnosis is a safe therapeutic tool, and even bringing someone out of a trance is quite simple. You can tell them to wake

up, snap your fingers, or use any kind of movement or sound. If you leave the room without deliberately awakening your

subjects, they will come out of it themselves. However, if left to their own devices, subjects are so relaxed they often fall into

a natural sleep.

Although the psychiatrist using hypnosis can influence the subject's thinking through suggestion, the subject cannot

be made to do something he wouldn't do normally. The subject's conscience and normal value systems remain unaffected.

A righteous individual, for example, cannot be hypnotized into committing a crime.
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There are three stages of hypnosis: the lethargic state, the cataleptic state, and the somnambulistic state. Each represents

a somewhat deeper trance. The lightest state, the lethargic one, is a mild trance state in which the person regularly

remembers everything that is said and done. Breathing is similar to that of normal sleep and the subject can easily open his

or her eyes, although most subjects seldom bother trying.

The hypnotic effect intensifies in the next two stages. The person becomes insensitive to pain and can make his or her

limbs rigid. Eventually, the subject becomes completely immobile, moving only when directed to do so. Memory is

impaired during this period. The cataleptic subject retains partial memory of the trance state; the somnambulistic subject

loses all memory. In the latter stage memory is retained in the subconscious and can only be triggered by hypnotic

suggestion.

Through the use of hypnosis it is possible to take a person back in time to recall events that occurred many years earlier.

Sometimes the subject actually relives these events, going through the motions of opening presents on a fifth birthday,

for example. At other times the subject is a witness, not a participant in the scene, describing events in a detached manner.

A woman might "witness" a rape she experienced as a teenager, watching her body being abused as though she were standing

nearby rather than being the actual victim of the event.

My first hypnotic efforts with Janette were meant to help her focus on the reasons for the existence of her alter-

personalities. I quickly learned that Lydia served to express anger because Janette could not. If Lee did something

Janette didn't like, she said nothing. Resentment built up inside but went unexpressed. Eventually the internal pressure was

too great, and Lydia would take control, going on a violent rampage totally out of proportion to the incident that had

initially sparked the feelings of hostility.

Lydia also had fun. Janette had made her home her whole life, even though this was boring and emotionally

unhealthy. Lydia, on the other hand, liked places where there was music and drinks the men who were out for a good

time. Her life-style was distinctly opposite that of Janette's.

As I talked with Janette's alter-personalities, a possible treatment approach took shape in my mind. I recognized

that Janette had used the
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alter-personalities as a coping mechanism. If there was something she felt she had to do, yet couldn't handle for some

reason, the alter-personality would take charge without regard for the consequences.

I decided on two simultaneous courses of action. I had to find out what early traumas Janette had experienced. Only

then could I help her find coping mechanisms other than mentally splitting into several alter-personalities. Second,

I had to help Janette do those normal duties the alter-personalities were handling. I encouraged her to express the normal

anger she felt from time to time. When something upset her, she had to force herself to talk about it. She also had to

get out of the house and do something she found enjoyable. Only in this way could she lessen her dependence on Lydia.

I was using logic in my treatment because I didn't know what else to do. Even the strangest of mental disorders will

have a readily understandable original cause. Sometimes, as in the case of schizophrenia, it is a hereditary problem of

body chemistry. In MPD, serious abuse is a major factor.

In Janette's case, it was obvious that she did not feel she dared enjoy herself, so she suppressed this desire, creating

an alter-personality who could have the fun. If her values and thought processes were strengthened and encouraged,

the need for an alter-personality would diminish and a cure would be possible.

Lee asked to be a part of the therapy sessions, and I was glad to have him. He had problems of his own, but he genuinely

cared about his wife and wanted to help her. He encouraged her to speak up when he did something she found upsetting.

He told her he would not leave her if she argued with him. He said he would like her more because he could learn how

to modify his behavior to keep her happy.

I asked Janette to choose one activity that would truly make her happy. Her life had been confined to such a narrow area

that her idea of breaking loose was very modest. She wanted to join the PTA and go to their functions with the other

mothers. She had two small children in school and knew she was eligible to join.

