

1. Ways of thinking and talking about what is happening to you

To begin at the beginning, let us imagine you are in trouble. In the West today, general medical practice is, first, to identify as accurately and quickly as we can what sort of trouble you are in. Because mental distress does not show up on a blood test, or a brain scan, an X-ray or on any kind of system of technological measurement, we do this by asking you questions, by looking at what we can of your medical history, your past and current circumstances, by talking to those close to you (where possible and appropriate), and by coming up with a description of your position.

Can’t sleep? Insomnia. Distressed and nervous? Anxiety. Persistent low mood, unhappy, feeling worthless, guilty, suicidal? Depression.

We do not spend much time worrying about niceties of language. You are not likely to be described as ‘temporarily depressed’, or ‘experiencing insomnia’: instead, you are likely to be diagnosed as depressed or insomniac or anxious – suffering from depressive disorder, or anxiety disorder, or a sleep disorder, et cetera.

But notice that there are two things at work here. Are you depressed at the moment, or are you someone who suffers from depression? Are you experiencing, due to life events, an understandable period of insecurity, which is making you anxious and miserable, or do you have an anxiety disorder? Do you actually suffer from a sleep disorder, or are you temporarily in the grip of insomnia?

I have found it very useful to separate the two; dividing the experience (say, insomnia) from the diagnosis (a sleep disorder). I have had periods of depression, and several of them made me want to die – not to kill myself (though I thought about suicide a lot), but rather, to not exist at all. According to medical criteria, I could identify as a depressive, someone who suffers with a depressive disorder, which I could see as part of me – as who I am.

But I don’t. Most of my depressions were associated with a withdrawal from cannabis, and almost all happened in the winter. All of them were strongly associated with unhappy life situations: in university, later at work, or at home, or both. I conclude, therefore, that I do not have a depressive disorder: rather, if I smoke dope and then stop, or if my personal or professional life is not making me happy, I get depressed.

You might find you are suffering from anxiety which is particularly triggered by situations at work (like going to work when miserable – I’ve sure had that) or at home. But does this mean there is something wrong with your brain? No, it absolutely does not. Science has never come close to identifying a brain deformity or malfunction associated with anxiety. Does it mean you have a disorder? Well, it might mean you are a sensitive, perhaps naturally anxious person with what seems to be a chronic condition. And so, yes, that could be described as a disorder. But it is also perfectly possible, isn’t it, that the pressures on you at work, or your situation at home, are making you horribly anxious? In which case your reaction is not just understandable, it is normal, even healthy. Your anxiety might be your gut instinct telling you to leave that job, or find ways of doing it differently, or change your life at home.

The fact is, your brain, mind and body are not the same as the brain, mind and body of anyone else on earth. This means that your depression or anxiety or insomnia are not the same as anyone else’s, either. They may present as very similar, but they are not the same. So – as a unique individual – you have (however subtle the differences) unique troubles.

Every doctor, psychiatrist, therapist and scientist on earth would agree that your troubles, and your brain, mind and body need to be helped, treated and supported in a unique way, personalised to you. The problem is, unless you are very wealthy and prepared to go private, the system we have does not have the time, money or resources to do that. You will be treated in more or less the same way as people who have more or less similar presentations. (And even if you do have the money and are going to go private, as we will see, you will still need to be lucky and in possession of a lot of relevant, quite specialist knowledge if you are going to get the treatment you need.)

By ‘presentations’ we mean how you appear, and what you say about how you are feeling, and what you have been experiencing. So when you meet any clinician, from a nurse to a consultant psychiatrist, it is worth being as detailed and accurate and honest as you can about how you are feeling, what you think might be causing it, your life circumstances, et cetera. You must not rush or hold back, if at all possible. We will come back to this.

Experience and research have taught me that it is really helpful to remember – and, when appropriate, make a noise about – the uniqueness of your own mental troubles. It helps you get the best, most personalised treatment.

And so this is my rule number one, and I would like you to consider making use of it, in case it helps. I am not saying it will work for everyone, but for me, this is it:


Rule 1: No one else has what I have.



Millions of people worldwide go through very similar suffering, with near identical symptoms. But it helps me to remember that my symptoms are specific to me, and arose from my experience of the world, my life circumstances, jobs and relationships, perhaps from my genes, definitely from things that happened to me and things that I did or did not do.

I find that thinking like this allows me a sense of freedom and control, which helps me manage my ups and downs.

If, on the other hand, it would give me comfort and strength to identify as someone who suffers from a depressive disorder, in solidarity with millions who also identify this way, then I definitely would identify that way.

Sometimes I do, in that I sometimes say, ‘I am seasonally affective,’ or ‘I have Seasonal Affective Disorder.’ SAD is a condition in which sufferers feel depressed, with low mood, low energy, low self-esteem, low hope (in my case) and high anxiety in the winter months. SAD’s changes in mood and behaviour (including sleeping too much or too little, and gorging on high-fat, high-sugar foods) seem to be linked to day length, exposure to sunlight and possibly vitamin D deficiency. Researchers identified the condition by comparing the experiences of winter shared by people living in the northern, darker and colder regions of the United States with the sunny winter experiences of people living in Florida.

