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		Praise for

		Anatomy of an Epidemic





		“What with the conclusions Whitaker draws from his assembled literature and the accusations he levels at those who consciously deceive consumers eager for magical cures, his book will either blow the lid off a multibillion-dollar industry or cause him to be labeled a crackpot and, perhaps, medicated into obscurity. At the very least, it should prod those who take the drugs to question those who prescribe them.”

		—Booklist (starred review)

		“[Whitaker’s] arguments are worryingly sane and consistently based on evidence … a provocative yet reasonable thesis, one whose astonishing intellectual punch is delivered with the gripping vitality of a novel. Whitaker manages to be damning while remaining stubbornly optimistic in this enthralling and frighteningly persuasive book.”

		—New Scientist

		“Strips away psychiatry’s carefully constructed and brightly painted architecture, then turns a halogen lamp on the pile of dust that remains…. Take everything you know about psychiatry. Turn it upside down. You’ll have a pretty good idea of what Whitaker discovered…. challenge intrigues you, put this book on your reading list.”

		—Examiner.com (Portland)

		“This is the most alarming book I’ve read in years. The approach is neither polemical nor ideologically slanted. Relying on medical evidence and historical documentation, Whitaker builds his case like a prosecuting attorney.”

		—Carl Elliott, MD, PhD; professor, Center for Bioethics, University of Minnesota; and author of Better Than Well

		“Every so often a book comes along that exposes a vast deceit. Robert Whitaker has written that sort of book. Scrupulously reported and written in compelling but unemotional style, this book shreds the myth woven around today’s psychiatric drugs.”

		—Nils Bruzelius, former science editor for the Boston Globe and the Washington Post
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			FOREWORD

			Anatomy of an Epidemic was first published in 2010, and it is fair to say that it quickly became known as a “controversial” book. At its core, this book investigates the long-term effects of psychiatric drugs, and it ultimately presents a history of science that challenges psychiatry to rethink our current drug-based paradigm of care.

			It is now four years later, and the publication of this updated edition provides two opportunities. The first is to recount the response to Anatomy, which is a revealing story of its own. The second is to provide an update of relevant studies published since 2010. The new studies add to the body of evidence presented in Anatomy in a powerful way. Indeed, I think that the new studies can be seen as corroborating the conclusions drawn in Anatomy.

			In the foreword to the first edition, I told of how I came to write this book. More than ever, I think it is important for readers to know this story. When a book challenges conventional wisdom, those who feel stung by the book may respond by attacking the person who wrote it. The author is biased. The author has an agenda. And so forth. The reviewer switches the focus from the book to the author, and by doing so, seeks to discredit the book.

			I came to write about this subject in a very roundabout manner. In 1994, after having worked a number of years as a newspaper reporter, I left daily journalism to cofound a publishing company, CenterWatch, that reported on the business aspects of the clinical testing of drugs. Our readers came from pharmaceutical companies, medical schools, private medical practices, and Wall Street, and for the most part, we wrote about this enterprise in an industry-friendly way. We viewed clinical trials as part of a process that brought improved medical treatments to market, and we reported on the financial aspects of that growing industry. Then, in early 1998, I stumbled upon a story that told of the abuse of psychiatric patients in research settings. Even while I co-owned CenterWatch, I occasionally wrote freelance articles for magazines and newspapers, and that fall I cowrote a series on this problem for the Boston Globe.

			There were several types of “abuses” that Dolores Kong and I focused on. We looked at studies funded by the National Institute of Mental Health (NIMH) that involved giving schizophrenia patients a drug designed to exacerbate their symptoms (the studies were probing the biology of psychosis). We investigated the deaths that had occurred during the testing of the new atypical antipsychotics. Finally, we reported on studies that involved withdrawing schizophrenia patients from their antipsychotic medications, which we figured was an unethical thing to do. In fact, we thought it was outrageous.

			Our reasoning was easy to understand. These drugs were said to be like “insulin for diabetes.” I had known that to be “true” for some time, ever since I had covered the medical beat at the Albany Times Union. Clearly, then, it was abusive for psychiatric researchers to have run drug-withdrawal studies in which they carefully tallied up the percentage of schizophrenia patients who became sick again and had to be rehospitalized. Would anyone ever conduct a study that involved withdrawing insulin from diabetics to see how fast they became sick again?

			That’s how we framed the withdrawal studies in our series, and that would have been the end of my writing on psychiatry except for the fact that I was left with an unresolved question, one that nagged at me. While reporting that series, I had come upon two research findings that just didn’t make sense. The first was by Harvard Medical School investigators, who in 1994 announced that outcomes for schizophrenia patients in the United States had worsened during the past two decades and were now no better than they had been a century earlier. The second was by the World Health Organization, which had twice found that schizophrenia outcomes were much better in poor countries, like India and Nigeria, than in the United States and other rich countries. I interviewed various experts about the WHO findings, and they suggested that the poor outcomes in the United States were due to social policies and cultural values. In the poor countries, families were more supportive of those with schizophrenia, they said. Although this seemed plausible, it wasn’t an altogether satisfactory explanation, and after the series ran in the Boston Globe, I went back and read all of the scientific articles related to the WHO study on schizophrenia outcomes. It was then that I learned of this startling fact: In the poor countries, only 16 percent of patients were regularly maintained on antipsychotic medications.

			I can still remember my feelings of confusion upon seeing that statistic. I had just cowritten a series that had focused, in one of its parts, on how unethical it was to withdraw schizophrenia patients from their medications, and yet here was a study by the World Health Organization that seemingly had found an association between good outcomes and not staying continuously on the drugs. I wrote my first book, Mad in America, which turned into a history of our country’s treatment of the severely mentally ill, to try to understand how that could be.

			In short, I began this long intellectual journey as a believer in the conventional wisdom. I believed that psychiatric researchers were discovering the biological causes of mental illnesses and that this knowledge had led to the development of a new generation of psychiatric drugs that helped “balance” brain chemistry. These medications were like “insulin for diabetes.” I believed that to be true because that is what I had been told by psychiatrists while writing for newspapers. But then I stumbled upon the Harvard study and the WHO findings, and that set me off on an intellectual quest that ultimately grew into this book, Anatomy of an Epidemic.

			Although Anatomy challenges conventional wisdom, it does so in a conventional manner. Today, medical practices are supposed to be “evidence-based,” meaning that they are supported by research findings, and thus, as I investigated the long-term effects of psychiatric medications, I simply tried to flesh out the relevant evidence. What does it show? In essence, this put me into the position of a messenger, holding up psychiatry’s own research findings for all to see.

