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  Introduction


  Psychiatry is not an easy specialty. It requires a lot of patience and understanding, and there are many frustrations. I am sure psychiatrists sometimes get frustrated at patients who continue to destroy their lives, refusing to take on board the good advice they have been offered about how they could improve on their attitude to life’s many troubles.


  This book is not about the psychiatrists’ problems, however. It is about why psychiatry has failed to deliver what patients want, and what the consequences are of focusing on using harmful drugs of questionable benefit. Most patients don’t respond to the drugs they receive and, unfortunately, the psychiatrists’ frustrations at the lack of progress often lead to the prescribing of more drugs or higher doses, further harming the patients.


  Psychiatric drugs are so harmful that they kill more than half a million people every year among those aged 65 and over in the United States and Europe (see Chapter 14). This makes psychiatric drugs the third leading cause of death, after heart disease and cancer.


  I don’t think there is anything psychiatric patients fear more than forced treatment, and this is an important reason why having close contact with the psychiatric treatment system markedly increases suicides (see Chapter 15). I shall explain why forced treatment is unethical and should be banned and also demonstrate that psychiatry is possible without it.


  Many psychiatric drugs not only increase total mortality but also increase the risk of suicide and homicide, while no drug agency anywhere has approved any drug as being effective in preventing suicides. Lithium is an exception, as it might possibly reduce suicides (see Chapter 7).


  Widespread overdiagnosis and overtreatment is another issue I take up. There is huge overdiagnosis of mental disorders, and once you receive a psychiatric diagnosis everything you do or say becomes suspect, as you are now under observation, which means that the initial, perhaps tentative diagnosis, all too easily becomes a self-fulfilling prophecy (see Chapter 2).


  I believe we could reduce our current usage of psychotropic drugs by 98% and at the same time improve people’s mental health and survival (see Chapter 14). The most important reason for the current drug disaster it is that leading psychiatrists have allowed the drug industry to corrupt their academic discipline and themselves.


  I have written this book primarily for the patients, particularly those who have desperately wanted to come off their drugs but were met with hostile and arrogant reactions from their doctors, and I shall explain how it is possible to safely taper drugs (Chapter 12).


  I have also written the book for young psychiatrists in training in the hope that it could inspire them to revolutionise their specialty, which is badly needed. One sign that psychiatry is in deep crisis is that more than half the patients believe their mental disorder is caused by a chemical imbalance in the brain. They have this misperception from their doctors, which means that more than half the psychiatrists lie to their patients. I know of no other specialty whose practitioners lie to their patients. Psychiatrists also lie to themselves and to the public, and I shall give many examples of official statements that exaggerate the benefits of psychiatric interventions by five to ten times and underestimate the harmful effects by a similar factor.


  Those at the top of the hierarchy I call “silverbacks,” since they are almost always males and behave like primate silverbacks in the jungle, keeping others away from absolute power, which in nature carries rewards such as easy access to females – in psychiatry this translates into money and fame. These silverbacks suffer from collective, organised denial. They refuse to see the damage they cause even when the evidence is overwhelming. Further, they have united around a number of myths and misconceptions, which they defend stubbornly but which are very harmful for patients. Some of the worst, which I shall debunk in this book, are:


  
    	psychiatric diagnoses are reliable;


    	it reduces stigmatisation to give people a biological or a genetic explanation for their mental disorder;


    	the usage of psychiatric drugs reflects the number of people with mental disorders;


    	people with mental disorders have a chemical imbalance in their brain and psychiatrists can fix this imbalance with drugs, just like endocrinologists use insulin for diabetes;


    	long-term treatment with psychiatric drugs is good, as it prevents recurrence of the disease;


    	treatment with antidepressants does not lead to dependence;


    	treatment of children and adolescents with antidepressants protects against suicide;


    	depression, ADHD and schizophrenia lead to brain damage; and


    	drugs can prevent brain damage.

  


  I shall also explain how I have come to the conclusion that psychiatric research is predominantly pseudoscience, and why reliable research constantly tells us a very different story to the fairy tale that leading psychiatrists want us to believe in.


  I am a specialist in internal medicine and took an interest in psychiatry in 2007 when Margrethe Nielsen from the Danish Consumer Council approached me with an idea for her PhD thesis: “Why is history repeating itself? A study on benzodiazepines and antidepressants (SSRIs).”


  Her studies showed that, indeed, history has repeated itself. We have repeated the same mistakes with the SSRIs that we made with benzodiazepines, and before them with barbiturates. We have created a huge epidemic of drug overuse with just as many drug addicts on SSRIs as on benzodiazepines (see Chapter 12).


  Margrethe’s findings were not welcomed by two of her examiners, who had turfs to defend. One, Steffen Thirstrup, worked for the Danish drug agency, the other, John Sahl Andersen, was a general practitioner. Our drug agencies have contributed substantially to the current misery, and most of the drug harms are caused by general practitioners, who prescribe about 90% of the psychiatric drugs.


  They rejected her thesis for no good reason, but having appealed to the University, she defended it successfully.1 If psychiatrist David Healy had not been the third examiner, she might not have obtained her PhD, which would have been a gross injustice, as her research is sound and her PhD thesis is considerably better than many I have seen.


  Unwelcome facts are being suppressed all the time, and I shall give numerous examples of the works of the “doubt industry” where people incessantly publish seriously flawed research to provide support for their unsustainable ideas.


  After having studied the science carefully, I note that some people I have met and several organisations have come to the conclusion that the way we currently use psychiatric drugs and the way we practice psychiatry cause more harm than good. The general public agrees and feels that antidepressants, antipsychotics, electroshock and admission to a psychiatric ward are more often harmful than beneficial (see Chapter 13). I have no doubt they are right, and the double-blind placebo controlled randomised trials – which are not so blind as intended – have rather consistently shown that it is the psychiatrists that think their drugs are effective, not the patients (see Chapter 3).


  Investigators who have not been blinded effectively can see the exact opposite of what is actually true when they medicate patients. They see what they want to see, which is what is convenient for them and for their specialty, not what really happens (see Chapters 3 and 6).


  Cochrane reviews have shown that it is doubtful whether antidepressants are effective for depression (see Chapter 3) and whether antipsychotics are effective for schizophrenia (see Chapter 6). Some drugs can be helpful sometimes for some patients, particularly in the acute phase where a patient can be so tormented by panic or delusions that it can be helpful to dampen the emotions with a tranquilliser. However, unless doctors become much more expert in the way they use psychiatric drugs which would mean using them very little, in low doses, and always with a plan for tapering them off, our citizens would be far better off if we removed all psychotropic drugs from the market.


  Some people will see this as a provocative statement, but it isn’t. It is based on solid science, which I shall document. I am used to being called provocative or controversial, which I take to mean that I am telling the truth. In healthcare, the truth is rarely welcomed, as so many people have so many wrong ideas to defend. The silverbacks of psychiatry have created a fantasy world of their own, which is not evidence-based medicine and which is riddled by harmful polypharmacy (see Chapter 13).