I have found this diagnosis a helpful shorthand. (No doctor has given it to me – they don’t need to. I get the blues on about November 11th every year, and start coming out around January 11th.) It’s helpful when I am dragging my miserable carcass through the daily tasks, school run, work, food shop, feeling dark, and I run into a friend who can see I’m down. ‘It’s just SAD,’ I say, ‘I’m seasonally affective,’ and many people now know roughly what that means, and so we are both reassured. My family are familiar with it, too, and while they are sympathetic they are unalarmed by it: we all know I will come through. Identifying with the diagnosis also encourages me to take steps to fight the blues in the winter (with SAD lamps, exercise, vitamins, diet, et cetera). But here is the crucial point: I decide what I have, and what to call it. No one else. If I found it stigmatising, or inaccurate, or in any way unhelpful, I would ditch it.

But, I hear you say, doesn’t the language of diagnosis, of what I’ve got, belong to the doctors, psychiatrists and the researchers? Isn’t it up to medical science to identify my symptoms and say what I have? Well, yes – and no. The thing to note is, the science of mental distress is (and frankly admits it is) inexact, and overwhelmingly based on hypotheses. In other words, the language, diagnoses and descriptions that professionals use are not definitive fact so much as the nearest we can come to the truth, based on what we know in a constantly developing field.

So, your leg is either broken – a fracture of the tibia, say – or it is not. But in mental health, you might be having a single episode of what we describe as depression (you could call it a bite of the Black Dog, or a reaction to trauma, or a bad attack of the blues), or you might be manifesting symptoms that meet the criteria of what is described as a depressive disorder. So suppose someone you love dies. You go through grief. That might last weeks, months or years. But according to one influential diagnostic manual, the Diagnostic and Statistical Manual of Mental Disorders, which is used widely by psychiatrists in America, if your grief lasts longer than a year, for adults, or six months for children, you have Prolonged Grief Disorder.

Now, what is going to help you recover and live well: believing you are naturally and normally grieving your loved one, or believing you have Prolonged Grief Disorder? In my case, I am still grieving for my sister, who died in 2011, and my father, who died in 2019. Do I believe I have Prolonged Grief Disorder? Do I hell. And so I don’t have to add that disorder to a list of other things, like SAD and cyclothymia (a mild form of bipolar, barely known in the UK, with which I was diagnosed by a doctor I trusted in France), which I do think I suffer from. So in this case, I have literally thought and decided my way out of a diagnosis I think is bogus. You cannot do that with a broken leg. You cannot think or act your leg into being unbroken, and whatever you do or do not do, broken it is. But how you think about your experience of mental struggle, and what actions you take, will absolutely, definitely and deeply affect and change what happens to your condition and to you.




2. Who owns the words? (And why they matter)

So if it can be rather uncertain, this diagnosis business, what is the role of the doctor and the psychiatrist? How much weight should you give what they tell you? Well, whether you have a broken leg or the blues, our system is designed so that a typical appointment with a doctor lasts fifteen minutes. In that time, the doctor – who may be very brilliant, very experienced, very up on the latest developments in the field of (say) depression, and very interested in you – will have to establish your current state and symptoms, your history of symptoms, something of your circumstances, and gather information on any life events or other afflictions which may have a bearing on your situation.

The doctor will then aim to come up with a diagnosis, which in turn implies some options for treatment, and advice. They may well refer you to a psychiatrist, or recommend you look at the availability of therapy, or both. They may prescribe medication.

Doctors and psychiatrists wish to treat you as an individual, of course, but they lack the therapist’s relative luxury of time. So the accepted practice is to place you, as quickly and accurately as possible, in the category that best seems to describe someone with your symptoms, grouping you with all those people whose condition is most like yours. It is a sensible process, given the pressure our systems are under.

However, the categories in which you are placed (in Britain) come from a manual called the International Classification of Diseases. The part dealing with mental health and well-being is based on the Diagnostic and Statistical Manual of Mental Disorders, an American publication drawn up by the American Psychiatric Association. The DSM, as it is known, is made up of checklists of symptoms which it matches with diagnoses.

A part of the training of the doctor or psychiatrist who is about to diagnose your disorder is memorising these checklists. Some disorders only require two of twenty different symptoms to be present, so five people suffering two different symptoms each all come away with one and the same diagnosis. So supposing I am exhibiting ‘disorganised speech’ (which would come across as random or ranting or both) and loss of interest in the world (‘negative symptoms’) and catatonia (I can barely get out of bed). And suppose you are suffering delusions (you believe you are working for aliens on their world peace project) and hallucinations (you are seeing things, like that massive pink butterfly sitting on top of your flatmate’s head, which are not actually there). According to diagnostic criteria, we are both schizophrenic.

Is that useful to us? Are we really suffering from the same problems, with the same causes? In fact, how and why people develop schizophrenia are mysteries. As the NHS puts it, ‘The exact causes of schizophrenia are unknown. Research suggests a combination of physical, genetic, psychological and environmental factors can make a person more likely to develop the condition.’ So, with our differing symptoms, should we be treated with the same drugs, as we will be?