			I think that is why Anatomy has, at times, provoked rather hostile reactions. I recounted a history of science that arises from research funded by the National Institute of Mental Health and the research institutes of other countries, and if that research ultimately tells of a need to rethink our current paradigm of care, then the book is doubly threatening. The challenge to psychiatry’s current practices is coming from its own research on the long-term effects of psychiatric medications. Anatomy is not a critique of psychiatry’s “medical model”; it’s a review of psychiatry’s own findings, which simply hadn’t been put together before into a larger coherent picture.

			Given that is so, those wishing to defend mainstream beliefs may be tempted to kill the messenger. The first review of Anatomy, which was published in the Boston Globe the day that Anatomy was released, fit that bill. The reviewer, Dennis Rosen, an assistant professor of pediatrics at Harvard Medical School, likened me to an AIDS denier. In particular, he compared me to former South African president Thabo Mbeki who by virtue of denying that AIDS was real had caused hundreds of thousands of South Africans to die.

			That review served two purposes: First, it presented me to the public as a heretic, someone who should not be listened to. I denied obvious scientific truths. Second, it sent a message to other potential reviewers of Anatomy that mine was an irresponsible book. It had the potential to do great harm. Rosen’s review was meant to silence, and, at first, it worked. No other major newspaper reviewed Anatomy, and I had virtually no radio interviews. Anatomy seemed destined to quickly disappear from public view.

			However, Time magazine eventually provided a brief positive review, as did New Scientist and Salon, and thus a few readers found their way to the book. Then, in the summer of 2010, I was invited to be the keynote speaker at the Alternatives Conference, an annual meeting organized by “peers” and funded by the Substance Abuse and Mental Health Services Administration (SAMHSA). That invitation provoked some concern at SAMHSA, and the invitation was reissued with a caveat: I would only be allowed to speak if a second speaker, a psychiatrist, then gave a rebuttal.

			While this was a bit odd, it did serve a purpose: Here was psychiatry’s chance to respond to the challenge the book posed and present study findings—if such findings existed—that told of psychiatric medications that improved long-term outcomes. This was a chance for psychiatry to deconstruct the book. I admit I held my breath—was there any compelling evidence I had missed? But at the Alternatives meeting, no rebuttal of that sort was presented. There was no “counter evidence” cited, and thus that forum provided the book with a new public foil. Where was the counter-argument to Anatomy? Why wasn’t it being made?

			At that point, I began hearing from a small number of psychiatrists and providers who wanted to discuss the implications of the research presented in the book. I put them in touch with one another, via the Internet, and eventually that seed of discussion turned into a conference, held in Portland, Oregon, in February of 2011. There, a mix of people—psychiatrists, providers, family members, and peers—discussed the issues raised by Anatomy and broke into workshops, led by psychiatrists, that reviewed the long-term-outcomes literature for schizophrenia and depression. Both of those small workshops came to the conclusion that there was, in fact, good reason for psychiatry to rethink prescribing practices, once long-term outcomes were considered.

			That conference in turn gave rise to a nonprofit organization, the Foundation for Excellence in Mental Health Care. The Foundation is raising funds to support further research into long-term outcomes and the “optimal” use of psychiatric medications. It is also supporting efforts to develop alternatives to drug-centered approaches to care.

			Since that time, I have spoken widely about the outcomes literature presented in this book, and at those forums, which have included grand rounds at medical schools, I sense that there is a growing societal interest in rethinking psychiatric care. I have found this same interest when giving talks in Canada and European countries. Many people sense that something is not quite right with our drug-based paradigm of care. The more we use these drugs, the more the burden of mental illness seems to rise in our societies. Why would that be?

			The research findings that have been published since 2010 add to this discussion. In this new edition of Anatomy, I have added a section—after the epilogue—that updates the research. Four years is not that much time, and yet here is the surprise: Thoughts that were considered heretical in 2010, when Anatomy was first published, are now being discussed in mainstream research circles.

		

	
		part one
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		The Epidemic
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		1 
A Modern Plague

		
			“That is the essence of science: ask an impertinent
question, and you are on the way to
a pertinent answer.”

			—JACOB BRONOWSKI (1973)1

		

		This is the story of a medical puzzle. The puzzle is of a most curious sort, and yet one that we as a society desperately need to solve, for it tells of a hidden epidemic that is diminishing the lives of millions of Americans, including a rapidly increasing number of children. The epidemic has grown in size and scope over the past five decades, and now disables 850 adults and 250 children every day. And those startling numbers only hint at the true scope of this modern plague, for they are only a count of those who have become so ill that their families or caregivers are newly eligible to receive a disability check from the federal government.

		Now, here is the puzzle.

		As a society, we have come to understand that psychiatry has made great progress in treating mental illness over the past fifty years. Scientists are uncovering the biological causes of mental disorders, and pharmaceutical companies have developed a number of effective medications for these conditions. This story has been told in newspapers, magazines, and books, and evidence of our societal belief in it can be found in our spending habits. In 2007, we spent $25 billion on antidepressants and antipsychotics, and to put that figure in perspective, that was more than the gross domestic product of Cameroon, a nation of 18 million people.2

		In 1999, U.S. surgeon general David Satcher neatly summed up this story of scientific progress in a 458-page report titled Mental Health. The modern era of psychiatry, he explained, could be said to have begun in 1954. Prior to that time, psychiatry lacked treatments that could “prevent patients from becoming chronically ill.” But then Thorazine was introduced. This was the first drug that was a specific antidote to a mental disorder—it was an antipsychotic medication—and it kicked off a psychopharmacological revolution. Soon antidepressants and antianxiety agents were discovered, and as a result, today we enjoy “a variety of treatments of well-documented efficacy for the array of clearly defined mental and behavioral disorders that occur across the life span,” Satcher wrote. The introduction of Prozac and other “second-generation” psychiatric drugs, the surgeon general added, was “stoked by advances in both neurosciences and molecular biology” and represented yet another leap forward in the treatment of mental disorders.3

		Medical students training to be psychiatrists read about this history in their textbooks, and the public reads about it in popular accounts of the field. Thorazine, wrote University of Toronto professor Edward Shorter, in his 1997 book, A History of Psychiatry, “initiated a revolution in psychiatry, comparable to the introduction of penicillin in general medicine.”4 That was the start of the “psychopharmacology era,” and today we can rest assured that science has proved that the drugs in psychiatry’s medicine cabinet are beneficial. “We have very effective and safe treatments for a broad array of psychiatric disorders,” Richard Friedman, director of the psychopharmacology clinic at Weill Cornell Medical College, informed readers of the New York Times on June 19, 2007.5 Three days later, the Boston Globe, in an editorial titled “When Kids Need Meds,” echoed this sentiment: “The development of powerful drugs has revolutionized the treatment of mental illness.”6