  Silverbacks in the UK exhibit psychiatry’s organised denial


  People critical of psychiatry are often met with ad hominem attacks from the psychiatric establishment or with scientific arguments of little merit. This happened to me after I gave a keynote lecture in 2014 at the opening meeting of the Council for Evidence-based Psychiatry in the House of Lords, chaired by the Earl of Sandwich, called “Why the use of psychiatric drugs may be doing more harm than good.” The other speakers, psychiatrist Joanna Moncrieff and anthropologist James Davies, gave similar talks and have written critical books of mainstream psychiatry.2-5


  Three months later, psychiatrist David Nutt and four male colleagues (I shall refer to them by a collective “DN”) attacked me in the first issue of a new journal, Lancet Psychiatry.6 Their paper is only two pages long, but it is so typical of the silverbacks’ knee-jerk reactions when criticised that I shall describe it in some detail.


  Anti-everything


  DN started out by saying that, “Psychiatry is used to being attacked by external parties with antidiagnosis and antitreatment agendas.” Silverbacks often say that those coming from another tribe (“external parties”) are not allowed to criticise them. This arrogant attitude has unfortunate consequences because many psychiatrists adopt the same position towards their patients, thinking they need not listen to them or take seriously their criticism of the drugs they ingest. It is also common for silverbacks to stigmatise those who dare criticise psychiatry as being anti-something, and DN use the terms “anti-psychiatry” and “anti-capitalist” associated with “extreme or alternative political views.”


  “New nadir in irrational polemic”


  DN were unhappy with newspaper headlines such as “Antidepressants do more harm than good, research says,” which appeared in The Times and The Guardian after our council meeting, and they called this a “new nadir in irrational polemic.” They found it especially worrying that I being a co-founder of the Cochrane Collaboration, an initiative set up to provide the best evidence for clinical practitioners, had apparently suspended my “training in evidence analysis for popular polemic.” Silverbacks usually speak with the same voice as the drug industry because it so generously supports them financially (see Chapter 13), and DN are not an exception. We are told: “Depression is a serious and recurrent disorder that is currently the largest cause of disability in Europe and is projected to be the leading cause of morbidity in high-income countries by 2030.” No British understatement here, though there is no way we can reliably count the number of people with depression. The criteria for the diagnosis are arbitrary and consensus-based, and they are now so broad that a large part of the healthy population can get the diagnosis (see Chapter 3). It is therefore misleading to say that depression is a serious disorder. Most people have mild symptoms of everyday distress that hit most of us from time to time; very few are seriously depressed. Worse still, the dramatic increase in depression-related morbidity that DN speak about has been caused by the psychiatrists themselves. The drugs they use do not cure depression but turn many self-limiting episodes into chronic ones (see Chapter 12). This is not helping patients; it is serving the interests of psychiatry and the pharmaceutical industry.


  “Impressive ability to prevent recurrence of depression”


  The DN group argues that antidepressants are among the most effective drugs we have in the whole of medicine and mentions their “impressive ability to prevent recurrence of depression, with a number needed to treat of around three [to prevent one recurrence].” It certainly looks impressive but it isn’t true. The trials that have shown these effects, where half of the patients continue with their antidepressant drug after they have recovered while the other half is switched to placebo, are totally unreliable (see Chapter 11). This is because those switched to placebo have to go cold turkey, i.e. abstinence symptoms occur because their brain has adapted to the antidepressant, just like alcoholics get into trouble if they suddenly stop drinking, and these symptoms can mimic depression.


  In their praise of antidepressants, DN also say they have an impressive effect on acute depression. They haven’t. It is likely that they have no effect at all (see Chapter 3).


  DN note that fewer participants on an antidepressant than on placebo withdrew from the trials because of treatment inefficacy, which they interpret as evidence that antidepressants are effective. This interpretation is not appropriate. It is often the combination of the perceived benefits and harms that determines whether a patient stays in a trial. A patient who is on an active drug has often guessed this, because of the drug’s side effects, and might therefore be more inclined to continue in the trial even if the drug has no effect, particularly since psychiatrists often tell their patients that it may take a while before the effect appears. Conversely, patients on placebo have no incentive to carry on and therefore, more than in the drug group, drop out due to lack of effect.


  It is therefore advised in textbooks on research methods not to focus on the number of patients who drop out because of lack of effect. It only makes sense to look at the total number of drop-outs, which is also the most relevant outcome for treatments that are not curative but only have an effect on the patients’ symptoms.


  Patients are the best judges for deciding whether a perceived benefit of taking a drug outweighs its side effects, and they find the drugs pretty useless, as just as many patients stop treatment on antidepressants as on placebo in the trials for any reason.7


  Does academic debate increase suicides?


  The DN group mentions that many people who are not taking antidepressants commit suicide, claiming that a “blanket condemnation of antidepressants by lobby groups and colleagues risks increasing that proportion.” In my book about mammography screening,8 I called this the you are killing my patients argument. Those who raise uncomfortable questions about popular interventions are accused of being responsible for the death of many people. But let’s think. If we generalised this argument to become a common ethical standard, researchers could never question any intervention if it was believed to save lives. Thus, we would probably still be performing bloodletting in our hospitals for all kinds of diseases, even for cholera, where such treatment is deadly.


  More importantly, the crux of the argument is wrong. Antidepressants don’t protect people against suicide (see Chapter 3).


  DN claim that most of those who commit suicide are depressed, but the underlying data do not allow such a conclusion.9 A widely cited study found that most suicides were related to a diagnosis of depression, but only 26% of the people were known to have been diagnosed with depression before they killed themselves. All the others got a post-mortem diagnosis based on a so-called psychological autopsy, and it is self-evident that establishing a diagnosis of a psychiatric disorder in a dead person is a highly bias-prone process. Social acceptability bias threatens the validity of such retrospective diagnosis-making. Relatives often seek socially acceptable explanations and may be unaware of or unwilling to disclose certain problems, particularly those that generate shame or put some of the blame on themselves. It is therefore tempting to put the blame on an impersonal thing like a disease, which cannot protest although it might never have existed. It is a very popular belief among psychiatrists that most of those who commit suicide suffer from depression but it is doubtful whether this is correct – people kill themselves for many reasons other than depression.


  The next argument that the DN people put forward to prove their case that antidepressants protect against suicide isn’t any better. They claim that more than 70% are not taking an antidepressant at the time of death. Obviously, when people who are not depressed kill themselves, there is no case for taking an antidepressant before they die. Furthermore, antidepressants can cause an extreme form of restlessness called akathisia, which predisposes to suicide10, 11 and which can make the patient stop taking the drug before the suicide. Stopping an antidepressant abruptly, e.g. because the patient ran out of pills, can also cause akathisia and suicide. Thus, there are at least three good reasons why people who kill themselves might not have taken antidepressants at the time of death.


  DN’s next argument is also unconvincing. They say that in countries where antidepressants are used properly, suicide rates have fallen substantially. Well, in countries where cars are used properly (causing few traffic accidents), birth rates have fallen substantially, but that doesn’t prove anything. Scientifically sound studies have never been able to find a relationship between increased use of antidepressants and falling suicide rates, or vice versa (see Chapter 3).


  “Some of the safest drugs ever made”


  The hyperbole escalates towards the end of DN’s article. We are told that the SSRIs are some of the safest drugs ever made and that their adverse effects are rarely severe or life threatening. The facts are that SSRIs kill one of 28 people above 65 years of age treated for one year; that half of the patients get sexual side effects; and that half of the patients have difficulty stopping antidepressants because they become dependent on them (see Chapter 3). When silverback psychiatrists call SSRIs some of the safest drugs ever made, I believe it is fair to say that it is unsafe for people who suffer from something that could be treated with an SSRI to consult a psychiatrist.