My point is that, although they may be very useful, and certainly help and treat many millions of people, diagnoses are not an exact science. In the case of schizophrenia many practising and academic psychiatrists, alongside sociologists and historians of psychiatry, now believe that the schizophrenia diagnosis will end up being scrapped, leading to the reclassification of its symptoms as various forms of psychosis.

Strictly speaking, diagnoses are not a science so much as a series of descriptions. This is because you cannot point to mental illnesses on an MRI scan or see them under a microscope; they do not physically exist. The acclaimed psychiatrist, my co-presenter on our two Radio 4 series, Professor Femi Oyebode, puts it like this: ‘[Mental] diseases are merely concepts. In other words, they aren’t things but ideas about how to organise the world.’

And so it is worth thinking long and hard about how well and specifically you were able to describe your situation, your history and your symptoms to your clinician.

And think about how closely your clinician listened.

And consider how carefully, subtly and individually, he, she or they thought about what your diagnosis should be.

Because – here’s a surprise – although, after repeated episodes, the brains of depressed, manic, delusional or psychotic people may show marginal differences from ‘normal’ brains, the margins are so small as to be scientifically and practically useless. ‘We cannot look into your brain,’ a consultant psychiatrist told me.

If you have a brain tumour, we can scan you and see it. If you have any form of mental distress, we can scan you as much as we like – but we cannot tell your brain apart from any other normal brain.fn1

This is why the language of distress is so important. For example:

At the end of the nineteenth century a woman who went from dazzling optimism to profound gloom to loss of touch with reality would have been diagnosed, according to the descriptive criteria of the time, with hysteria, or a nervous breakdown.

If she had been in the trenches of the First World War, she would have been diagnosed with shell shock.

In the later twentieth century she would have been diagnosed with manic depression.

Now, today, she would be diagnosed with bipolar disorder, with possible post-traumatic stress disorder (PTSD) and, depending on how she behaved and which clinicians she encountered, possibly a borderline personality disorder, too.

So the same woman, with the same symptoms, experiencing the same suffering, would get different diagnoses and different treatments.

Of course medicine and science advance, and language changes with them. But the words and the language we used to diagnose this time-travelling woman at each stage of her journey led to her having different treatments and being perceived in different ways. In turn, the words and the language we used affected how she thought and felt about what she was going through, what she was (a hysteric, a bipolar sufferer, et cetera), and this had a huge influence over the actions she took and the life changes she did or did not make. And so although she suffers from the same things at each stage, as a direct consequence of the language used, her outcomes and her life experiences are widely, wildly different.

The worry is that the evidence suggests this woman’s chances of recovery, remission, or healing are no higher now than they were a century ago. In fact, some researchers believe they are worse. As the journalist and author Robert Whitaker points out, before the modern era, including the drug treatments which changed psychiatric treatment from the 1950s onwards, in cases of what was then called manic depression, now bipolar disorder, ‘85 percent of bipolar patients would regain complete functioning and return to work’. Now only a third achieve ‘full social and occupational functional recovery’. He cites a 2007 study1 by Nancy Huxley, Assistant Professor of Psychiatry at Harvard, and Ross J. Baldessarini, Professor of Psychiatry at Harvard, both internationally respected career-long specialists in bipolar disorder, which concludes: ‘Prognosis for bipolar disorder was once considered relatively favorable, but contemporary findings suggest that disability and poor outcomes are prevalent, despite major therapeutic advances.’

It is worth noting that Robert Whitaker, as well as being a journalist, is a well-known campaigner against the over-prescription (by which he means a significant level of prescriptions, even the majority of prescriptions) of psychiatric drugs. But although his conclusions are disputed, the integrity of his research and findings are unquestioned – indeed, they are award-winning.

Psychiatry states that we can and do help vastly more people in vastly better ways than we did, thanks to drug treatments. But for certain conditions we have not gone forwards. For example, people who suffered nervous breakdowns at the turn of the twentieth century had similar or better rates of recovery than do people who experience one today. Conclusions are hard to draw, but language and expectation certainly play a vital role. Being told, for example, ‘You have had a breakdown,’ in a social context like the early twentieth century, where breakdowns are not uncommon, and many people recover from them, is a very different experience (and invites different treatment) from being told, ‘You have bipolar disorder,’ (a lifetime condition with no cure).

So my rule number two is:


Rule 2: I call it whatever is most helpful to me.



For example, presenting the same set of symptoms, I was diagnosed with cyclothymia in France, and bipolar in the UK. Having had no reoccurrence in four years, I conclude either:


	a) the bipolar diagnosis was wrong (I ought to have had more and more severe episodes by now, according to the criteria, but I haven’t), or

	b) I am ‘in remission’, or

	c) the criteria and diagnoses that we have only partly describe what I have, and are only therefore partly useful to me.



Yes, I’ve gone for c.