		Psychiatrists working in countries around the world also understand this to be true. At the 161st annual meeting of the American Psychiatric Association, which was held in May 2008 in Washington, D.C., nearly half of the twenty thousand psychiatrists who attended were foreigners. The hallways were filled with chatter about schizophrenia, bipolar illness, depression, panic disorder, attention deficit/hyperactivity disorder, and a host of other conditions described in the APA’s Diagnostic and Statistical Manual of Mental Disorders, and over the course of five days, most of the lectures, workshops, and symposiums told of advances in the field. “We have come a long way in understanding psychiatric disorders, and our knowledge continues to expand,” APA president Carolyn Robinowitz told the audience in her opening-day address. “Our work saves and improves so many lives.”7

		But here is the conundrum. Given this great advance in care, we should expect that the number of disabled mentally ill in the United States, on a per-capita basis, would have declined over the past fifty years. We should also expect that the number of disabled mentally ill, on a per-capita basis, would have declined since the arrival in 1988 of Prozac and the other second-generation psychiatric drugs. We should see a two-step drop in disability rates. Instead, as the psychopharmacology revolution has unfolded, the number of disabled mentally ill in the United States has skyrocketed. Moreover, this increase in the number of disabled mentally ill has accelerated further since the introduction of Prozac and the other second-generation psychiatric drugs. Most disturbing of all, this modern-day plague has now spread to the nation’s children.

		The disability numbers, in turn, lead to a much larger question. Why are so many Americans today, while they may not be disabled by mental illness, nevertheless plagued by chronic mental problems—by recurrent depression, by bipolar symptoms, and by crippling anxiety? If we have treatments that effectively address these disorders, why has mental illness become an ever-greater health problem in the United States?

		The Epidemic

		Now, I promise that this will not just be a book of statistics. We are trying to solve a mystery in this book, and this will lead to an exploration of science and history, and ultimately to a story with many surprising twists. But this mystery arises from an in-depth analysis of government statistics, and so, as a first step, we need to track the disability numbers over the past fifty years to make certain that the epidemic is real.

		In 1955, the disabled mentally ill were primarily cared for in state and county mental hospitals. Today, they typically receive either a monthly Supplemental Security Income (SSI) or Social Security Disability Insurance (SSDI) payment, and many live in residential shelters or other subsidized living arrangements. Both statistics provide a rough count of the number of people under governmental care because they have been disabled by mental illness.

		In 1955, there were 566,000 people in state and county mental hospitals. However, only 355,000 had a psychiatric diagnosis, as the rest suffered from alcoholism, syphilis-related dementia, Alzheimer’s, The Hospitalized Mentally Ill in 1955 and mental retardation, a population that would not show up in a count of the disabled mentally ill today.8 Thus, in 1955, 1 in every 468 Americans was hospitalized due to a mental illness. In 1987, there were 1.25 million people receiving an SSI or SSDI payment because they were disabled by mental illness, or 1 in every 184 Americans.

		The Hospitalized Mentally Ill in 1955

		
			
					 
					First Admissions
					Resident Patients
			

			
					Psychotic Disorders
					 
					 
			

			
					  Schizophrenia
					28,482
					267,603
			

			
					  Manic-depressive
					9,679
					50,937
			

			
					  Other
					1,387
					14,734
			

			
					Psychoneurosis (Anxiety)
					6,549
					5,415
			

			
					Personality Disorders
					8,730
					9,739
			

			
					All Others
					6,497
					6,966
			

		

		Although there were 558,922 resident patients in state and county mental hospitals in 1955, only 355,000 suffered from mental illness. The other 200,000 were elderly patients suffering from dementia, end-stage syphilis, alcoholism, mental retardation, and various neurological syndromes. Source: Silverman, C. The Epidemiology of Depression (1968): 139.

		Now it may be argued that this is an apples-to-oranges comparison. In 1955, societal taboos about mental illness may have led to a reluctance to seek treatment, and thus to low hospitalization rates. It’s also possible that a person had to be sicker to get hospitalized in 1955 than to receive SSI or SSDI in 1987, and that’s why the 1987 disability rate is so much higher. However, arguments can be made in the other direction, too. The SSI and SSDI numbers only provide a count of the disabled mentally ill less than sixty-five years old, whereas the mental hospitals in 1955 were home to many elderly schizophrenics. There were also many more mentally ill people who were homeless and in jail in 1987 than in 1955, and that population doesn’t show up in the disability numbers. The comparison is an imperfect one, but it’s the best one we can make to track disability rates between 1955 and 1987.

		Fortunately, from 1987 forward it’s an apples-to-apples comparison, involving only the SSI and SSDI numbers. The Food and Drug Administration approved Prozac in 1987, and over the next two decades the number of disabled mentally ill on the SSI and SSDI rolls soared to 3.97 million.9 In 2007, the disability rate was 1 in every 76 Americans. That’s more than double the rate in 1987, and six times the rate in 1955. The apples-to-apples comparison proves that something is amiss.

		If we drill down into the disability data a bit more, we find a second puzzle. In 1955, major depression and bipolar illness didn’t disable many people. There were only 50,937 people in state and county mental hospitals with a diagnosis for one of those affective disorders.10 But during the 1990s, people struggling with depression and bipolar illness began showing up on the SSI and SSDI rolls in ever-increasing numbers, and today there are an estimated 1.4 million people eighteen to sixty-four years old receiving a federal payment because they are disabled by an affective disorder.11 Moreover, this trend is accelerating: According to a 2008 report by the U.S. General Accountability Office, 46 percent of the young adults (ages eighteen to twenty-six) who received an SSI or SSDI payment because of a psychiatric disability in 2006 were diagnosed with an affective illness (and another 8 percent were disabled by “anxiety disorder”).12

		The Disabled Mentally Ill in the Prozac Era

		SSI and SSDI Recipients Under Age 65 Disabled by Mental Illness, 1987–2007

		[image: ]

		One in every six SSDI recipients also receives an SSI payment; thus the total number of recipients is less than the sum of the SSI and SSDI numbers. Source: Social Security Administration reports, 1987–2007.

		This plague of disabling mental illness has now spread to our children, too. In 1987, there were 16,200 children under eighteen years of age who received an SSI payment because they were disabled by a serious mental illness. Such children comprised only 5.5 percent of the 293,000 children on the disability rolls—mental illness was not, at that time, a leading cause of disability among the country’s children. But starting in 1990, the number of mentally ill children began to rise dramatically, and by the end of 2007, there were 561,569 such children on the SSI disability rolls. In the short span of twenty years, the number of disabled mentally ill children rose thirty-five fold. Mental illness is now the leading cause of disability in children, with the mentally ill group comprising 50 percent of the total number of children on the SSI rolls in 2007.13

		The baffling nature of this childhood epidemic shows up with particular clarity in the SSI data from 1996 to 2007. Whereas the number of children disabled by mental illness more than doubled during this period, the number of children on the SSI rolls for all other reasons—cancers, retardation, etc.—declined, from 728,110 to 559,448. The nation’s doctors were apparently making progress in treating all of those other conditions, but when it came to mental disorders, just the opposite was true.