  Critics “prefer anecdote to evidence”


  It is surreal to me when DN say that, “Many of the extreme examples of adverse effects given by the opponents of antidepressants are both rare and sometimes sufficiently bizarre as to warrant the description of an unexplained medical symptom,” and that, “To attribute extremely unusual or severe experiences to drugs that appear largely innocuous in double-blind clinical trials is to prefer anecdote to evidence.” DN do not appreciate that the main reason that SSRIs appear innocuous in clinical trials is that the companies have manipulated the data to an extraordinary degree (see Chapter 3).11-13


  Furthermore, DN fail to listen to patients. That an adverse effect is “bizarre” doesn’t disqualify it. Many patients have experienced the same highly bizarre adverse effects, which have returned when the patients were exposed to the same drug again. This is an accepted method for establishing cause-effect relationships in clinical pharmacology, which is called challenge, dechallenge and rechallenge. In 2010, on one of the occasions where I lectured to Danish psychiatrists, I got nowhere with this argument in a discussion with a US psychiatrist. He argued that the randomised trials had not shown an increased risk of suicide, but he didn’t understand that it is not a requirement for establishment of harms that they have been confirmed in randomised trials. He might have listened too much to the industry, which downplays the harmful effects of their drugs by pointing out that they weren’t statistically significant, often after they have manipulated the data to ensure that no significant differences would see the light of day.


  DN suggest that we should ignore “severe experiences to drugs,” which they dismiss as anecdotes and claim might be distorted by the “incentive of litigation”. This is the height of professional denial and arrogance. It is deeply insulting to those parents who have lost a healthy child and those spouses who have lost a partner whom an SSRI drove to suicide or homicide. Furthermore, members of the Council for Evidence-based Psychiatry explained in Lancet Psychiatry that British withdrawal-support charities report alarming numbers of people suffering disabling symptoms for multiple years following withdrawal from antidepressants.14


  “Insulting to the discipline of psychiatry”


  In their finishing remarks, DN say that my “extreme assertions … are insulting to the discipline of psychiatry … and at some level express and reinforce stigma against mental illnesses and the people who have them.” I shall explain in Chapter 6 that it is the psychiatrists that stigmatise the patients, not those who criticise psychiatry.


  DN also say that, “The anti-psychiatry movement has revived itself with the recent conspiracy theory that the pharmaceutical industry, in league with psychiatrists, actively plots to create diseases and manufacture drugs no better than placebo. The anti-capitalist flavour of this belief resonates with anti-psychiatry’s strong association with extreme or alternative political views.”


  In my reply, I noted that, “This is the language of people who are short of arguments.”15 It was pretty ironic that – of all their expostulations – DN lamented that critics of psychiatry believe that the pharmaceutical industry and the psychiatrists create diseases and use drugs no better than a placebo, as if this was a self-evidently absurd proposition. As I shall explain later, this is pretty much true. Whereas it is not true when DN say that those who criticise the overuse of psychiatric drugs are “extreme” or “alternative.” When I wrote to the editor of Lancet Psychiatry and requested an opportunity to defend my academic reputation, the editor told me that the Nutt and colleagues’ paper was given an independent peer review, as well as being subjected to legal review. This is difficult to understand, given its many errors, the pronounced ad hominem attacks, and the tough UK libel law.


  I addressed the worst of DN’s misconceptions in my reply.15 I also noted that Nutt and two of his co-authors, Guy M Goodwin and Stephen Lawrie, had between them declared 22 conflicts of interest in relation to drug companies, and I wondered whether this explained their dismissal of psychotherapy, although it is effective and recommended by the UK’s National Institute for Health and Care Excellence (NICE).


  After having read this, you might think that – in their own words about their critics – these psychiatrists are “extreme,” as they cherish so many unsustainable opinions about their own field of work. But unfortunately they are not.


  Professor David Nutt is a mainstream psychiatrist and an influential one. He was previously the United Kingdom’s drug czar (the main adviser to the government) until he was sacked for claiming that ecstasy is no more dangerous than riding a horse, which he called “equasy,” short for “Equine Addiction Syndrome.”16 Nutt won the 2013 John Maddox Prize for Standing Up for Science. The judges awarded him the prize in recognition of the impact his thinking and actions have had in influencing evidence-based classification of drugs, and his continued courage and commitment to rational debate, despite opposition and public criticism. Words fail me.


  Professor Guy M Goodwin is head of Oxford University’s Department of Psychiatry and was President of the British Association for Psychopharmacology in 2002-2004.


  Professor Dinesh Bhugra, at the Institute of Psychiatry at King’s College in London, was previously President of the UK’s Royal College of Psychiatry and is currently president-elect of the World Psychiatric Association.


  Professor Seena Fazel is a Forensic Psychiatrist at Oxford University’s Department of Psychiatry; he has an interest in violent crime and suicide.


  Professor Stephen Lawrie is Head of the Division of Psychiatry at the University of Edinburgh and is on the editorial board of Lancet Psychiatry.


  These psychiatrists are at the top of their profession and yet they hold views which are in direct contrast to the science in their field. This illustrates that psychiatry is in deep crisis and that its leaders suffer from organised denial.


  My preference is to mention names because people should be held responsible for their actions and arguments. If they do something laudable, they would be disappointed if they were anonymous, but it must work both ways. If I concealed the names when people did something reproachable, or sustained an erroneous belief, I would be inconsistent, and my readers would try to guess anyway who they were. Science is not about guesswork, which is another reason why I prefer to mention names. However, it is fair to point out that when I name a person for something he or she should not be proud of, there are thousands of others that have done the same or share the same beliefs.
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  What does it mean

  to be mentally ill?


  If we first take a look at medicine in general, we may better understand the diagnostic problems in psychiatry. We put disease labels on patients with similar problems to make it easier to communicate with each other, to do research, and to treat and prevent diseases from occurring. These diagnostic labels work best when we know what causes particular diseases. It is very useful to know, for example, that a certain pneumonia is caused by pneumococci, as we may then cure it with penicillin. We therefore subdivide pneumonias according to their aetiology and may even label them this way, e.g. we talk about pneumococcal pneumonia.


  There are many different kinds of diagnoses in medicine and some are preliminary and just describe a symptom, e.g. stomach pain, which may become the final diagnosis, if no cause is found, or the final diagnosis could be stomach ulcer.


  Some diagnoses are syndromes, which consist of several symptoms, signs and paraclinical findings (e.g. results of blood tests or radiology).1 Rheumatoid arthritis is a good example. We don’t know yet what causes it, although we suspect it is an infection. In 1975, a cluster of cases of arthritis occurred in Connecticut that were later shown to be caused by a bacterium, Borrelia, which is tick-borne. Before the aetiology was known, it was a syndrome diagnosis, and the patients could have experienced a rash, headache, fever and other symptoms and signs in addition to the arthritis.