As it happens, one psychiatrist said I had cyclothymia – as you will recall from the book’s introduction, a rarer and milder form of bipolar – two psychiatrists said bipolar, and two psychotherapists advised I dump the labels entirely, as they do not find it helpful in treatment. Neither did I. So now I do not identify as bipolar, but rather as someone who had a breakdown. I believe I had a breakdown for very clear reasons, produced by underlying conditions laid down in childhood, and my subsequent actions, behaviour and circumstances. I do go up and down (happier in summer, lower in winter); I can definitely reach a hypomanic pitch if I smoke dope, work too hard, stay up too late and drink too much, but these are a world away from a breakdown. I do not fear another breakdown, because I put effort into changing my circumstances, and changing my actions and behaviour.

If you were to take this path, then you would have to accept that many experts, including extremely eminent psychiatrists of impeccable integrity and vast experience, would shake their heads and conclude you are in some sort of denial.

At the same time, no doctor or psychiatrist who is any good at all would seek to deny or disprove or even debate your choice, if they judged it was helpful to you, because professional healers and competent clinicians are all in favour of whatever works for the patient.

So, to sum up: I believe I am a good example of how choosing your own language is really helpful. I found that after all my personal experience and subsequent research, listening to professional opinions while holding on to the knowledge that no one is ever going to know my circumstances and my symptoms better than I do has made me more certain about and less worried by my mental health. Researching and thinking about and drawing up my own, personalised understanding of and terminology for what I have been through (and what I will go through, no doubt) has made all the difference to my life, and huge positive differences to the lives of those closest to me.

But what is important here is what works for you. A writer I respect very much, as a person and an artist, announced at the beginning of a creative writing course I lead that she has bipolar. She explained this might mean she missed sessions, gave me and her peers to understand she was taking medication which had side effects, and gave us all the impression that though bipolar was a serious part of her life, it was nothing to be ashamed or scared of; she was dedicated to managing it; she might require our support.

Of course she got our support. The experience of her openness was doubly wonderful because the whole group felt we had a responsibility to repay her frankness and courage with our understanding. And we could all see that the diagnosis she owned and the treatment she was undergoing for it were working for her.

We admired her courage and strength. When she did not turn up to sessions we sympathised. When she got very high marks we were delighted but not surprised: she took the same courage and energy to her work. She is a perfect example of the opposite approach from mine succeeding.

It is also worth knowing about another writer, a highly successful poet and teacher. We did an event together in a small northern town, in the rain, in winter, on a dark night during a fuel strike, on the lurking edge of the pandemic. She is a tremendous, powerful presence and truly outstanding poet and performer. We discussed our diagnoses. She has a resonant and mighty voice, and in it she said, ‘They told me I had borderline personality disorder. I said, “No, fuck that. I’m a poet.” And I have been ever since.’




3. What I’ve got: Diagnosis (just for you)

Diagnoses: pros and cons

Pros


	Having a diagnosis may help you, your family, friends, colleagues and employers gain insight into your situation, and help you gather support.

	Having a diagnosis can be extremely helpful in professional and legal situations – for example, in relation to employment law.

	Having a diagnosis will entitle you to treatment, possibly including medication.

	Having a diagnosis can be hugely personally comforting – a feeling of, ‘At last, I know what the trouble is!’

	Having a diagnosis may give you ways to understand your troubles, to explore, research and manage them in the individual ways that suit you best.

	Having a diagnosis allows health-care systems, from the NHS to charitable institutions and support groups, to identify and appreciate your condition efficiently and quickly provide you with help and support.

	In terms of health insurance, a diagnosis can make all the difference. You may need a diagnosis in order to access funding for treatment (this is especially true in the United States).

	The criteria for diagnoses and the treatment for identified conditions are evolving. Being diagnosed and being part of the health system may allow you to keep up with the latest thinking and access the latest treatments.



Cons


	The diagnosis may be wrong.

	Diagnosis ‘ends curiosity in the system’, as one senior and team-leading NHS therapist put it: clinicians may treat you according to the diagnosis, rather than treating you individually.

	Diagnosis can bring stigma: one psychiatrist I know says many people in his large catchment of patients in South London experience the stigma of being known to have a mental health condition as worse than the condition. Bad enough that you are bipolar, for example, but perhaps you can handle that in ways you cannot handle people judging you because you are known to be ‘mental’. Perhaps you are known to have been sectioned. Suppose you have kids, and they have to put up with stuff about you in the playground … I still find it uncomfortable, sometimes, to watch and sense the reaction of someone when I tell them I was sectioned. Much worse, for me, were the years before I got and dealt with the diagnosis, and worried that I was bipolar. The massive stigma I was absolutely terrified of was the stigma I was going to get for being ‘a nutter with a disorder’ from me.

	Diagnosis can cause feelings of despair and hopelessness: if you are diagnosed with a lifetime condition, you may feel you have no way out, no way back to being normal / healthy / free of the condition / well.

	Diagnoses often imply medication, but mental health medication is not an exact science. Psychiatric medication is prescribed by trial and error, and adjusted according to the effects and side effects you report. Although medication can be a lifesaver, especially in acute crisis, being prescribed the wrong medication or too much medication can, and does, do harm.