		A Scientific Inquiry

		The puzzle can now be precisely summed up. On the one hand, we know that many people are helped by psychiatric medications. We know that many people stabilize well on them and will personally attest to how the drugs have helped them lead normal lives. Furthermore, as Satcher noted in his 1999 report, the scientific literature does document that psychiatric medications, at least over the short term, are “effective.” Psychiatrists and other physicians who prescribe the drugs will attest to that fact, and many parents of children taking psychiatric drugs will swear by the drugs as well. All of that makes for a powerful consensus: Psychiatric drugs work and help people lead relatively normal lives. And yet, at the same time, we are stuck with these disturbing facts: The number of disabled mentally ill has risen dramatically since 1955, and during the past two decades, a period when the prescribing of psychiatric medications has exploded, the number of adults and children disabled by mental illness has risen at a mind-boggling rate. Thus we arrive at an obvious question, even though it is heretical in kind: Could our drug-based paradigm of care, in some unforeseen way, be fueling this modern-day plague?

		My hope is that Anatomy of an Epidemic will serve as an exploration of that question. It’s also easy to see what we must find if we are to solve this puzzle. We will need to discover a history of science that unfolds over the course of fifty-five years, arises from the very best research, and explains all aspects of our puzzle. The history must reveal why there has been a dramatic increase in the number of disabled mentally ill, it must explain why disabling affective disorders are so much more common now than they were fifty years ago, and it must explain why so many children are being laid low by serious mental illness today. And if we find such a history, we should then be able to explain why it has remained hidden and unknown.

		It’s also easy to see what is at stake here. The disability numbers only hint at the extraordinary toll that mental illness is exacting on our society. The GAO, in its June 2008 report, concluded that one in every sixteen young adults in the United States is now “seriously mentally ill.” There has never been a society that has seen such a plague of mental illness in its newly minted adults, and those who go on the SSI and SSDI rolls at this young age are likely to spend the rest of their lives receiving disability payments. The twenty-year-old who goes on SSI or SSDI will receive more than $1 million in benefits over the next forty or so years, and that is a cost—should this epidemic continue to grow—that our society will not be able to afford.

		There is one other, subtler aspect to this epidemic. Over the past twenty-five years, psychiatry has profoundly reshaped our society. Through its Diagnostic and Statistical Manual, psychiatry draws a line between what is “normal” and what is not. Our societal understanding of the human mind, which in the past arose from a medley of sources (great works of fiction, scientific investigations, and philosophical and religious writings), is now filtered through the DSM. Indeed, the stories told by psychiatry about “chemical imbalances” in the brain have reshaped our understanding of how the mind works and challenged our conceptions of free will. Are we really the prisoners of our neurotransmitters? Most important, our children are the first in human history to grow up under the constant shadow of “mental illness.” Not too long ago, goof-offs, cutups, bullies, nerds, shy kids, teachers’ pets, and any number of other recognizable types filled the schoolyard, and all were considered more or less normal. Nobody really knew what to expect from such children as adults. That was part of the glorious uncertainty of life—the goof-off in the fifth grade might show up at his high school’s twenty-year reunion as a wealthy entrepreneur, the shy girl as an accomplished actress. But today, children diagnosed with mental disorders—most notably, ADHD, depression, and bipolar illness—help populate the schoolyard. These children have been told that they have something wrong with their brains and that they may have to take psychiatric medications the rest of their lives, just like a “diabetic takes insulin.” That medical dictum teaches all of the children on the playground a lesson about the nature of human kind, and that lesson differs in a radical way from what children used to be taught.

		So here is what is at stake in this investigation: If the conventional history is true, and psychiatry has in fact made great progress in identifying the biological causes of mental disorders and in developing effective treatments for those illnesses, then we can conclude that psychiatry’s reshaping of our society has been for the good. As bad as the epidemic of disabling mental illness may be, it is reasonable to assume that without such advances in psychiatry, it would be much worse. The scientific literature will show that millions of children and adults are being helped by psychiatric medications, their lives made richer and fuller, just as APA president Carolyn Robinowitz said in her speech at the APA’s 2008 convention. But if we uncover a history of a different sort—a history that shows that the biological causes of mental disorders remain to be discovered and that psychiatric drugs are in fact fueling the epidemic of disabling mental illness—what then? We will have documented a history that tells of a society led horribly astray and, one might say, betrayed.

		And if that is so, we will spend the final part of this book looking at what we, as a society, might do to forge a different future.

	
		2 
Anecdotal Thoughts

		
			“If we value the pursuit of knowledge, we must be
free to follow wherever that search may lead us.”

			—ADLAI STEVENSON (1952)1

		

		McLean Hospital in Belmont, Massachusetts, is one of the oldest mental hospitals in the United States, as it was founded in 1817, when a type of care known as moral therapy was being popularized by Quakers. Their belief was that a retreat for the mentally ill should be built in a pastoral setting, and even today the McLean campus, with its handsome brick buildings and shaded lawns, feels like an oasis. On the evening in August 2008 that I came there, in order to attend a meeting of the Depression and Bipolar Support Alliance, that sense of tranquility was heightened by the weather. It was one of the most gorgeous nights of the summer, and as I approached the cafeteria where the meeting was to be held, I figured that attendance that night would be sparse. It was just too nice of a night to be inside. This was a meeting for people living in the community, which meant they would have to leave their homes and apartments to come here, and given that the McLean group met five times a week—there was an afternoon session every Monday, Thursday, Friday, and Saturday, and an evening meeting every Wednesday—I reasoned that most people attached to the group would skip this one.

		I was wrong.

		There were a hundred or so people filling the cafeteria, a scene that, in a small way, bore witness to the epidemic of disabling mental illness that has erupted in our country over the past twenty years. The Depression and Bipolar Support Alliance (DBSA) was founded in 1985 (known initially as the Depressive and Manic-Depressive Association), with this group at McLean starting up shortly after that, and today the organization counts nearly one thousand of its support groups nationwide. There are seven such groups in the Greater Boston area alone, and most—like the group that meets at McLean—offer people a chance to get together and talk several times a week. The DBSA has grown in lockstep with the epidemic.