Janette followed my suggestions diligently. She began telling Lee when
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she was upset and eventually gained the courage to express irritation toward others when such an emotion was

appropriate. She also went to a PTA meeting and came home exhilarated. For her, the PTA was the most enjoyable

activity she had ever known.

I had not talked to Lydia for a while, so I called her out several sessions after Janette began letting loose in her own

rather mild way. A different Lydia stood before me. She was still the same worldly-wise individual, but the fight seemed

to have left her body. She said she was weakened, and I believed it. She complained that she had no energy for sex,

drinking, or even taking over the body very often. It was only with almost superhuman effort that she managed to go

to beach one weekend, and once there, she had strength only to sit and wink at the men. Seduction and sex were

impossible.

I was delighted. I had hoped that if Janette began take over activities previously handled by her alter-personalities,

they would lose their reason for existing and fade into oblivion. But my idea was only a theory, and I was unsure of its

ability to succeed.

To say that I was naive when I treated Janette would be an understatement. I thought she had fully accepted the MPD

diagnosis. Her conversation seemed to indicate that she was comfortable with the diagnosis. She worked with me in therapy

and was quite willing to help me with a new patient, named Carrie, who shared Janette's unusual problem.

The truth, however, was quite different from the apparent reality. Janette had never developed a "gut" acceptance of the

diagnosis, which, I later learned, is necessary to give the patient the will to fight the illness. Before that gut acceptance

occurs, the patient lacks the drive to become whole. Until then, therapy is more of a game and isn't taken seriously.

Janette's gut, emotional acceptance came after a therapy session in my office. I had decided to deviate from my normal

treatment plan that day. Admittedly, my care of Janette had always been unstructured. My inexperience resulted in a great

deal of trial and error. But Janette seemed to be gaining self-awareness, and her need for the MPD coping mechanism was

rapidly diminishing.

I maintained only one rigid rule during treatment. Whoever brought
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the body to my office also took it home. Thus, if Janette kept the appointment and I asked to talk to Marie, I would recall

Janette at the end of the session. This particular day, however, I spent most of the hour talking to Lydia, whom I found to

be most unpleasant. When she was ready to leave I let her go, unable to convince her to let Janette regain control of the

body.

Lydia left my office looking for action. I later learned that she picked up two hitchhikers she found along the road. This

was something Janette would never have done.

The hitchhikers were two of the raunchiest-looking men imaginable, I was later told. They had long hair that had not been

washed in weeks. Their clothing was old, soiled and smelled of a combination of urine and whiskey They were so spaced

out on drugs and alcohol that they passed out as soon as they got in the car.

Lydia, who assumed that the men might be fun, was disappointed in them when they lost consciousness. She

returned control of the body to Janette, whose last memory was coming to my office. I knew there was a chance that

Janette would take control of the body while Lydia was driving, but I also knew there was no danger to other motorists. This

is one of the remarkable aspects of MPD patients. Because their lives are filled with events you and I would find strange,

they have learned to accept the unacceptable. Janette frequently found herself driving or walking in strange areas and

remained in perfect control. A passerby watching her car would not detect the "change" in drivers as she slipped from one

alter-personality to another. Nor was the multiple shocked in any way.

As I suspected, the discovery that she was driving down the highway caused only mild surprise, and Janette never lost

control of the vehicle. However, when she turned her head to see what was causing the strange odor in her car, she was

horrified by the sight of the unconscious hitchhikers at her side. She screamed in terror, jerked the wheel, and shot

off the freeway, bouncing along the shoulder, then dropping into a ditch. At that moment, awareness of her condition

reached her gut level of understanding. There was no other explanation for what had happened, no alternative way

to explain the presence of the two males. She was horrified,
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terrified, and thereafter willing to cooperate fully in treatment aimed at achieving a cure. She came to the next treatment

session totally dedicated to restoring her mental health.

Janette's progress was remarkable to me. She went beyond our therapy and found a way to carry on a verbal dialogue with

her alter-personalities. She turned on a tape recorder at home and demanded to speak to her evil alter-personality. To my

surprise, she recorded a conversation between herself and Lydia, as well as one between herself and an entity I had never

met. This was Karen, whose sole job was to help Janette get well.