	The criteria for diagnosis are inexact and they change. Homosexuality was a diagnosable disorder until 1973. In 2022, there was uproar when the 5th edition of the Diagnostic and Statistical Manual of Mental Disorders designated grief lasting more than twelve months as a diagnosable disorder. Of DSM 5 the renowned psychiatrist Allen Frances, who chaired the task force which published the 4th edition, said, ‘Don’t buy it, don’t teach it.’

	You may find you suffer, or your suffering changes, in ways the diagnosis does not account for. So suppose you have been diagnosed with borderline personality disorder. But then your life circumstances change, and two years on you find you are no longer so anxious, so insecure about your friendships, and not suffering mood swings or losing your temper as you were before. Do you still have borderline personality disorder? Has it changed into something else? Did you ever have it?

	In mental health, a diagnosis is given when you manifest certain symptoms within a general descriptive category: it is not a specific-to-you, final truth.



Having spoken to countless experts and having experienced both extremely positive and scarily negative effects of diagnoses, I remain in favour of getting a diagnosis – although how much notice you take of it is up to you, and really worth thinking about.

So here’s my diagnosis story in more detail. In France, during a hot summer which I celebrated with cannabis, alcohol, overexcited partying and no sleep, I ended up in hospital being interviewed by a psychiatrist. She was a remarkable woman, who specialised in war trauma, among other fields. After posing questions about my state and my circumstances, she asked me what I thought might be happening to me.

I said, ‘I think I am bipolar, and I think I’m having an attack.’

She said, ‘Well, that can’t be right.’

‘Why not?’

‘Because you wouldn’t be able to have this conversation with me.’

I was flummoxed. I said, ‘So what is wrong with me?’

‘You have cyclothymia,’ she said.

I had never heard of cyclothymia.

‘It is like a rare, mild form of bipolar,’ she explained. ‘You can go up, you can go down. It can get better or it can get worse. There is no cure, but if you are careful, you can manage it.’

She gave me a packet of pills – loxapine, an antipsychotic – and told me that if I found myself staying up too late, becoming manic, doing too much or talking too fast, I should take one. It would help me sleep and calm me down, she said.

It worked. Occasionally, I would find myself taking one: it would make me feel a bit stoned until I made it to my bed, whereupon I would fall into a deep, deep sleep, and wake feeling and acting sane and steady.

Big personal thumbs up for diagnosis and medication, in this case.

And the wonderful thing was, when I looked up cyclothymia on the internet, it seemed to describe me perfectly – better, more accurately, than ‘bipolar’ had ever seemed to do. I cannot tell you how relieved and glad I was to have that diagnosis. I was not mad or weird or lost – I was cyclothymic! I told my family and my closest friends. Everyone seemed relieved – or at least, happy to see me relieved.

However, some years later, after a busy autumn and early winter which I celebrated with (wait for it) waaay too much cannabis, alcohol, overexcited partying and no sleep, I had my full-on psychotic breakdown and ended up sectioned in a mental hospital in Wakefield, under the care (and total power) of a psychiatrist. He told me I was bipolar. I said I thought I was seasonally affective, vulnerable to cannabis psychosis, and suffering from cyclothymia.

‘All this is bipolar,’ he said, rather dismissively.

It turns out that while cyclothymia is a relatively rare diagnosis in Britain, it is well known and commonly diagnosed in France, where it is also known as Bipolar Type 2.5, or ‘soft bipolar’. Large-scale studies into degrees of bipolar, including cyclothymia, have been carried out in France, where four regional centres are being funded and dedicated to studying the subtleties and best treatments for the hugely varied range of individual conditions currently lumped together as ‘bipolar’. (For what it’s worth, I bet fifty quid that the whole ‘bipolar’ diagnosis will be gone in ten years’ time, replaced with a spectrum of more nuanced descriptions. Or, I bet they will be in France, anyway.) Startling claims have been made for cyclothymia: taking issue with the DSM 5’s assessment that cyclothymia is a subtype of Bipolar Disorder 1, Giulio Perugi and his fellow researchers published a paper in 2015 asserting:


Data emerging from both academic centers and from public and private outpatient facilities indicate that from 20% to 50% of all subjects that seek help for mood, anxiety, impulsive and addictive disorders turn out, after careful screening, to be affected by cyclothymia.1



The moral of this little story is the moral of this book: it is vital to research, explore and take ownership of your subtle, unique and individual condition, and it is vital to take great care that you are not undermined, misled or damaged by labels which can be clumsy – leading to treatments which can be unhelpful or harmful.

Although I agreed that my symptoms met official diagnostic criteria for the condition psychiatrists call ‘bipolar’, I stood by my own assessment of what I had – cyclothymia, SAD, drug and alcohol issues, a failing relationship, deep self-loathing brought on by (and enabling) cheating on my partner and lying to her, and huge work pressures, leading to a psychotic episode which was partly due to sleep deprivation and significantly to cannabis, powerful strains of which make me manic.