		The first hour of the meeting was given over to a talk about “flotation therapy,” and at first glance, the audience was really not identifiable—at least not by an outsider such as myself—as a patient group. The people here ranged widely in age, the youngest in their late teens and the oldest in their sixties, and although the women outnumbered the men, this gender disparity might have been expected, given that depression affects more women than men. Most in the audience were white, which perhaps reflected the fact that Belmont is an affluent town. Perhaps the one telltale sign that the meeting was for people diagnosed with a mental illness was that a fair number were overweight. People diagnosed with bipolar disorder are often prescribed an atypical antipsychotic, such as Zyprexa, and those drugs regularly cause people to put on the pounds.

		After the talk ended, Steve Lappen, one of the DBSA leaders in Boston, listed the various groups that would now meet. There was one for “newcomers,” another for “family and friends,” a third for “young adults,” a fourth for “maintaining stability,” and so on, with the last of the eight choices an “observer’s group,” which Steve had organized for me.

		There were nine in our group (excluding myself), and by way of introduction, everyone briefly spoke about how he or she had been doing lately—“I’ve been having a hard time” was a common refrain—and told of his or her specific diagnosis. The man to my right was a former executive who had lost his job because of his recurring depression, and as we went around the room, such life stories spilled out. A younger woman told of a troubled marriage to a Chinese man who, because of his culture, didn’t like to talk about mental illness. Next to her, a former prosecuting attorney spoke of how he’d lost his wife two years ago, and since then “I don’t feel like I know who I am.” A woman who was an adjunct professor at an area college told of how difficult her work was at the moment, and finally, a nurse who had been recently hospitalized at McLean for depression explained what drove her to that dark place: She had the stress of caring for an ailing father, the stress of her job, and years of living with “an abusive husband.”

		The one lighter moment in this round of introductions came from the oldest member of the group. He had been doing pretty well lately, and his explanation for his relative happiness was one that Seinfield’s George Costanza would have appreciated. “Usually the summer is a hard time for me because everybody seems so happy. But with all the rain we have been having, that hasn’t been so much the case this summer,” he said.

		Over the course of the next hour, the talk jumped from topic to topic. There was a discussion of the stigma that the mentally ill face in our society, particularly in the workplace, and talk too of how family and friends, after a time, lose their empathy. This was clearly why many in the group had come—they found the shared understanding to be helpful. The issue of medication came up, and on this topic, opinions and experiences varied widely. The former executive, while still regularly suffering from depression, said that his medication did “wonders” for him and that his greatest fear was that it would “stop working.” Others told of having tried one medication after another before finding a drug regimen that provided some relief. Steve Lappen said that medications had never worked for him, while Dennis Hagler, the other DBSA leader in the meeting (who also agreed to be identified), said that a high dose of an antidepressant has made all the difference in the world in his life. The nurse told of having responded very badly to antidepressants during her recent hospitalization.

		“I had an allergic reaction to five different drugs,” she said. “I am now trying one of the new atypicals [antipsychotics]. I’m hoping that will work.”

		After the group sessions ended, people gathered in the cafeteria in clutches of two and three, sharing small talk. That made for a pleasant moment; there was a feeling of social warmth in that room, and you could see that the evening had lifted the spirits of many. It was all so ordinary that this easily could have been the wrap-up moment to a PTA meeting or a church social, and as I walked to the car, it was that ordinariness that struck me most. In the observer’s group, there had been a businessman, an engineer, a historian, an attorney, a college professor, a social worker, and a nurse (the other two in the group hadn’t spoken of their work histories). Yet, as far as I could tell, only the college professor was currently employed. And that was the puzzle: The people in the observer’s group were well educated and they were all taking psychotropic medications, and yet many were so plagued by persistent depression and bipolar symptoms that they couldn’t work.

		Earlier, Steve had told me that about half of the DBSA members receive either an SSI or SSDI check because they are, in the government’s eyes, disabled by their mental illness. This is the patient type that has been swelling the SSI and SSDI rolls for the past fifteen years, while the DBSA has grown into the largest mental health patient organization in the country during that time. Psychiatry now has three classes of medications it uses to treat affective disorders—antidepressants, mood stabilizers, and atypical antipsychotics—but for whatever reason, an ever greater number of people are showing up at DBSA meetings around the country, telling of their persistent and enduring struggles with depression or mania or both.

		Four Stories

		In medicine, the personal stories of patients diagnosed with a disease are known as “case studies,” and it is understood that these anecdotal accounts, while they might provide insight into a disease and the treatments for it, cannot prove whether a treatment works. Only scientific studies that look at outcomes in the aggregate can do that, and even then the picture that emerges is often a cloudy one. The reason that anecdotal accounts can’t provide such proof is that people may have widely varying reactions to medical treatments, and that is particularly true in psychiatry. You can find people who will tell of how psychiatric medications have helped them immensely; you can find people who will tell of how the drugs have ruined their lives; and you can find people—and this seems to be the majority in my experience—who don’t know what to think. They can’t quite decide whether the drugs have helped them or not. Still, as we set out to solve this puzzle of a modern-day epidemic of disabling mental illness in the United States, anecdotal accounts can help us identify questions that we will want to see answered in our search of the scientific literature.

		Here are four such life stories.

		Cathy Levin

		I first met Cathy Levin in 2004, not too long after I had published my first book on psychiatry, Mad in America. I immediately came to admire her fierce spirit. The last part of that book explored whether antipsychotic medications might be worsening the long-term course of schizophrenia (a topic that is explored in Chapter 6 of this book), and Cathy, in some ways, objected to that thought. Although she had initially been diagnosed with bipolar disorder (in 1978), her diagnosis had later been changed to “schizoaffective,” and she had, by her own reckoning, been “saved” by an atypical antipsychotic, Risperdal. The history that I had related in Mad in America threatened, in some way, her own personal experience, and she called me several times to tell me how helpful that drug had been to her.

		Born in 1960 in a Boston suburb, Cathy grew up in what she remembers as a “male-dominated” world. Her father, a professor at a college in the Boston area, was a veteran of World War II, and her stay-at-home mom saw such men as the “backbone of the social order.” Her two older brothers, she recalls, “bullied her,” and on more than one occasion, starting when she was quite young, several boys in her neighborhood molested her. “I cried all the time when I was a child,” she says, and often she pretended to be sick so that she wouldn’t have to go to school, preferring instead to spend her days alone in her room, reading books.

		Although she did fine academically in high school, she was “a difficult teenager, hostile, angry, withdrawn.” During her second year in college, at Earlham in Richmond, Indiana, her emotional troubles worsened. She began partying with the young men on the football team, eager, she says, “to have sex” but, at the same time, worried about losing her virginity. “I was confused about being involved with a guy. I went to a lot of parties and I couldn’t concentrate anymore on my studies. I started to flunk out of school.”