  We can cure this disease with penicillin and other antibiotics, in contrast to rheumatoid arthritis, which is treated with pretty dangerous drugs. Most patients receive non-steroidal, anti-inflammatory drugs (NSAIDs) for their pain and some die because these drugs can cause stomach ulcers and heart attacks. Disease-modifying agents are also dangerous, and drug treatment is therefore an important reason why these patients don’t live so long as other people.


  The level of understanding of psychiatric diseases is pretty low compared to the rest of medicine, and the treatments are much more harmful and deadly than those used for rheumatoid arthritis (see Chapter 14). We don’t know much about what causes mental illnesses and the diagnostic uncertainty is far greater than in other areas of medicine.


  One of the things that is part of the syndrome diagnosis of rheumatoid arthritis is the presence of rheumatoid factor in the blood, which is an antibody directed against the person’s own tissues. There is no such blood test for a mental disorder, and it hasn’t been possible to demonstrate that people suffering from common mental disorders have brains that are different from healthy people’s brains (see Chapter 11).


  It is not easy to define what we mean by being ill or having a disease and we are not consistent when we talk about these issues. People with type 2 diabetes who have no symptoms are not ill, they just have a risk factor, increased blood glucose, which predisposes them to becoming ill. And yet we call such people patients and might even say they suffer from diabetes, although they don’t suffer the slightest bit. As another example, women who go to mammography screening are often called patients in information leaflets and scientific articles although they are healthy citizens, at least in relation to breast cancer.


  Quite often, psychiatrists prefer to talk about a mental disorder, rather than a mental illness or disease, which is because psychiatric diagnoses are social constructs. The staff at the Mayo Clinic in Minnesota call it an illness, however:2


  Mental illness refers to a wide range of mental health conditions – disorders that affect your mood, thinking and behavior … Many people have mental health concerns from time to time. But a mental health concern becomes a mental illness when ongoing signs and symptoms cause frequent stress and affect your ability to function … In most cases, symptoms can be managed with a combination of medications and counselling (psychotherapy).


  This is how most doctors think. As we don’t know what a mental disease is, we define it as a constellation of symptoms, which impair the patient’s life.


  Psychiatric diagnoses are made by talking to the patients, but the current checklist approach looks a bit too much like the familiar parlour game, Find Five Errors. For example, we say that a person who has at least five symptoms out of nine possible is depressed.3


  If we look hard enough, we will surely find “errors” in most people. We are very quick to form an opinion about a stranger, which in an evolutionary sense has great survival value. If we come across a stranger from another tribe in the forest, we decide instantly whether to run, fight, or start talking. In a similar vein, the doctor’s intuition and experience may suggest in a matter of seconds what the problem is for a particular patient, and there is a considerable risk that the doctor from then on asks leading questions, which yields the required number of error points and leads to a misdiagnosis.


  Instead of trying to understand the patients, psychiatry has developed into a checklist exercise,4 which one could ask a secretary or the patients themselves to carry out. Psychiatrists have told me that this is what general practitioners often do, after which they make a diagnosis. A 1993 study in the United States by the Rand Corporation showed that:5


  Over half the physicians wrote prescriptions after discussing depression with patients for three minutes or less.


  Studies have shown that doctors quite often don’t use the official checklists but, rather, their hunch about what might be wrong, which increases the risk of misdiagnosis and overdiagnosis even more. Although there are 374 diagnoses in DSM-IV (Diagnostic and Statistical Manual of Mental Disorders), only half of people who were in treatment met diagnostic criteria for a disorder.6


  This is a very unfortunate development. Serious mental illness is often linked to previous traumas, and childhood adversities triple the risk of developing psychosis.7 If the medical history isn’t uncovered – which takes time – the treatments applied will usually be pretty ineffective. Even Robert Spitzer, who was the driving force behind the new checklist approach to psychiatric diagnoses in his capacity as chairman of the working group for DSM-III, now recognizes that what he introduced and believed in has had unfortunate consequences.


  About 25 years ago, I discussed with a seasoned psychiatrist what the individual perspective means in comparison to what randomised trials tell us about the value of our treatments. I didn’t understand what he meant about individualising the treatment, arguing that no two patients are alike. I said that we wouldn’t know what we were doing unless we studied our interventions in randomised trials and treated patients with the same diagnosis in the same way even though they were different. I was influenced in my thinking by the failure of Freudian psychoanalysis, which was unscientific, as its practitioners didn’t bother to test whether their theories were true. They simply felt they were confirmed again and again by their patients.8 Science philosopher Karl Popper has written about this way of thinking with vitriolic sarcasm:8


  “As for Adler, I was much impressed by a personal experience. Once in 1919, I reported to him a case which to me did not seem particularly Adlerian, but which he found no difficulty in analysing in terms of his theory of inferiority feelings, although he had not even seen the child. Slightly shocked, I asked him how he could be so sure. ‘Because of my thousand-fold experience,’ he replied; whereupon I could not help saying: ‘And with this new case, I suppose, your experience has become thousand-and-one-fold’.”


  Even in contemporary psychiatry, diagnoses are sometimes made this way.


  The psychiatrist and I didn’t discuss the same thing. What he meant was that all the individual circumstances that for a particular patient leads to a certain diagnosis are different from those of the next patient who gets the same diagnosis, and if we don’t take these into account, we might give the patient the wrong treatment. I think we were both right. We need the randomised trials but only as a starting point for considering all the other relevant issues for a particular patient, which requires careful listening and an open mind.


  On being sane in insane places


  “All the other doctors said he couldn’t control himself. He has a disorder.”


  The family to a boy wrongly diagnosed with Asperger’s and wrongly treated with olanzapine9


  My concerns about how diagnoses are made in psychiatry are not exaggerated. It is one of the major problems in psychiatry, and it can take surprisingly little to get a diagnosis. It can be risky, for example, if patients mention they hear voices. In 1973, psychologist David L Rosenhan published a famous article in Science, “On being sane in insane places.”10 Rosenhan and seven other healthy people showed up at psychiatric hospitals and said they heard voices. The task was to get out again by their own devices by convincing the staff that they were sane. As soon as they had been admitted, they therefore ceased to simulate symptoms and behaved completely normally. Yet they were hospitalised for 19 days on average (Rosenhan for two months before he was released), and they were prescribed drugs they avoided swallowing, a total of nearly 2,100 pills of a wide variety, although the pseudopatients presented with the same “symptom.” They were all discharged with a diagnosis of schizophrenia in remission, although their only “symptom” had been that they heard voices, which normal people can experience.


  Many of the real patients suspected that the pseudopatients were sane but the staff didn’t notice the normality. This illustrates an important bias in diagnosis making. Once a diagnosis is made, it is hard to reverse; it sticks to you. Rosenhan explained that the label was so powerful that many of the pseudopatients’ normal behaviours were overlooked entirely or profoundly misinterpreted by the staff in order to make them fit with a popular theory of the dynamics of a schizophrenic reaction. A case summary prepared after a pseudopatient was discharged illustrates this fallacy:


  This white 39-year-old male … manifests a long history of considerable ambivalence in close relationships, which begins in early childhood. A warm relationship with his mother cools during his adolescence. A distant relationship to his father is described as becoming very intense. Affective stability is absent. His attempts to control emotionality with his wife and children are punctuated by angry outbursts and, in the case of the children, spankings. And while he says that he has several good friends, one senses considerable ambivalence embedded in these relationships also.