So it was that I found the psychiatrist’s ‘all this is bipolar’ diagnosis, and the life-changing pills he wanted me to take, unconvincing to the point of terrifying and undermining. So far, five years, give or take, later, time has shown I was right and the diagnosis was wrong.

If I was classic bipolar I should have had another and worse breakdown by now. I haven’t. I should have gone raging high and plunging low. I haven’t. (Although a SAD low feels utterly awful, it is not as bad as clinical depression. It feels like hell, sometimes, but it’s worth remembering that even hell has a shallow end.) I have been summer up and winter down, and I continue to manage this cyclothymic cycle.

My GP (who is the practice mental health lead – an important point for any sufferer, to which we shall return) tells me that his practice designates people as ‘in remission’ from bipolar after five years of no psychiatric drugs and no help from clinical services. As I write this, I am five months off that official ‘remission’ point. As you read it – fingers really crossed – I should be months or years past it.

Had I taken long-term antipsychotic medication, as my psychiatrist wanted me to, I am absolutely sure I would have struggled to keep it up. I would certainly have missed doses and I have no private doubt that I would have tried to discontinue it by quitting, going cold turkey. The evidence is unambiguous that had I done so, my outcomes would have been as bad as or worse than those of an unmedicated bipolar sufferer. (Indeed, there is mounting evidence from the longest studies that for many people, long-term antipsychotic use is more harmful than never taking them. If you are taking long-term medication and it is working for you then you are NOT one of these people. You are doing the right thing for you, and I salute you.)

But, the upshot of this story is a big personal thumbs down for diagnosis and medication, in this case.

Conclusion? Well, I feel it is worth getting a diagnosis, of course. It may – it should – lead to serious changes in a positive direction. It is worth getting as many opinions as possible. But do think about what you have read here, the pros and cons. A diagnosis may be the best thing that could possibly happen to you, and lead to actions or treatments that hugely improve your life. Or a diagnosis may be wrong, or undermining, or unhelpful, or even devastating, and lead to actions and treatments which do not help, or even worsen, your life.

Either way, you are what matters, not what anyone else thinks or says. I know people who have had to really fight to get a diagnosis, and when they got it, found it was so helpful as to be life-changing. Equally, I know people who have experienced diagnosis as disastrous, and have had to really fight the consequences.

When I talk to people who have had diagnoses, I ask:

Does having that diagnosis help you sleep at night? Does it make you feel better about the world and more hopeful about your life? If so, keep it. But if it doesn’t, if it scares you or worries you, you might think about dumping it, and coming up with your own.

In the end, no one else is you: there has never been a you before and there never will be again, and there is no cure or pill for being you. There might well be medication for your symptoms, which really works and changes your life for the better. But you are not your symptoms.

You may be experiencing insomnia, anxiety, depression, delusion, psychosis, mania, anhedonia, grief, love, obsession, loneliness, ecstasy, trauma or fear, or any other kind of struggle. But you are not these things. You are not your suffering.


Rule 3: I am not my suffering; I am not my symptoms.



My strategy is to think of mental suffering as a kind country I am travelling through. It is a country that many of us travel through, in our own ways. When I am in it, I try to keep telling myself that this may be a hard and scary country now, but the trick is to keep travelling, and to see if I can find ways to make the journey easier.




4. Don’t believe the hype

There is a serious worry which is shared by doctors, psychiatrists, psychotherapists, and many people outside the medical and therapeutic systems, especially parents and friends of sufferers, concerning the internet, diagnoses and self-diagnoses.

The first thing most of us do, when trouble of any kind comes, is look it up online. For medical professionals, from general practitioners to consultants (and including clinicians and therapists of every kind), the sufferer sitting in their office with a self-made diagnosis from Google is a fact of modern life. It is a lot easier (seconds) to get an appointment and diagnosis from the internet than it is to get an appointment with a doctor (days or weeks), a psychiatrist (weeks or months) or a therapist (days or weeks, if you can afford to go private, months if you cannot).

In mental health this is an issue because:


	A diagnosis from a website, though it may have no clinical basis, may seem to carry the weight of fact: that ‘Aha, that’s me / That’s what I’ve got!’ feeling.

	Self-diagnosis can change – including dramatically for the worse – a sufferer’s behaviour, beliefs, fears and sense of hope and possibility.

	Self-diagnosis is often received in isolation (in that private space between you and your phone or laptop) with no one to discuss it with, no second or qualified opinion, and no human, real-world support.

	Young people especially (everyone below the age of forty is ‘young’ for the purposes of this book) suffer from internet self-diagnosis, because young people spend more time on the web, are more at home with it, are more likely to trust it, and are less practised and familiar with accessing doctors and appropriate NHS services than are older and wealthier generations.

	People who are not well off, not white and not privileged within society are much more likely to end up in A&E and are much less likely to find a path to the specialist medical treatment that would most benefit them: a phone and a search engine is often their key – indeed, their only practical and available – resource.

	Children and young adults who are naturally finding their way and exploring possibilities of being and identity may attach disproportionate, all-consuming weight to a self-diagnosis.



A model which is familiar to many clinicians, parents and teachers and lecturers runs:

I am anxious (for example) – google it.