		Cathy was smoking a lot of marijuana, too, and soon she began acting in an eccentric manner. She borrowed other people’s clothes to wear, trekking around campus in “oversized clogs, a pair of overalls thrown over my regular clothes, a bomber jacket, and a funny hat I got from the Army-Navy store.” One night, on her way home from a party, she threw away her glasses for no reason. Her thoughts about sex gradually bloomed into a fantasy about Steve Martin, the comedian. Unable to sleep through the night, she would awaken at four a.m. and go for walks, and at times, it seemed that Steve Martin was there on campus, stalking her. “I thought he was in love with me and was running through the bushes just out of sight,” she says. “He was looking for me.”

		Mania and paranoia were combining into a volatile mix. The breaking point came one evening when she threw a glass object against the wall in her dorm room. “I didn’t clean it up, but instead was walking around in it. I was, you know, taking the glass out of my feet. I was completely out of my mind.” School officials called police and she was rushed off to a hospital, and it was then, a few days before her eighteenth birthday, that Cathy’s medicated life began. She was diagnosed with manic-depressive illness, informed that she suffered from a chemical imbalance in the brain, and put on Haldol and lithium.

		For the next sixteen years, Cathy cycled in and out of hospitals. She “hated the meds”—Haldol stiffened her muscles and caused her to drool, while the lithium made her depressed—and often she would abruptly stop taking them. “It feels so great to go off medication,” she says, and even now, when she remembers that feeling, she seems to get lost in the pure deliciousness of a memory from the distant past. “When you go off meds it is like taking off a wet wool coat, which you have been wearing even though it’s a beautiful spring day, and suddenly feeling so much better, freer, nicer.” The problem was that off the drugs, she would “start to decompensate and become disorganized.”

		In early 1994, she was hospitalized for the fifteenth time. She was seen as chronically mentally ill, occasionally heard voices now, had a new diagnosis (schizoaffective), and was on a cocktail of drugs: Haldol, Ativan, Tegretol, Halcion, and Cogentin, the last drug an antidote to Haldol’s nasty side effects. But after she was released that spring, a psychiatrist told her to try Risperdal, a new antipsychotic that had just been approved by the FDA. “Three weeks later, my mind was much clearer,” she says. “The voices were going away. I got off the other meds and took only this one drug. I got better. I could start to plan. I wasn’t talking to the devil anymore. Jesus and God weren’t battling it out in my head.” Her father put it this way: “Cathy is back.”

		Although several studies funded by the NIMH and the British government have found that patients, on the whole, don’t do any better on Risperdal and the other atypicals than on the older antipsychotics, Cathy clearly responded very well to this new agent. She went back to school and earned a degree in radio, film, and television from the University of Maryland. In 1998, she began dating the man she lives with today, Jonathan. In 2005, she took a parttime job as editor of Voices for Change, a newsletter published by M-Power, a consumer group in Massachusetts, a position she held for three years. In the spring of 2008, she helped lead an M-Power campaign to get the Massachusetts legislature to pass a law that would protect the rights of psychiatric patients in emergency rooms. Still, she remains on SSDI—“I am a kept woman,” she jokes—and although there are many reasons for that, she believes that Risperdal, the very drug that has helped her so much, nevertheless has proven to be a barrier to full-time work. Although she is usually energetic by the early afternoon, Risperdal makes her so sleepy that she has trouble getting up in the morning. The other problem is that she has always had trouble getting along with other people, and Risperdal exacerbates that problem, she says. “The meds isolate you. They interfere with your empathy. There is a flatness to you, and so you are uncomfortable with people all the time. They make it hard for you to get along. The drugs may take care of aggression and anxiety and some paranoia, those sorts of symptoms, but they don’t help with the empathy that helps you get along with people.”

		Risperdal has also taken a physical toll. Cathy is five feet, two inches tall, with curly brown hair, and although she is fairly physically fit, she is probably sixty pounds heavier than what would be considered ideal. She has also developed some of the metabolic problems, such as high cholesterol, that the atypical antipsychotics regularly cause. “I can go toe-to-toe with an old lady with a recital of my physical problems,” she says. “My feet, my bladder, my heart, my sinuses, the weight gain—I have it all.” Even more alarming, in 2006 her tongue began rolling over in her mouth, a sign that she may be developing tardive dyskinesia. When this side effect appears, it means that the basal ganglia, the part of the brain that controls motor movement, is becoming permanently dysfunctional, having been damaged by years of drug treatment. But she can’t do well without Risperdal, and in the summer of 2008, this led to a moment of deep despair. “I will, of course, look pretty creepy in a few years, with the involuntary mouth movements,” she says.

		Such has been her life’s course on medications. Sixteen terrible years, followed by fourteen pretty good years on Risperdal. She believes that this drug is essential to her mental health today, and indeed, she could be seen as a local poster child for promoting the wonders of that drug. Still, if you look at the long-term course of her illness, and you go all the way back to her first hospitalization at age eighteen, you have to ask: Is hers a story of a life made better by our drug-based paradigm of care for mental disorders, or a story of a life made worse? How might her life have unfolded if when she suffered her first manic episode in the fall of 1978, she had not been immediately placed on lithium and Haldol, the doctors instead trying other means—rest, psychological therapies, etc.—to restore her sanity? Or if, once she had been stabilized on those medications, she had been encouraged to wean herself from the drugs? Would she have spent sixteen years cycling through hospitals? Would she have gone on SSDI and remained on it ever since? What would her physical health be like now? What would her subjective experience of life through those years have been like? And if she had been able to fare well without drugs, how much more might she have accomplished in her life?

		This is a question that Cathy, given her experience with Risperdal, had not thought much about before our interviews. But once I raised it, she seemed haunted by this possibility, and she brought it up again and again when we met. “I would have been more productive without the meds,” she said the first time. “It would break my heart” to think about that, she said later. Another time she lamented that with a life on antipsychotics, “you lose your soul and you never get it back. I got stuck in the system and the struggle to take meds.” Finally, she told me this: “The thing I remember, looking back, is that I was not really that sick early on. I was really just confused. I had all these issues, but nobody talked to me about that. I wish I could go off meds even now, but there is nobody to help me do it. I can’t even start a dialogue.”

		There is, of course, no way of knowing what a life without meds might have been like for Cathy Levin. However, later in this book we will see what science has to reveal about the possible course her illness might have taken if, at that fateful moment in 1978, after her initial psychotic episode, she had not been medicated and told that she would have to take drugs for life. Science should be able to tell us whether psychiatrists have reason to believe that their paradigm of drug-based care alters long-term outcomes for the better or for the worse. But Cathy believes that this is a question that psychiatrists never contemplate.