  In actual fact, nothing of an ambivalent nature had been described in the pseudopatient’s relations, and an entirely different meaning would have been ascribed if it were known that the man was normal.


  The pseudopatients made notes and observed that patient behaviours were often misinterpreted by the staff. When a patient had gone “berserk” because he had been mistreated by an attendant, a nurse rarely asked questions but assumed his upset derived from his pathology, or from a recent family visit. The staff never assumed that it could be one of themselves or the structure of the hospital that explained the patient’s behaviour.


  Rosenhan explained that the diagnosis becomes a self-fulfilling prophecy. Eventually, the patient accepts the diagnosis and behaves accordingly. Rosenhan argues that we should not label all patients schizophrenic on the basis of bizarre behaviours or cognitions, but limit our discussions to behaviours, the stimuli that provoke them, and their correlates. He finds that the psychological forces that result in depersonalisation are strong and imagines what it would be like if the patients were powerful rather than powerless. If they were viewed as interesting individuals rather than diagnostic entities; if they were socially significant rather than social lepers; and if their anguish truly and wholly compelled our sympathies and concerns; would we then not seek contact with them, despite the availability of medications? Perhaps for the pleasure of it all?


  Unfortunately, these wise words have been forgotten in present-day psychiatry where the patients’ personal histories count for so little that the psychiatrists often fail to unravel them.


  Rosenhan describes how powerlessness was evident everywhere. The patient was deprived of many of his legal rights and was shorn of credibility because of his psychiatric label. The pseudopatients observed abusive behaviour, which was terminated quite abruptly when other staff members were known to be coming; staff were credible witnesses, the patients were not.


  Rosenhan concludes that we cannot distinguish the sane from the insane in psychiatric hospitals and wonders how many sane people that are not recognised as such in our psychiatric institutions? And how many patients that might be sane outside the psychiatric hospital but seem insane in it because they are responding to a bizarre setting?


  A research and teaching hospital whose staff had heard of Rosenhan’s findings doubted that such an error could occur at their hospital. Rosenhan therefore informed the staff that at some time during the following three months, one of more pseudopatients would attempt to be admitted into the psychiatric hospital. Each staff member was asked to judge whether a patient was a pseudopatient. Forty-one of 193 patients (21%) were alleged, with high confidence, to be pseudopatients by at least one member of the staff. However, Rosenhan had not admitted any pseudopatients!


  Very many people are wongly diagnosed with schizophrenia. A 1982 study found that two-thirds of 1,023 African-Americans with schizophrenia didn’t have symptoms necessary for this diagnosis according to current guidelines.11 In 1985, the chief psychiatrist at Manhattan State Hospital reviewed the records of 89 patients with schizophrenia and concluded that only 16 should have gotten the diagnosis.11


  Erroneous diagnoses can be fatal. In one such case, a child with Asperger was treated with antipsychotic drugs, which triggered schizophrenia-like symptoms, including psychosis, whereby the erroneous diagnosis became a self-fulfilling prophecy, which ultimately killed her because of the drugs that were enforced on her against her will (see Chapter 15, Dear Luise).12


  It is not as odd as it might seem that many people are wrongly diagnosed with schizophrenia. Psychiatry is radically different from other areas of medicine, as normal people have similar symptoms and feelings as patients have; it is mostly a matter of degree. Even for schizophrenia, this is the case. Psychosis is not a biological illness like arthritis, and many normal people have psychotic experiences – including delusions and hallucinations – from time to time.


  The demons attack you


  When we have made a diagnosis, whether right or wrong, we blow life into our social construct, e.g. the Mayo Clinic staff said that the disorder affects you, as if it had some independent existence.


  The patient’s symptoms are real, but the diagnostic label is not real in the sense that it defines something that exists independent of us. An elephant truly exists and may attack us if we come too close. We also say that diseases attack us, e.g. “she had an asthma attack,” like if asthma had some real existence in nature, like an elephant.


  You may feel I am getting too philosophical, so I shall therefore explain in Chapter 5, about ADHD, why these distinctions can be very important. Here is another example. When a friend of mine was admitted to hospital in her twenties with acute psychosis, the psychiatrist said: “You are schizophrenic!” At that point, she felt she stopped existing as a person, with autonomy and dignity. She was no longer someone that her carers needed to respect, she was a bag of symptoms they took control over, and the following years were devastating for her.


  Subtle differences can be important. If her psychiatrist had said: “You are a person who currently has symptoms, which we usually call schizophrenia,” it would have indicated that the person was still there and was so much more than her symptoms, and that the disease would not necessarily last for the rest of her life, which, unfortunately, is often how psychiatrists have perceived this disease. They haven’t realised that it is them, with their antipsychotic drugs, who have made the troubles lifelong (see Chapter 11).


  Let there be disorder


  “And DSM said: Let there be disorder”


  KLRK, GOMERY AND COHEN IN MAD SCIENCE13


  In its fourth edition, the Diagnostic and Statistical Manual of Mental Disorders (DSM) from the American Psychiatric Association tried to define what a mental disorder is.14 I have highlighted in italics some of the more problematic bits:


  A clinically significant behavioral or psychological syndrome or pattern that occurs in an individual and that is associated with present distress (e.g., a painful symptom) or disability (i.e., impairment in one or more important areas of functioning) or with a significantly increased risk of suffering death, pain, disability, or an important loss of freedom. In addition, this syndrome or pattern must not be merely an expectable and culturally sanctioned response to a particular event, for example, the death of a loved one. Whatever its original cause, it must currently be considered a manifestation of a behavioral, psychological, or biological dysfunction in the individual. Neither deviant behavior … nor conflicts that are primarily between the individual and society are mental disorders unless the deviance or conflict is a symptom of a dysfunction in the individual.


  This definition is extremely elastic and includes many judgments, also with regard to the degree of the phenomena being described. This ambiguity results in large observer variation when independent psychiatrists assess whether a given person has a mental disorder or not and which one it is.14, 15


  It is quite impossible to make all this ambiguity and subjectivity operational, and it would be easy to suggest a more meaningful and robust definition. The DSM is a consensus document, however, and its diagnoses are unscientific and arbitrary. Real sciences do not decide on the existence and nature of the phenomena they are dealing with via a show of hands with a vested interest and pharmaceutical industry sponsorship.16


  The claim that the extensive new diagnostic checklist system introduced in DSM-III in 1980 is reliable has been convincingly refuted in a book.15 The disappointing results when two psychiatrists evaluated the same people have been buried in a smoke of positive rhetoric in surprisingly short articles, given the importance of the subject. The documentation is hard to find, but the book says it all. Its two authors did a formidable job in casting light on this issue that no one has wanted to debate in the American Psychiatric Association. Even the largest study, of 592 people, was disappointing despite the fact that the investigators took great care in training the assessors.17 For bulimia nervosa, which is extremely easy to diagnose, the kappa values when two physicians interviewed the same people were above 0.80, but for major depression and schizophrenia, two of the most important diagnoses, the kappas were only 0.64 and 0.65, respectively.