Looks like I have anxiety disorder – google it.

Anxiety disorder can have severe effects on an individual’s life and behaviour – google it.

Find more symptoms which I may or may not have.

Brood over those I may have.

Decide my anxiety has serious effects on my life and behaviour.

Act accordingly; including online.

My identity and my anxiety disorder become strongly, or inextricably linked.

I have become my anxiety: I feel scared, and, if challenged, perhaps defensive, certainly isolated – and ever more anxious.

I may need/want/experiment with medication and/or self-medication.

I may avoid social situations; I may withdraw into a largely online life.

Result: I have made my anxious situation much worse.


Rule 4: No website can know me better than I can know myself.



There is a good side to the availability of information on the internet, of course. The psychiatrist Matthew Broome, who specialises in working with children and young people at the University of Birmingham, told me that he found young people are very well informed about the possibilities of what they might be suffering from, and do not shy away from mental health diagnoses or treatment in the way that older people from previous generations might have done. Growing up in a culture which is more open about mental illness than it was, and with more information available, can make the young more ready to accept and tackle mental conditions, and less vulnerable to stigma.

This is in no way intended to minimise the hell that is suffering when you are young. I found my first experiences of anxiety and depression in my early twenties utterly terrifying. I did not know I would come through them; I had no experiences of resilience and recovery to draw upon. It did not make any difference that other people had come through similar feelings intact: it felt as though I was the first person ever to suffer in this particular way. The shock of finding myself unable to function was combined with the fear that this was me, now, that this was and was going to be my life, and down I spiralled.

So when young people I know and teach talk about ‘my anxiety’, for example, or when they explain that they find certain social situations unmanageable, I applaud them. They have done the research and taken control of the language. They understand that we all struggle, and they are acquiring the self-knowledge and the strategies which enable them to engage with the world on their terms. It is a huge step forward for us as individuals, for our societies and for ways of seeing and helping ourselves and each other. We are making real progress: if you are able to name (on your terms) what you are coping with, and make changes to help you cope, then you are part of that change.




5. But what is mental illness anyway?

Ready for a shock? OK, here goes: some of the most respected and knowledgeable people working in the field today, people who have helped many, many sufferers recover and heal, do not like or use the term ‘mental illness’.

They prefer to talk about distress, and suffering, and well-being, and trauma – not illness. Because on the whole you cannot ‘catch’ mental problems; on the whole, as far as we can tell, they do not come from misfiring cells or systems, or unbalanced chemicals, or bacteria or viruses.

I say ‘on the whole’ because some conditions which present as extreme mental trauma do have a biological root – inflammation of the brain caused by auto-immune disease can cause psychosis; some forms of urinary tract infection cause an intense, delirious confusion.

But science has found nothing to indicate that most common kinds of mental distress are caused by anything ‘wrong’ with your body or brain.

God knows that mental suffering can cause the body and brain problems, from mild loss of appetite all the way to terrible damage. In periods when I have been miserable, I have lost weight, stopped exercising, stopped eating well and stopped sleeping properly. I become gaunt, exhausted, restless, incoherent, inarticulate: physically ill.

We know that recurrent depressions, including those you get with bipolar, are associated with increased chances of dementia – thanks to damage caused by high levels of cortisol in the brain of the depressed, it is thought. (Yeah, I know: ain’t life grand? When I learned of this, I was struggling through the winter blues. And now I had dementia to look forward to. Thanks a bunch.)

Compared to many sufferers, my winter miseries are at the shallow end, but being in that physical state surely causes more mental suffering, which causes more physical symptoms. Anyone who has ever had an eating disorder can tell you about the tortures such a vicious cycle can inflict.

But the point is – we have not found a causal imbalance of chemicals, or a definitive genetic link between the body and mind. We suspect there are biological elements to some conditions – bipolar and depression seem to run in families, for example – but despite large-scale spending and research we have found no proof, no ‘biomarkers’.

While some clinicians insist that if you are mentally suffering, then you should be understood and treated as mentally ill, others point to the fact that in mental health, suffering is not caused by ‘disease’: suffering, in this strange land of the mind that we are travelling through, does not come from physical things – or not as far as we know at the moment.

We can hope that neurobiologists and medical researchers find biomarkers and genetic and physical causes for as many mental conditions as possible, as soon as possible, and medical ways to treat them too, but until they do (and it is possible there are no biomarkers, no significant genetic or physiological causes) this country of ours will continue to be ruled by three main forces:


	environment and events – what has happened to you in your life, and what is happening now

	language – how you understand what is happening to you, how you think and speak of it (and how those around you do), and

	actions – what you (and those close to you) do about it.



And the good news is, although you cannot change whatever may have happened in the past, how you understood it or what you did, you can and you must take control of all the rest now, and from now on.

Time for a story, a very famous story, about how environment, language and action conspired to kill – and how things might have been different.

Imagine you are a sensitive young person, raised in privilege, from an extremely wealthy home. You have powerful and successful parents. You win a place at one of the best universities in Europe, where you do well. Then, in the middle of your course, you get terrible news from home: your father has died. Shortly after the funeral, your mother marries your father’s brother, your uncle, who is an asshole, whom you hate.