		“They don’t have any sense about how these drugs affect you over the long term. They just try to stabilize you for the moment, and look to manage you from week to week, month to month. That’s all they ever think about.”

		George Badillo

		Today, George Badillo lives in Sound Beach on Long Island, his neatly kept home only a short drive away from the water. Nearly fifty years old, he is physically fit, with slightly graying hair swept back off his forehead, and he has a quick, warm smile. His thirteen-year-old son, Brandon, lives with him—“He is on the football team, the wrestling team, the baseball team, and the honor roll,” George says, with understandable pride—and his twenty-year-old daughter, Madelyne, who is a student at the College of Staten Island, is visiting him on this day. Even at first glance, you can see both are happy to have this time together.

		Like many who have been diagnosed with schizophrenia, George remembers being “different” as a child. As a young boy growing up in Brooklyn, he felt isolated from the other kids, partly because his Puerto Rican parents spoke only Spanish. “I remember all the other kids talking and being so friendly and outgoing, mingling with each other, and I couldn’t do that. I’d want to talk with them, but I was always apprehensive,” he recalls. He also had an alcoholic father who often beat him, and because of that, he began to think that “people were always plotting and wanting to hurt me.”

		Still, George did okay in school, and it wasn’t until his late teens, when he was a student at Baruch College, that his life began going awry. “I got into the disco life,” he explains. “I started doing amphetamines, marijuana, and cocaine, and I liked it. The drugs relaxed me. Only then it got out of hand and the cocaine started making me think all crazy. I got real paranoid. I felt there were conspiracies and all that. People were after me, and the government was in on it.” Eventually he ran off to Chicago, where he lived with his aunt and withdrew from the world that he felt was chasing him. Alarmed, his family coaxed him back home and took him to the psychiatric unit at Long Island Jewish Hospital, where he was diagnosed as a paranoid schizophrenic. “They are all telling me that my brain is broken, and that I will be sick for the rest of my life,” he says.

		The next nine years passed in a chaotic whirl. Like Cathy Levin, George hated Haldol and the other antipsychotics he was told to take, and partly because of that drug-induced despair, he tried to kill himself multiple times. He fought with his family about the medications, went on and off the drugs, cycled through several hospitalizations, and, in 1987, became a father after his eighteen-year-old girlfriend gave birth to Madelyne. He married his girlfriend, intent on being a good father, but Madelyne was a sickly child and George and his wife both suffered breakdowns trying to care for her. His grandmother took Madelyne to Puerto Rico, and George ended up divorced and living in a home for the disabled. There he met and married a woman also diagnosed with paranoid schizophrenia, and after a series of adventures and misadventures in San Francisco, they, too, got divorced. Despondent and paranoid once again, in early 1991 George landed in Kings Park Psychiatric Center, a run-down state hospital on Long Island.

		Now came his descent into total hopelessness. After he tried to have a pistol smuggled into the hospital so that he could kill himself, he was given a two-year sentence in the locked facility. Then, as Christmas neared that year, he grew upset when several of his fellow patients weren’t allowed to go home for the holiday, and so he helped them escape, breaking a window in his room and tying sheets together so they could clamber to the ground. The hospital responded by moving him to a ward for people who had been institutionalized for decades. “Now I am on a ward with people urinating on themselves,” he recalls. “I’m a danger to society and drugged out. You sit down all day and watch television. You can’t even go outside. I thought my life was over.”

		George spent eight months on that ward for the hopelessly mentally ill, lost in a haze of drugs. However, at last he was moved to a unit where he could go outside, and suddenly there was blue sky to be seen and fresh air to breathe. He felt a spark of hope, and then he took a very risky step: He began tonguing the antipsychotic medication and spitting it out when the staff weren’t looking. “I could think again,” he says. “The antipsychotic drugs weren’t letting me think. I was like a vegetable, and I couldn’t do anything. I had no emotions. I sat there and watched television. But now I felt more in control. And it felt great to feel alive again.”

		Luckily, George didn’t experience a return of psychotic symptoms, and with his body no longer slowed by drugs, he began to jog and lift weights. He fell in love with another patient in the hospital, Tara McBride, and in 1995, after they were both discharged from the hospital to a nearby community residence, she gave birth to Brandon. George, who had never completely lost touch with his daughter, Madelyne, now had a new goal in life. “I realize I have a second chance. I want to be a good parent.”

		At first, it didn’t go well. Like Madelyne, Brandon had been born with health problems—he had an intestinal abnormality that required surgery—and Tara broke down from that stress and was rehospitalized. Since George was still living in a residence for the mentally ill, the state did not deem him fit to care for Brandon and he was given to Tara’s sister to raise. However, in 1998 George began working part-time as a peer specialist for the New York State Office of Mental Health, counseling hospitalized patients about their rights, and three years later, he was able to present himself in court as someone who could be a good father to Brandon. “My sister Madeline and I got custody,” he says. “That was the best feeling. I was just jumping for joy. It was like the first time that someone in the system got custody of their kids.”

		The following year, one of George’s sisters bought him the house he lives in today. Although he still receives SSDI, he does contract work for the federal Substance Abuse and Mental Services Health Administration and does volunteer work with hospitalized youth in Long Island. His is a life filled with meaning, and as Brandon’s success in school will attest, he is proving to be the good father he dreamed of becoming. Madelyne, meanwhile, is unabashedly proud of him. “He wanted to have Brandon and me in his life,” she says. “That made him want to turn around his situation. He wanted to be a father to us. He is proof that someone can recover from mental illness.”

		Although George’s story is clearly an inspiring one, it doesn’t prove anything one way or another about the overall merits of antipsychotics. But it does prompt a clinical question: Given that his recovery began when he stopped taking antipsychotics, is it possible that some people ill with a serious mental disorder, like schizophrenia or bipolar illness, might recover in the absence of medication? Is his story an anomaly, or does it provide insight into what could be a fairly common path to recovery? George, who today occasionally takes Ambien or a low dose of Seroquel to sleep at night, believes that, at least in his case, getting off the drugs was what enabled him to get well. “If I had stayed on those drugs, I wouldn’t be where I am today. I would be stuck in an adult home somewhere, or in the hospital. But I’m recovered. I still have some strange ideas, but now I keep them to myself. And I weather whatever emotional stress comes up. It stays with me for a few weeks and then it goes away.”

		Monica Briggs

		Monica Briggs is a tall, intense woman and, like so many people active in the “peer recovery” movement, immensely likeable. On the day that I have lunch with her, at a restaurant in South Boston, she comes hobbling over to the booth leaning on a cane, as she recently injured herself, and when I ask how she traveled here, she smiles, slightly pleased with herself. “On my bike,” she says.