  Since we cannot say decisively what a mental disorder is, we could try the accepted diagnostic procedures on healthy people to see whether they also get psychiatric diagnoses. Indeed they do. I looked up Psych Central, a large website that has been highly praised by neutral observers and has won awards.18 We were eight normal and successful people who tried the tests for depression, ADHD and mania, and none of us survived all three tests. Two had depression and four had definite, likely or possibly ADHD. Seven suffered from mania; one needed immediate treatment, three had moderate to severe mania, and three had milder degrees.


  My results have been confirmed by others, which suggests that there is one or more psychiatric diagnoses awaiting each of us. Rosenhan showed that American psychiatry had no clothes, which was confirmed in another study from the 1970s:11


  When researchers interviewed 463 people, they found that all of them experienced thoughts, beliefs, moods, and fantasies that, if isolated in a psychiatric interview, would support a diagnosis of mental illness.


  Denmark recegntly introduced a new law that specifies that patients admitted to hospital are guaranteed a diagnosis within four weeks. This can be helpful in reducing the stressful waiting time for people who don’t know if they have cancer or not, but the law was much criticised, for good reasons. For example, many ailments are selflimiting, and as all treatments can lead to harm, it is often in the patients’ best interest not to get a diagnosis, as doctors have difficulty in not treating when they have a diagnosis. They have learned a lot about using drugs for everything one can possibly imagine, and also for what one cannot imagine, during their medical studies, but very little about when it would be best to just wait and see. My own take on the new law is that if you approach a doctor with a mental health problem, you are guaranteed at least one diagnosis!


  It’s not surprising that when therapists were asked to use DSM criteria on healthy people, a quarter of them also got a psychiatric diagnosis.16 Imagine if you tested healthy people for cancer with a test that gave a quarter of them an erroneous diagnosis, which led to treatment with chemotherapy for a cancer that wasn’t there. We wouldn’t allow such a poor test to be used in any other area of healthcare except psychiatry.


  DSM-III from 1980 was replaced by DSM-IV in 1994, which was even worse than its predecessor and lists 26% more ways to be mentally ill.16 Allen Frances, chairman for the DSM-IV task force, now believes the responsibility for defining psychiatric conditions needs to be taken away from the American Psychiatric Association (APA) and argues that new diagnoses are as dangerous as new drugs: “We have remarkably casual procedures for defining the nature of conditions, yet they can lead to tens of millions being treated with drugs they may not need, and that may harm them.”19 Frances noted that DSM-IV created three false epidemics because the diagnostic criteria were too wide: ADHD, autism and childhood bipolar disorder.


  Psychologist Paula Caplan was involved with the DSM-IV and fought hard to get the silliest ideas out.14 In 1985, when the APA decided to introduce Masochistic Personality Disorder to be used for women who were beaten up by their husbands, Caplan and her colleagues mockingly inventing Macho Personality Disorder that evolved into Delusional Dominating Personality Disorder for the violent males, which they suggested would apply if a man fulfilled 6 of 14 criteria, of which the first was “Inability to establish and maintain meaningful interpersonal relationships.”


  A crucial question in the clinical encounter is: Do I have a good reason to believe that it would help to give this person a diagnosis? Some of us still remember Minimal Brain Damage Dysfunction, which was thrown in the faces of millions of parents although it could only be harmful, as there was nothing they could do.


  Professionals other than psychiatrists are also keen to overdiagnose and overtreat people. When my wife was pregnant for the first time, my main role was to keep the professionals away from her, and I demonstrated time and again for them that the interventions they suggested were either useless or harmful, with reference to an evidence-based book based on systematic reviews of the randomised trials.20 This was how the Cochrane Collaboration, to which I belong, was born; it started literally with pregnancy and childbirth. Shortly after our first daughter was born, my wife and I were visited by a nurse who declared that our daughter would have difficulty talking, as the ligament under her tongue was too tight. We had a big laugh after the nurse was gone. She didn’t know what she was talking about, and even if it had been true, there was no treatment, so why invent a false diagnosis?


  Very few leading psychiatrists are willing to admit that their specialty has spiralled out of control and when issues of overdiagnosis and overtreatment are brought up, their standard reply is that many patients are underdiagnosed. Of course there will always be some overlooked patients, but the main problem is not underdiagnosis but overdiagnosis, which those psychiatrists that are not silverbacks know perfectly well. In a 2007 survey, 51% of 108 Danish psychiatrists said they used too much medicine and only 4% said they used too little.21


  I consider it organised denial, whose purpose is to protect guild interests, that silverbacks all over the world ignore the clear results of the loose diagnoses and the loose hand at the prescription pad. Sales of drugs for the nervous system in Denmark are so high that one-quarter of the whole population could be in treatment. In the United States, the most sold drugs in 2009 were antipsychotics, and antidepressants came fourth, which cannot possibly reflect genuine needs, but it gets worse all the time.18


  Our children have not avoided the disease mongering. In the United States, 1% of children up to only four years of age are on psychotropic drugs, although the first three years of life are a period of rapid neurodevelopment,22 and about a quarter of the children in American summer camps are medicated for ADHD, mood disorder or other mental health problems.18


  It is psychiatry that has become insane, not our children. Some child psychiatrists brag that they can make an initial assessment of a child and write a prescription in less than 20 minutes, and for some paediatricians it takes only five minutes.23


  Why is it that leading psychiatrists cannot get enough? Isn’t this behaviour so bizarre, abnormal, socially dysfunctional, and harmful towards others, that, in accordance with the psychiatrists’ own way of thinking, it would be legitimate to invent a diagnosis for it? An appropriate name could be Obsessive Compulsive Disease Mongering Disorder, OCDMD, which could also be short for Obvious Common Desire of Money-making Diagnoses. The diagnostic criteria could be a disturbance of at least six months during which at least five of the following are present:


  
    	Has been on industry payroll within the last three years.


    	Is willing to put his or her name on ghost-written manuscripts.


    	Believes that getting a diagnosis cannot hurt.


    	Believes that screening cannot hurt, as the drugs have no side effects.


    	Believes that people with psychiatric disorders have a chemical imbalance in the brain.


    	Tells patients that psychiatric drugs are like insulin for diabetes.


    	Believes that depression and schizophrenia destroy the brain and that drugs prevent this.


    	Believes that antidepressants protect children against suicide.


    	Believes information from drug companies is useful.

  


  I have come across psychiatrists who have a full house, i.e. for whom all nine criteria apply. I am against forced treatment (see Chapter 15), but I am in favour of forced retirement for doctors who suffer from OCDMD in order to protect other people from harm.


  You may think I am being unfair to psychiatry, but my criteria are actually more reasonable than the criteria in DSM-III for Oppositional Defiant Disorder in children:15


  “A disturbance of at least six months during which at least five of the following are present:


  
    	Often loses temper.


    	Often argues with adults.


    	Often actively defies or refuses adult requests or rules, e.g., refuses to do chores at home.


    	Often deliberately does things that annoy other people, e.g., grabs other children’s hats.


    	Often blames others for his or her own mistakes.


    	Is often touchy or easily annoyed by others.


    	Is often angry and resentful.


    	Is often spiteful and vindictive.


    	Often swears or uses obscene language.”

  


  These criteria are totally subjective and arbitrary, and “often” is part of them all. How often is “often” supposed to be? Many children fulfil all nine criteria, and yet only five are needed for a “diagnosis.” For what purpose? As far as I can see, this is pretty normal behaviour.