The incident that prompted the tape recording occurred when Janette was extremely troubled. Someone who identified

herself as Janette telephoned my answering service and left a message for me to call back. But when I returned the call,

Janette knew nothing about it. She thought that one of the other alter-personalities must have made the call, and she was

determined to find out which one. She reasoned that since they were all in her head, she could talk to them, and they

would answer. Her husband set up the tape recorder and then left the house, at her request.

"I'm in control, I'm in total control," the tape began. Janette's voice was clear and firm. "I want to talk to Lydia. Lydia, I

want to talk to you. I'm in control, I'm in total control. Can you understand that? I want to talk to you, but I'm in control.

You have my permission to come out. That's the only time you can come out, when I give permission. I'm in control,

I'm in total control, but you have my permission to come out. You have my permission to come out, Lydia."

I listened to the opening of the tape in fascination. I didn't know where Janette got the idea, since it wasn't my suggestion.

I had never seen such a concept discussed in the literature. However, I was even more surprised when I heard my

nemesis, Lydia, say, "Yeah, what do you want?"

An argument between Janette and Lydia followed. Janette accused her alter-personality of calling me on the telephone and

insisted Lydia tell her why. But Lydia claimed no knowledge of the incident and resented both the accusations and Janette's

assumption of power. Finally they both got angry.

"You've lied about everything," Janette told Lydia. "I don't believe you didn't make that phone call, and I'm going to find

out one way or another
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why you made the phone call. I'm going to find out what's going on. Now that I'm in control, I can turn you off and on

anytime I want to. You don't have to come out unless I want you to come out. The only time you can come is when  wish

you to."

Lydia replied,"You know that's a pack of lies. I can come out any damn time I please. Shit, why should I want to come out,

anyway, around this lousy place? Man, there ain't nothing going on that I want to have anything to do with. Let me

tell you one goddamned lousy thing, and you'd better listen to it. The next time I do come out, it's gonna be 'cause I want

to come out, and you're not going to know a thing about it. All of this crap about being in control. You're no more in

control now than you ever were, and you know it."

The argument continued, but Lydia was weakened, and she knew it. She was coming out with less frequency as Janette

began enjoying life more fully However, Lydia wasn't about to admit defeat. The fact that she wasn't as strong as she had

been was hidden in her burst of bravado. She said, "If I wanted to come out, I'd come out. But I’m just sick and tired of the

whole thing. The whole goddamned mess is a drag. I want to tell you something, lady. If I wanted in, I'd come in, but I'm

just biding my time. I'm going to come in when I want to, when I have the opportunity that suits me the best, and then,

lady, you ain't gonna have nothing to say about it. One way or the other, you ain't gonna have nothing to say about it. Because

you know and I know that I'm in control. That crap about you being in control, who'd believe it? Dr. Allison doesn't believe

that shit. You're really a pathetic sight. I'm sick and tired of even having anything to do with you. I'm sick of the whole

lousy goddamned mess. I'm sick of it. I hate the sight of you. You make me sick. You and your goddamned puritanical ideas.

It makes me sick! I don't want to talk to you anymore. I can come and go when I want to."

"Lydia ... Lydia . . . Lydia . . . Lydia . . . I want to talk to you. I am in control, and I want to talk to you, Lydia."

"Dammit, leave me alone. I'm so sick of your whining and bawling and crying and going on that I could just die. You

know, as a matter of fact, that's not such a bad idea after all. All these years you've tried to do away with us. All these years,

and I've stopped you. Yeah, you can thank me for
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that. I'm the one that saved us, not you. Shit! You'd have had us in the grave a long time ago, but I'm the one that

always pulled you out of it, not you. And when you say that you're the strongest, dammit! Well, I've got just one good mind

to let you do it. I'm sick of it, too. You know I am just as sick as you are of whole mess. I want out of it, too. But I'll be

damned if I'll let you take over. I could have it if I wanted to, mind you, but I don't want to anymore. I'm just tired, you

know"

The subject returned to the telephone call. Lydia tried a new approach. She decided that no telephone call had ever been

made to me and tried to convince Janette I was lying to cause her even more trauma.