		Monica, who was born in 1967, is from Wellesley, Massachusetts, and as a teenager growing up in that affluent community, she seemed like the last person who might have a life of mental illness awaiting her. She came from an accomplished family—her mother was a professor at Wellesley, while her father taught at several Boston-area colleges—and Monica was a child who excelled at whatever she chose to do. She was a good athlete, earned top grades, and showed a particular talent for art and writing. Upon graduating from high school, she received several scholarship awards, and when she entered Middlebury College in Vermont in the fall of 1985, she believed that her life would follow a very conventional path. “I thought I’d go to school, marry, have a chocolate Labrador, and a home in the suburbs, with the SUV…. I thought it would all happen like that.”

		A month into her freshman year at Middlebury, Monica was blindsided by a severe depressive episode that seemed to have no cause. She’d never had emotional problems before, nothing bad had happened at Middlebury, and yet the depression hit her with such force that she had to leave school and return home. “I was someone who had never quit anything before,” she says. “I thought my life was over. I thought this was a failure I could never recover from.”

		A few months later, she returned to Middlebury. She was taking an antidepressant (desipramine), and as spring neared, her spirits began to lift. However, they didn’t just rise to a “normal” level. Instead, they soared beyond to what seemed a much better place. She now had energy to burn. She took long runs and threw herself into her art, dashing off accomplished self-portraits in charcoals and pastels. She had so little need for sleep that she started a T-shirt business. “It was fantastic, great,” she says. “I am not thinking that I am God, or anything, but I am thinking I am pretty close to God at that point. This goes on for several weeks, and then I crash for what seems like forever.”

		This was the start of Monica’s long battle with bipolar disorder. Depression had given way to mania followed by worse depression. Although she managed to complete her freshman year, with an A-minus average, she began cycling through depressive and manic episodes, and in May of her sophomore year, she gulped down handfuls of sleeping pills, intending to kill herself. Over the next fifteen years, she was hospitalized thirty times. While lithium kept her mania in check, the suicidal depression always came back, her doctors prescribing one antidepressant after another in an attempt to find the magic pill that would help her stay well.

		There were times, between the hospitalizations, when she was fairly stable, and she made the most of them. In 1994, she earned a bachelor’s degree from Massachusetts College of Art and Design, and after that she worked for various advertising agencies and publishing houses. She became active in the Depressive and Manic-Depressive Association and developed its logo, the “bipolar bear.” But in 2001, after she was fired from her job for having stayed home for a week due to her depression, her suicidal impulses returned with a vengeance. She bought a gun, only to have it misfire six times when she tried to shoot herself. She spent three nights on a bridge that crossed a highway, desperately wanting to fling herself onto the roadway below, but refraining from doing so because she thought she might cause a crash that would hurt others. She was hospitalized several times, and then, in 2002, her mother died from pancreatic cancer, and her mental struggles took an even worse turn. “I am psychotic, hallucinating, seeing things. I think I have super powers and can change the way time flows. I think I have ten-feet wings and that I can fly.”

		That was the year she went on SSDI. Seventeen years after her initial manic episode, she had officially become disabled by bipolar disorder. “I hate it,” she says. “I am a Wellesley girl on welfare, and that’s not what Wellesley girls are supposed to do. It is so corrosive to your self-esteem.”

		As might be guessed, given that she arrived at the diner on a bicycle, having pedaled there during her lunch break at work, Monica’s life eventually took a turn for the better. In 2006, she stopped taking an antidepressant, and that triggered a “dramatic change.” Her depression lifted, and she began working part-time at the Transformation Center, a Boston peer-run organization that helps people with psychiatric diagnoses. Although the lithium she has continued to take has its drawbacks—“my ability to create artwork is gone,” she says—it hasn’t exacted too great a physical toll. While she has a thyroid problem and suffers from tremors, her kidneys are fine. “I’m in recovery now,” she says, and as we get up to leave the diner, she makes it clear that she would like to secure a full-time job and get off SSDI. “Being on welfare is a phase in my life,” she says emphatically, “not an end.”

		Such has been the long arc of her illness. As a clinical study, her story appears to tell simply of the benefits of lithium. That drug apparently kept her mania in check for decades, and as a mono therapy, it has helped keep her stable since 2006. Still, after years of drug treatment, she ended up on SSDI, and as such, her story illustrates one of the core mysteries of this disability epidemic. How did someone so smart and accomplished end up on that governmental program? And if we wind the clock back to the spring of 1986, a perplexing question appears: Did she suffer her first manic episode because she was “bipolar,” or did the antidepressant induce the mania? Is it possible that the drug converted her from someone who had suffered a depressive episode into a bipolar patient, and thus put her onto a path of chronic illness? And did the subsequent use of antidepressants alter the course of her “bipolar illness,” for one reason or another, for the worse?

		To put it another way, in the world of people who attend DBSA meetings, how often do they tell of becoming bipolar after initial treatment with an antidepressant?

		Dorea Vierling-Claassen

		If you had met Dorea Vierling-Claassen in 2002, when she was twenty-five years old, she would have told you that she was “bipolar.” She’d been so diagnosed in 1998, her psychiatrist explaining that she suffered from a chemical imbalance in the brain, and by 2002 she was on a cocktail of drugs that included an antipsychotic, Zyprexa. But by the fall of 2008, she was off all psychiatric medications (and had been for two years), she was thriving in a life that revolved around marriage, motherhood, and postdoctoral research at Massachusetts General Hospital, and she was convinced that her “bipolar” years had all been a big mistake. She believes that she was one of the millions of Americans caught up in a frenzy to diagnose the disorder, and it very nearly ended with her becoming a mental patient for life.

		“I escaped by the skin of my teeth,” she says.

		Dorea tells me her story while sitting in the kitchen of her condominium in Cambridge, Massachusetts. Her spouse, Angela, is here, and their two-year-old daughter is sleeping in the next room. With her freckles and slightly frizzy hair, and evident zest for life, Dorea seems like someone who might have been a bit of a mischievous child, and to a certain extent, that is how she remembers herself. “I was extremely smart, at the far end of that spectrum, and so I was the geeky kid. But I had friends. I was skillful at social navigation—I was also the funny kid.” If there was one thing amiss in her life as a child, it was that she was overly emotional, prone to “angry outbursts” and “crying” jags. “Delightful, but odd” is how she sums up her seven-year-old self.

		Like many bright “odd” kids, Dorea found pursuits she excelled at. She developed a passion for the trumpet and became an accomplished musician. A top student, she had a particular talent for mathematics. In high school, she ran on the track team and had many friends. However, she remained quite emotional—that part of her personality did not go away—and there was a very real source of distress in
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