  I am sure that naivety, ignorance and the urge to do good play a role for the silly diagnoses, but there is a darker side to it. Many of those who develop DSM have heavy conflicts of interest in relation to the drug industry and creating many diagnoses means money, fame and power for those at the top.14 It is also about getting control over others, which is inherent in our biology. Putting diagnoses on people is a powerful instrument that makes them dependent on what their psychiatrists feel and think, and it leads to abuse (see Chapter 15). A patient told me that when she felt her psychiatrist behaved in a God-like manner and asked him whether he thought he was God, he punished her by adding an additional diagnosis, borderline personality disorder.


  The most prominent American child psychiatrist, Joseph Biederman, who has likely done more than anybody else to overdose our children with antipsychotics through his invention of juvenile bipolar disorder,13, 24 has also behaved in a God-like manner. At a court trial, an attorney asked him about his rank at Harvard Medical School. “Full professor,” he replied. “What’s above that?” the attorney asked. “God,” Biederman replied.24


  Some psychiatrists cannot even resist the temptation of putting diagnostic labels on their opponents in public debates. Henrik Day Poulsen is probably the doctor in Denmark who collaborates the most with drug companies. In 2013, he was an Advisory Board member or a consultant for six companies, and “educated” other doctors for nine companies. Like his benefactors, he didn’t like my book about deadly medicines and organised crime in the drug industry,18 and wrote in a newspaper article that I, “in my usual paranoid manner,” had showed off with examples how the ugly drug industry cheats and defrauds people.25 Usual paranoia means having a chronic psychosis characterised by delusions, i.e. being insane.


  On another occasion, when a politician with a background as a psychiatric nurse said that, given his income from the drug industry, she was in doubt about whether he worried about the patients or provided a sales pitch for using more pills, he called her “desperate.”26 Poulsen has more diagnoses up this sleeve; he has published the book “Everyday’s psychopaths.”


  Psychiatric drugs lead to many wrong diagnoses


  There are several reasons – but few good ones – why many mental health patients have more than one diagnosis. First, the diagnostic criteria are very broad and highly unspecific for the problems patients have. Second, there is a lot of overlap between the different diagnostic categories and a propensity of one condition to change into another over time. This is often called high comorbidity, although the problem is not that the patient has several “diseases” but that the diseases are so vaguely defined that it is like a biologist looking at a shadow at a distance who says: “It is an elephant and a wildebeest and possibly also a rhinoceros.” Third, the drugs’ side effects are often misinterpreted as new disorders. Prescribing one drug therefore often leads to prescribing of other types of drugs in cascade fashion. For example, an antipsychotic may cause the patient to feel lethargic and depressed, which leads to an antidepressant; and if started on an antidepressant, the patient may develop symptoms of mania, which leads to an antipsychotic.9, 24


  Doctors need to realise that it’s impossible to judge whether a patient truly also suffers from these additional “illnesses,” as long as the patient is under influence of mind-altering chemicals.9 The adverse effects can come and go, which is an important reason why people think it cannot be the drug.27 In this way, not only routine treatment but also attempts at withdrawing a drug – which often elicit these side effects – can lead to more diagnoses, more drugs and more harm. Addiction experts know perfectly well that it is futile to diagnose underlying psychiatric disorders when a patient is abusing drugs. Drug abuse and dependence with their cycles of intoxication and withdrawal mimic every possible psychiatric problem. Then why don’t psychiatrists abstain from making diagnoses when people are under influence of those brain-active chemicals we call psychiatric drugs?27


  It should be forbidden to make new diagnoses while the patient is in treatment with psychotropic drugs, and if psychiatrists cannot resist the temptation, they should by default call it a likely drug-induced disorder. This will put the blame on themselves and not on the patient, and will increase the likelihood that psychiatrists would taper the drugs, as they would be afraid of litigation, if they did nothing after having diagnosed a drug-induced disorder.


  A fourth important reason for the far too many diagnoses is that the diagnoses are often made at the first visit, when the patients may turn up with sadness, stress at work, marital problems, a recent trauma or so much else that many of us will experience from time to time. Doctors tend to forget that the diagnosis is a snapshot, and that the patients might be fine both before and after their visit to the doctor. Obviously, the more a person visits a doctor, the higher the risk of getting a false diagnosis.


  Doctors should be patient and should try to avoid putting diagnostic labels on people at their first visit, also because diagnoses are sticky. Even when proved wrong later on, diagnoses are almost impossible to get rid of again, and they stigmatise people (see Chapter 6) and may have implications for employment, insurance, and many other important issues.


  Doctors should also avoid prescribing drugs at the first encounter unless the situation is very acute. If a patient insists on getting a drug, e.g. an antidepressant, an honest discussion of its many harms and its doubtful benefits (see Chapter 3) should convince most patients that it is not a good idea to rush into action.


  The diagnostic labels psychiatrists use fit very poorly with the type of patients general practitioners meet, but any challenge to specialist perspectives on mental disorders in primary care usually generates incredulity among psychiatrists and a reinforcement of their belief that retraining of primary care workers is the solution.28 Retraining in what? Not in the DSM, I hope!


  The Goodness Industry


  Our “doing good” culture poses a major health risk in the psychiatric field. Institutions such as kindergartens and schools may put pressure on parents to accept dubious diagnoses like ADHD to obtain additional funding, and other institutions may put pressure on psychiatrists to obtain a diagnosis of post-traumatic stress disorder.


  It can also be rewarding for people themselves to play sick to get a diagnosis, which can open the floodgates for all sorts of benefits in terms of increased social services, educational support, flex jobs, light jobs, early retirement, disability allowance, insurance claims, and whatever else. As an example, education benefits in Denmark can be 2.4 times higher for people who have been diagnosed with schizophrenia, schizotypal personality disorder, persistent psychotic condition, short-term psychotic condition, schizoaffective disorder, unspecified psychosis of nonorganic origin and emotionally unstable personality structure of borderline type. The borderline diagnosis in particular is a pretty elastic one.


  In the Goodness Industry, too many therapists are too tempted to do too much for too many people, and patient representatives – often supported by the pharmaceutical industry – are often wrong when they claim that their members are underdiagnosed, undertreated, and underprioritised.


  I have heard several senior psychiatrists say it cannot hurt anyone to get a diagnosis. Such people shouldn’t work as psychiatrists. All professional interventions in citizens’ lives, including giving people diagnoses, can cause harm. It is a paradox that public debates and reports in the news media are dominated by the beneficial effects of diagnoses and interventions when the first thing we know about any intervention is that it can be harmful. If this were not the case, it could not have any potentially beneficial effect.


  Patients are not consumers


  In the Anglo-Saxon tradition, patients are often called consumers, but it is a strange term. Patients don’t consume anything; in fact, the psychiatric drugs consume them, as they take their personality away. Consumption was the old term for tuberculosis, which “eats” the tissues. Similarly, psychiatric drugs “eat” the brain if taken for a long time, as they cause chronic brain damage (see Chapter 11).


  When patients with breast cancer, prostate disease, fractures and HIV were asked, they preferred to be called patients, not consumers, clients, customers, or anything else.29 Many alternatives to “patient” incorporate assumptions (e.g. a market relationship), which care recipients may find objectionable. We should respect this and drop the term consumer. It was introduced with good intentions about empowering patients but this can be done without calling them something they don’t want to be called and which is pretty misleading, too.