Lydia said,"I didn't make any phone calls, and you didn't make the phone call. You know what's wrong with you?

Your mind is going, lady, it's really going. You're so wound up that your mind is slipping right out of it. And you might

say that you're my only real help. Because you are helping me to gain everything I wanted, that is, if I want it

anymore, which I'm not sure I do. But it sure is going to be accomplished, because you're the one that did it. You don't

know the tricks that are being played on you. That phone call. That Dr. Allison; he's a pretty smart person; he's pretty smart,

all right. But he makes one call to you — us — and says that you've made a phone call. Well, you know you didn't, and

I didn't, but you buy it, and I'm not, and that's the whole difference. You're so damned gullible, you're buying it. That's

really hilarious!"

The words seemed to shake Janette's confidence for a moment. However, before she could become too concerned

over this new idea, a third voice was heard. It was a new voice to me, and I was as surprised by the sound as I had been

by the entire experience of hearing an MPD patient have a dialogue with an alter-personality.

"Listen to me," said the voice we came to call Karen. "I'm trying to help you. I've been trying to help you, but you

won't listen to me."

Janette was shocked. She questioned this new voice, trying to understand what was happening. As they talked, Karen

explained that she had called me and that she was trying to help Janette.

"Lydia's not aware. She doesn't know me," Karen said,”'but I know Lydia. I know Marie. I know everything that you

don't know I know how

[50]



JANETTE, WHO CHOSE TO LIVE

to get rid of Lydia. I know why Marie went away. I'm your only hope, if you'll just listen to me. I'm just trying to help

you. Because I'm strong. I'm strong but I have to have your confidence, and I have to have your belief in me so that

we can, you and I, get rid of Lydia for good. I mean from now on, so she can never return again, 'cause she doesn't know

me. She's not aware of me. She doesn't know about the phone call."

"What were you going to tell Dr. Allison? Why did you call him? I don't understand. I'm confused ... I'm so

confused. I want to know why."

Karen said, "Because if Dr. Allison knows, if he knows there's two of us against Lydia, then he'll be able to help you better.

He'll be able to help you overcome, to overcome Lydia, because she is just one piece of you, and it's a completely bad piece,

and we're going to get rid of it."

"But I don't want any more people. I just want me. I just want one personality."

"But don't you understand? If you and I work to help you, we will be one, not two, but just one. But see, I'm the side,

I'm the part that can help, if you'll just let me, I'm the part that you fight. You fight me. You use all your energies to fight

me when you should be fighting Lydia. You can get rid of her, you know that. You're stronger than she is. But you don't

believe you are. You don't believe it. But I know. I know you're stronger."

"I'm scared, I'm so scared," sobbed Janette. "How do I know if I can believe you? I don't know anything anymore. I'm so

confused and mixed up." 

“'Janette, please trust me. Believe that I am trying to help you, and, by helping you, I help myself. Then we can

become one and have all the things we want, the good things, the things you know are right, the things that I know are

right. We can get rid of her, just knowing that I'm here." 

"God help me!" Janette said, weeping uncontrollably.

"Janette, I'm going to be with you, and, you must just try to think strong thoughts and hate the kind of person that Lydia

is and the things that Lydia has made us do, hate all that she stands for, which is the devil itself. Hate it all, and then you

and I can become one and be one solid person, solid in every way. Don't be frightened of her. Do whatever I say, to show

your feelings, to care, to let yourself go, to let yourself be. Let me please come out. I'm strong, Janette. I'm very, very strong,

but you have to want
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that strength, you have to want it, but let me through, please."

"Okay ... Okay . But will you come out when Dr. Allison talks to me? How can I get you to come out when I want

to?"

"Janette, I won't come out like Lydia does. I'm not going to press myself, push myself, because this is something

you've got to want to do. You've got to want it yourself: But I will be there to help you. I've got the strength, all the strength

that you need, if you'll just allow it. Just let yourself accept it, that you are all the things that Lydia isn't, and that we are

two against her one, and that we can become one solid person, that lives, that cares, that knows God."