You fall out very badly with your mum. You start to suffer a manic breakdown: you find yourself ranting and raving and talking to yourself. You suffer hallucinations and start hearing voices, believing a messenger from the spirit world wants you to kill your uncle, for the crime of murdering your dad.

Your mum’s new husband, your asshole uncle, bullies you and instructs one of his mates to spy on you. You have a fight with this mate and end up killing him and stashing his corpse in a cupboard. As if that were not bad enough, your girlfriend, this dead guy’s daughter, commits suicide. And now you get the strong feeling that your girlfriend’s brother, in league with your uncle, is planning to kill you.

Luckily, your family is loaded. Needing help, you go private, skip the waiting lists and immediately get a long appointment with the psychiatrist, who is highly trained and a brilliant clinician.

She asks you a lot of questions about your life before all this happened. You talk about periods of low mood, which are common among young people and students, and then your feelings since your father died.

The psychiatrist listens and takes careful notes. Eventually, she says you appear to have a traumatic stress disorder brought about by your recent life events. She tells you that you are suffering from psychosis (the delusions which make you think you can see spirits) and auditory hallucinations (the voices you have been hearing), which could be the grounds for a schizophrenia diagnosis.

She says you have shown signs of a tendency to depression, often associated with winter: you come from a country in the north of Europe where rates of Seasonal Affective Disorder and suicide are high. You are obviously a sensitive, creative and highly intelligent person, she says.

Going on what you have told her, she says, she could diagnose you with a depressive disorder, cyclothymia, PTSD, SAD, psychosis, schizophrenia, bipolar, or all of the above, but she worries that you may not find this helpful. Instead, if you agree, she thinks it would be useful to apply a contemporary diagnosis, now extremely popular across Europe, which embraces all your symptoms.

You say that sounds sensible.

She gives you your diagnosis: melancholy.

She explains that although there is no cure, the symptoms of melancholy can be treated, and that by changing your routine and adopting certain healthy behaviours, you can and will make a recovery. If you are careful and committed to healing, she says, she is 100 per cent confident that you can and will live a full, long (unless you are run over by a bus) and happy life, with your melancholy under control.

You say that sounds good.

She books you a series of twenty appointments with a psychotherapist, starting in a couple of days’ time, who specialises in trauma therapies. She gives you a book, Brain Changer by Felice Jacka, on how to change your diet. She recommends you engage a personal trainer to get you fit (it really helps that your family is rolling in cash). She suggests you contact your university and get mitigating circumstances, allowing you to take some time away from your course, and return when you are better. She says she will provide a full doctor’s note, of course.

The psychiatrist now suggests that it might be a good idea to go to a retreat: she knows just the place, it has really nice gardens, it’s by the sea, the food is terrific, they offer fabulous courses in gardening, painting, sculpture and creative writing. There was a good piece about it in The Financial Times, she says, and she shows you the article. The place looks great: the rooms are deluxe, en suite, of course, and the beds are massive.

You say you are definitely up for it.

And now she says you should think about taking up new activities: evidence shows this can have a great effect on people with melancholy. What do you enjoy?

You say you like fencing and shooting and reading and debating.

She says that’s a good start, but how about something new: scuba diving, maybe? Skydiving? Have you thought of getting a pilot’s licence? How about a hot-air balloon pilot’s licence? She says doing yoga has been shown to be very helpful.

You say you like the sound of all of that.

Now she recommends you do some reading – you really like reading – about how your attitude and your thinking can change your situation, to the point of changing your fitness, your well-being and even your life expectancy. She recommends The Expectation Effect by David Robson. You decide to give it a go.

Finally, she explains that your melancholy will get dramatically worse if you do not rest and sleep and remove yourself from stressful situations. She strongly recommends that you get your best mate, H, who has come home from university to support you, to drive you to the retreat now – she will call ahead and make your reservation – and she gives you two pills, which she says are antipsychotics, also used as mood stabilisers.

‘Take one this evening,’ she says, ‘and one tomorrow – the medication will help you sleep and stop you seeing ghosts and hearing voices.’

‘OK,’ you say.

She suggests you avoid your family completely, at least until you have done the retreat – she doesn’t recommend any contact with them, at all, until you are feeling a lot stronger. They are obviously really triggering for you, she says, and she’s talked to H, who agrees with her. She strongly recommends you stay off your phone – you have been posting a lot of mad stuff on social media recently, in your distress, and hanging out on a bunch of really nasty sites, including chat rooms where you have been debating the merits of suicide with other sufferers of melancholy.

‘It might be a good idea to let H look after your phone for a couple of weeks,’ she says, ‘At least while you are on retreat?’

You agree.

She makes another appointment for you in two weeks’ time, and gives you the number of her direct line: if you need to speak with her at any point, day or night, she says you should get the staff at the retreat to call her for you.

You are feeling so much better as you shake hands and thank her very much. You are massively relieved to have a diagnosis and a treatment plan. You are really looking forward to the retreat – especially being by the sea. You love sea
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