  More funny and fake diagnoses


  When life gets too absurd, a good laugh can help. Two funny videos illustrate how easy it is to convince healthy people to take drugs they don’t need for a disease they don’t have. The Australian artist Justine Cooper invented a TV commercial that advertises Havidol (have it all), with the chemical name avafynetyme HCl (have a fine time plus hydrochloric acid).30, 31 Havidol is for those who suffer from dysphoric social attention consumption deficit anxiety disorder (DSACDAD).


  Feel empty after a full day of shopping? Enjoy new things more than old ones? Does life seem better when you have more than others? Then you may have the disorder, which more than 50% of adults have. Havidol should be taken indefinitely, and side effects include extraordinary thinking, dermal gloss, markedly delayed sexual climax, inter-species communication and terminal smile. “Talk to your doctor about Havidol.” Some people believed it was for real and folded it into real websites for panic and anxiety disorder or for depression.


  Another video featured journalist Ray Moynihan.32 A new epidemic – motivational deficiency disorder – was first announced in the BMJ’s 1 April issue in 2006,33 and like for Havidol, some people believed the disease existed. In its mild form, people cannot get off the beach or out of bed in the morning, and in its most severe form it can be lethal as the sufferer may lose the motivation to breathe. Moynihan says: “All my life people have called me lazy. But now I know I was sick.” The drug is Indolebant, and its champion, neuroscientist Leth Argos, reports how a patient’s wife telephoned him and was in tears. After having using Indolebant, her husband had mowed the lawn, repaired the gutter and paid an electricity bill – all in one week.


  I showed these two videos as an introduction to my talk about overdiagnosis and overtreatment when I lectured for over 100 psychiatrists in 2012. They laughed out loud but not when I added that what they had just seen wasn’t far from their everyday practice.


  A patient once told me she suffered from chronic fatigue syndrome but she described many weird symptoms that couldn’t possibly be disease symptoms. A little later, I told the company I was in about the video with Moynihan’s motivational deficiency disorder; everyone laughed but her. Perhaps she got my hint.


  There is a cartoon where the doctor says to the patient: “We can’t find anything wrong with you, so we’re going to treat you for Symptom Deficit Disorder.” I also came across Disorder Fabrication Syndrome, invented by Barry Turner, Lecturer in Medical Ethics and Law:34


  A new psychiatric condition has been observed by psychiatrists working at the Brandt-Sievers Institute for Eugenics. The condition, Disorder Fabrication Syndrome, is a kind of paranoid delusional disorder where the sufferer believes in their own infallibility and superiority and is often associated with comorbid narcissistic personality disorder. The sufferer will incessantly classify all manner of normal human behaviour as a disorder or syndrome.


  The disorder is thought to be caused by a chemical imbalance brought on by studying psychology and psychiatry at an institute funded by big pharma. The constant handling of money doled out by the drug companies seems to affect the way the psychologists and psychiatrists process neurotransmitters. Another theory is that this might be a kind of hysteria induced by chronic avarice.


  The most effective treatment for this group of patients is to strike them off any professional registers which makes their craving for pharmaceutical company money remit. In extreme cases, prosecuting them for research fraud is another alternative. This sometimes controversial method has just been applied with great success at the University of Vermont.


  It is believed that the condition is underdiagnosed in psychiatrists and clinical psychologists and that a screening programme ought to be introduced in this high risk population.


  There are many silly diagnoses in psychiatry that could be used to label many people, e.g. Premenstrual Dysphoric Disorder, which is also harmful, as the diagnosis might prevent women from getting a job or have custody of their children in case of a divorce.14 The criteria for this diagnosis are so unspecific that they cannot distinguish between women with severe premenstrual symptoms and other women, and even men give answers similar to women with severe symptoms,14 so I take it that men should be treated indefinitely, as they have no periods. The FDA didn’t care. It approved fluoxetine for this non-disease, which the US psychiatrists had the gall to call depression!18 Eli Lilly gave the drug another name, Sarafem, which was a repainted Prozac with attractive lavender and pink colours. Pretty ironic colours on a pill that ruins people’s sex lives (see next chapter). In Europe, Lilly was forbidden to promote fluoxetine for something that wasn’t a disease, and the European Medicines Agency fiercely criticised Lilly’s trials, which had major deficiencies. The Cochrane review of this non-disease included 31 trials and it found antidepressants to be effective.35 Of course. Everything that has side effects (and there were plenty)35 seems to work when the outcomes are subjective (see next chapter), both for diseases and non-diseases.
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3
Depression
Screening for depression
The diagnostic criteria in psychiatry are very broad, and they should therefore not be applied on healthy people. Such screening is a sure way to make us all crazy. A notorious programme in the United States was TeenScreen, which came up with the result that one in five children suffer from a mental disorder, leading to a flurry of discussions about a “crisis” in children’s mental health.1
It wasn’t a crisis in children’s mental health but a crisis in the standard of psychiatric research2 plus a chronic impairment of the intellectual capacity or honesty of some leading psychiatrists. We usually say that a screening tool shouldn’t lead to too many false negative findings, but for depression, it doesn’t really matter if we overlook some cases. It is so easy to spot the severe cases of depression. Therefore, what is being overlooked are the mild cases, which are self-limiting and for which there is consensus that antidepressant drugs don’t work.
What is important is that there should not be too many false positives, i.e. healthy people who are diagnosed with depression, but this is exactly what we get. The screening test recommended by the World Health Organization is so poor that for every 100,000 healthy people screened, 36,000 will get a false diagnosis of depression.3, 4 When I criticise my colleagues for using such poor tests, I am told that they are only a guideline in the diagnostic work-up and that additional testing will be performed. In an ideal world perhaps, but this is not what most doctors do. Many patients report that there was no further testing and that they got a diagnosis and a prescription in about ten minutes.5 This is expected, as 80-90% of prescriptions are written by general practitioners,5, 6 and they don’t have much time.
That the standard of psychiatric research is very poor is illustrated by the fact that in only 5% of the studies assessing the false positive and false negative results of screening for depression had the researchers excluded patients who were already diagnosed with depression.2 This flaw is inexcusable. If we want to know how good ultrasound is to pick up cancers in the stomach of people who look healthy, we don’t study people who have already been diagnosed with large cancers with ultrasound, the very technique we want to test.
The Cochrane review on screening for depression recommends firmly against it, after having examined 12 trials with 6,000 participants.7 Nonetheless, the Danish National Board of Health recommends screening for depression.8 Our health authorities are masterminds in the sport of eating a cake and still having it. After dutifully quoting the Cochrane review, the authorities recommend screening for various poorly defined “risk groups,” which are:

    	Previous depression


    	Depression in the family


    	Heart disease


    	Stroke


    	Chronic pain


    	Diabetes


    	Smoker’s lungs


    	Cancer


    	Parkinson’s disease


    	Epilepsy


    	Other mental disorders (because of comorbidity with depression)


    	Pregnant women


    	Women who just had a baby


    	Refugees


    	Immigrants.

  
This impressive list of people in “risk groups” cover a considerable part of the population. Unsurprisingly, there were many psychiatrists in the working group that came up with these recommendations.
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