"I can't think about God anymore! It's too hard to think about it anymore. Why did He let this happen, all this

confusion, heartache? I'm scared."

"Janette, you let this happen. You let this happen through all your fears and all the things you did that you thought were

bad. You never let yourself see good. But God’'s there, Janette. He stands by. He's there. You could accept Him. I have."

"Why, why did Marie go away? Why? She was the good one. Why did she go away? She's the one I wanted to be. Why

did she go away?" 

  "Because she's not strong enough, Janette. She's not strong enough. She let people hurt her. They hurt her so bad. She

couldn't fight the world. She didn't know how. She knew God. She knew His love and His mercy, but she was too

weak. She hurt too bad. She couldn't withstand the pressures and the pain. But you and I can."

  "Please come out whenever Dr. Allison needs you to help."

"I am there, Janette, if you will just let me be. I'm there. I've always been there. But I need your strength as much as you

need mine. I'm just a part of it, and you're just a part. But together we can be the whole."

When I listened to the tape, I was flabbergasted. I didn't know who or what Karen might be. I didn't understand how

Janette achieved the dialogue she recorded or what its significance might be. I was witness to something that had never

been reported in the psychiatric literature as far as I knew. Once again I was on strange terrain in the seemingly endless

frontier known as the mind.
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I managed to run a computer-reported personality profile on Janette, on her angry personality, Lydia, on the rather

bubbly Marie, and on the new personality, Karen. The tests were meant to determine the kind of person each entity

might be, though they had never been given to a multiple before. They were normally used to evaluate emotionally

"whole" individuals.

The test results on Marie revealed a person trying desperately to be happy while denying her many problems. Since she had

always acted as a long-suffering martyr, this seemed logical. Lydia proved to be intensely antisocial, while Janette herself

was revealed as an extremely depressed, unhappy woman.

The only personality who scored in the normal range was Karen. Her test results indicated that she was perfect —

absolutely without faults. Since this is not possible with a normal person, the computer interpreting the test score

evaluation reported that Karen was trying to hide her faults. In reality, this individual was "perfect," at least in the areas

covered by the tests.

I believe that Karen actually was "perfect" because she was typical of the unique aspect of the mind I eventually found

in other MPD patients. She represented the Inner Self Helper (ISH). In a normal person, this aspect is the best part of

the individual -- the conscience or the superego. The definition isn't really important. It is enough to know the ISH is there

and that the therapist can call upon it in a multiple, utilizing this entity's help in the cure.

The ISH might be called the second level of consciousness. The first is the personality we show when dealing with the

outside world. Freudian psychiatrists refer to this first level as the ego. The ISH is that part of the individual's

consciousness that is free from emotion. It is not neurotic. It is pure thought and uses good judgment. It has a conscious

awareness of God and a strong sense of right and wrong. It does not necessarily respond to cultural demands.

As one multiple's ISH told me, "I have many functions. I am the conscience. I am the punisher if need be. I am the

teacher, the answerer of questions. I am what she will be, although never completely, for she has her emotional outlets,

which I do not need. But she will have my reason-
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ing ability and my ability to look at things objectively. I will always be here, and I will always be separate, but the kind

of separateness which is yours, a oneness with a very fine line of distinction. An emergency backup, perhaps. If am gone,

she is just a body. She can send part of me off and leave a small portion. But if all is taken, she is a shell. Now I am kept

busy sorting out the different messes and problems created between the alter-personalities."

Is this accurate? I don't know I can only absorb the information given to me and see how it compares from patient to

patient. It may be many years before we know how much of this represents reality and how much is simply the notion

of troubled mind. I am only certain that such comments seem to be consistent from patient to patient, adding credibility

to what they have to say.

The definitions of the conscious and unconscious mind are as varied as the number of psychiatrists. I tend to ascribe to

the theories developed by an Italian psychiatrist, Dr. Robert Assagioli, who wrote and taught about a psychotherapeutic

approach called psychosynthesis. In his approach, described in his book Psychosyntheses (New York: Viking Press,

1968), the mind has several levels of consciousness. The first is the conscious mind that contains everything you are aware

of at the moment. It might be compared to the tip of an iceberg in that it is probably the smallest part of the mind.

The conscious mind contains a center that is the focus of your attention. However, it retains far more than you are

aware of, and, as a result, it is easy to switch from subject to subject. This is very similar to peripheral vision. Even though

you may be looking directly at someone, your peripheral vision is catching a glimpse of events occurring on either side of you.

The same is true with the mind.

Calling the unconscious a part of the mind is somewhat misleading. We only have one mind, and the boundaries

between conscious and unconscious are constantly fluctuating. An extremely introspective person is aware of many

things other people might relegate to the unconscious. In other words, it is a matter of what you are thinking and

utilizing at the moment as well as what you have buried in your head that, one way or
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another, can be summoned forth.

The unconscious mind, in Psychosynthesis, has three layers — lower, middle, and upper. The lower area is what Freud

might call the id. It is the repository of all repressed anger, hostility, and negative emotion. It can be considered the mental

"sewer." As it builds, it creates enormous stress for the individual. Lydia might well have originated from this level since

she was spewing forth nothing but hate and venom that Janette repressed.

The middle unconscious is similar to what Freud called the preconscious. It is the storage area for all neutral

information. Here you will find telephone numbers you don't need at the moment, the names of all those old friends you

haven't thought about for a while, and similarly unemotional information. When you take a test, the facts you need originate

from this area. It might be called the mind's library.

Finally, there is the upper level of the unconscious mind. This is the positive pole, where Karen is located. All the

mind's coping abilities, musical talents, artistic attributes, and the like are formed there. It is the source of love,

appreciation, and truthfulness.

During Janette's treatment, we gradually began to piece together her past. Janette was the only child in her family for

the first few years of life. Her mother was a cold woman, unable to give affection, and Janette hated her. Janette's father, on

the other hand, was extremely physical — touching, loving, and obviously delighting in his only daughter. She, in turn,

thought he was the most wonderful person in the world.

The United States entered World War II when Janette was just four years old. Her father was drafted into the military, a

situation he explained to his daughter as best he could. But the child was too young to understand. To her, daddy's several-

years-long absence meant only one thing – the man she loved had abandoned her to a woman she despised. She was

"unwanted," and the trauma was overwhelming.

Janette's mother had two sisters who were constantly used as object lessons. The sisters were liberated women at a time

when such a life-style was considered sinful. At the very least, the sisters liked to drink, dance, and pick up men. Janette's

mother considered them no better than prostitutes.
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Her mother believed that a woman's life should be one of martyrdom for husband and family. A woman who took

pleasure in life was a fallen individual, and she had no intention of letting her daughter engage in such evil ways. She

was also so ashamed of the wanton family members she warned Janette never to discuss the sisters, or any other

shameful family secrets, with outsiders. This ingrained lesson later made our therapy difficult because Janette had a hard

time talking to me. Only her strong desire to get better encouraged her to remain open, answering my questions, so

we could better understand the roots of her mental illness.

Janette was elated when her father finally returned from the war. He was thrilled to see how his daughter had

grown, and they become dose companions again. Unfortunately, her mother became pregnant with the couple's second

child. The infant was a boy, and her father was delighted with the idea of having a son. To Janette, the new baby was a threat

to her security

The birth of the baby was more pressure than Janette could handle. She knew she was expected to be thrilled about her

brother's birth. She had received lectures about loving this new addition to the family. Yet all she could see was her father's

joy at having a son — a joy that she felt endangered her relationship with her father. She could not tolerate the notion

that she had just regained him after his abandonment for all those years, only to lose his affection to a squealing, crying,

prune-faced infant.

Janette was overwhelmed. She wanted to act but couldn't. The pressure built, and suddenly Janette receded into her

mind. Lydia was born, and Lydia could express all the hate, anger, and frustration Janette couldn't express because of her

upbringing. Lydia took the infant boy, cradled him in her arms while her parents smiled indulgently, then horrified them

by dropping the child to the floor. They assumed it was a terrible accident and were relieved to find the damage to the baby

wasn't serious. In reality Lydia had hoped to murder the infant by smashing her helpless brother's skull.

When Janette was again in charge of the body, she was shocked to learn that her new brother was injured. Who could have

allowed such a terrible thing to happen, she wondered? Surely she was not at fault. She had not even touched him. Even

if she had been holding him, she would be ever
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so careful because she loved the baby so very much. Mommy said she would love him, and mommy was always right.

Sexual relations were another problem area for Janette. Through no fault of her own, her earliest contacts with sex

were all negative. The minister of the Fundamentalist church to which her family belonged abused her when she was

in elementary school. No one realized how sick he was until he came to Janette's school and lied to get her released in his

care. Everyone assumed the minister was good and decent. However, he proceeded to try to molest her as soon as they

were alone. She fled, and her image of God and the church completely shattered. Religion became an object of terror for

her after that, since she had assumed that the minister represented the best religion could offer.

The second incident occurred when Janette was approximately eleven years old. She had been playing in the schoolyard

after classes, staying by herself until most people had gone home. A boy of fourteen, the class bully, approached her and

forced her into the bushes. There he overpowered and raped her.

Janette had been an excellent student until the rape, but after that she lost all interest in class work. She may have

equated the sexual abuse with the school, although this was never fully determined. Whatever the case, she wanted to drop

out by the time she was in high school. She had been doing less and less schoolwork since the seventh grade, but everyone

told her she had to continue until graduation. She didn't want to do that.

Janette responded by creating a stupid alter-personality who took her place in classes. The alter-personality was as

dumb as Janette was bright. She was genuinely incapable of learning. Her intelligence test scores were low, and she lacked

the mentality to learn anything. When she reached the age of sixteen, she quit school with her teachers' blessings and

took a job as a waitress.

As therapy progressed, I discovered the origin of Marie as well. She had begun as an imaginary playmate for the lonely

Janette, who was three years old at the time.

Many children have imaginary playmates. It is a normal part of childhood, not a pathological disorder. However, the

normal child has a dear
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understanding of the difference between fantasy and reality. The playmate is not a substitute for real friends when other

children are available for play. Furthermore, the imaginary playmate is discarded as the child grows older.

Multiple Personality Disorder patients create imaginary playmates without making dear distinctions between fantasy

and reality. The playmate becomes quite real to them. Eventually the playmate develops into what appears to be an alter-

personality with certain characteristics, often ones the child dares not show for one reason or another.

For example, Janette was frequently chastised by her mother. She had the feeling that she could do nothing right and was

upset by the frequent scolding she received. She created Marie, who was all-good and never got a scolding. Marie did

everything right. She was all-giving, a proper Christian, and the person who would eventually marry and become a mother.

Thus, everything positive and good went into Marie, and everything negative and hostile went into Lydia.

Sex was a major problem between Janette and her husband, Lee. She was extremely frigid and had trouble touching

him in bed. Marie willingly had sex with him, but only because she believed it was her duty, not because she truly enjoyed

it. The only alter-personality with sexual desire was Lydia, and she didn't get along with Lee. She preferred picking up

men in bars and delighted in dominating them, making them do whatever she wanted.

My therapy in this area was also based on logic. Janette and Lee professed love for each other, and their affection

appeared to be genuine. Since sexual relations are a normal expression of love between a husband and wife, I felt it was

important to help Janette learn to enjoy sex. I knew enough about her life to realize that her fears were based on her

childhood notions of sex and sin. Fortunately, she had been going to PTA meetings for a while and had begun to see

that something could be pleasurable without being evil. She agreed to try a desensitization exercise to help her relate to

Lee in bed.

Under hypnosis, Janette imagined herself on a street with her husband coming towards her. At first he was far away,

and she was comfort-

[58]



JANETTE, WHO CHOSE TO LIVE

able with this image. Then I asked her to imagine him at closer range, mentally stopping him where he was if she began

to get nervous. She was able to imagine him directly across the street but could not seem to get comfortable with the

idea of his being any doser.

During the next desensitization session, I had her imagine herself looking at a videotape of Lee. First, he was at the far

end of the room. Then I asked her to use the video camera to bring him closer while she studied his face. Each time

she got nervous, she could mentally stop the tape. She still saw a color image of Lee, but he would not be able to come

any closer until she "pushed the button" to let him appear larger. She got to a point where she felt comfortable imagining

him as close as six feet away.

Janette's problems with her husband were so severe that we had to go to what seemed almost ridiculous lengths with

the imagery. The third session brought Lee to an imaginary position next to her. She was able to imagine touching him

while wearing gloves and a heavy coat. Then the imaginary coat came off, and she wore only a thin dress. Then the gloves

came off and their bare hands touched — one finger at a time. Finally, she imagined them touching four fingers.

Suddenly, Janette screamed and began weeping. The mental imagery had triggered her memory. She was back in

elementary school, being raped by the schoolyard bully. At that moment the truth was revealed.

Apparently Janette's mother had not been sympathetic when she learned of the violent abuse her child had experienced.

Instead, the mother used the rape incident as an excuse to launch into a tirade against all men. It was terrible to be touched

by a man, her mother said. They were all violent animals, and it was impossible for the experience to be pleasurable

if the woman was at all decent. The only women who enjoyed the brutal touch of men were prostitutes like Janette's

aunts, and they were going straight to the fires of hell!

Janette's new awareness of herself and the source of her strong emotions helped change her attitude toward both sex

and Lee. She was able to have normal relations with him and actually came to enjoy sex with the man she loved.

So we worked, step by step, toward sound mental health. We identi-
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fled traumas through the use of hypnosis and other techniques. Often one memory led to another, and we delved

deeper and deeper into her past. As we learned what had happened and how she had originally coped, we explored new

ways of coping. Janette learned to express a full range of emotions and reject the warped value system of her emotionally

disturbed mother.

Some of the memories were shocking. I realized that a mental illness as extreme as MPD had to stem from

overwhelming traumas, but the idea that one person could endure so much suffering was something even a psychiatrist

does not want to think about.

For example, Janette had a pair of earrings that greatly troubled her. She avoided wearing them because she was

so uncomfortable when she put them on. Janette could not remember where she had gotten them and assumed they

were from a dime store or a gift from Lee. However, when Janette was finally able to focus on the source, she

remembered that were a present from men who had gang-raped her. Janette had been in a mental hospital where the

attendants abused the patients. Several of them became interested in Janette, although, in fairness, I have to assume that

Lydia may have led them on. The men forced Janette to have intercourse with each of them against her will. When they

were finished, they gave her a pair of earrings to bribe her into silence. We were never able to determine whether Janette

feared another attack or thought no one would believe a patient over an attendant. However, she said nothing, took the

earrings with her when she left the hospital, then suppressed her memory of the incident. The earrings served as a

constant, subtle reminder, preying on her subconscious, until we worked through the incident and then threw away

the earrings.

Another time Janette awakened to find her own mother beginning to molest her sexually. The mother, who was

obviously a very disturbed woman, apparently had incestuous tendencies toward her daughter. Fortunately, after Janette

awakened, the mother did not press her desires and returned to her own room.

Memory after memory was brought to her conscious mind and explored. Janette learned new ways to view the

situations and alternative
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methods of coping.

Janette was still in therapy when she came to tell me that she and Lee were leaving town. They were moving to another

state where he had a chance at a job he wanted to take.

The idea of the move frightened me. Janette was well her way to recovery, but she wasn't healthy yet. I knew would be difficult

for her to find another psychiatrist, especially considering the rarity of her illness.

Janette corresponded with me for several months, participating in "therapy" by mail since she refused to look for

another doctor. As she grew stronger, she also faced tragedy. Lee left her after she discovered he was carrying on with

other women. Then she fell in love with a man whom she wanted to marry, but he was crippled in an automobile

accident and left confined to a wheelchair. He didn't wish married life to be a burden for the woman he loved. He thought

it was better that she find a "whole" man. She disagreed with his reasoning but couldn't convince him to change his

mind.

Now Janette and her children are on their own, and she wrote to tell me that she is functioning well.

So began my career with MPD. Janette forced me to take the first few steps into a mental universe which few psychiatrists

ever enter. I knew my future would be quite different from anything I had previously imagined. I had taken a giant step

into the unknown, and my exploration was just beginning.
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