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To all of us who are different …
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INTRODUCTION

“DOCTOR, AM I NORMAL?”

As a psychiatrist, I hear this question over and over again—far more than you might imagine. I hear it from friends, family members, patients, recent acquaintances, and folks I’ve just met for the first time. In today’s world, people wonder whether what they think, feel, and believe—or how they act—is considered “normal.”

What do we mean by “normal,” and what’s so great about normal anyway? We are taught as children that we all have certain talents and abilities that make us special. If being normal means being just like everyone else, where’s the fun in that? Shouldn’t we prefer to be unique and embrace who and what we are?

When it comes to our mental health, though, we still worry:

If I’m a little impatient and sometimes have a short attention span, does that mean I have attention deficit disorder?

Because I have high self-esteem and like it when others pay attention to me, does that make me a narcissist?

What if I have occasional mood swings? Could I be bipolar?

The answer to these questions, for most people, is no, no, no!

Yet there are a handful of personality traits that can be a part of a normal character but that when present in the extreme can be abnormal and cause people trouble and even elicit a psychiatric diagnosis. These are the traits that people worry about the most, but they are also the very traits that define who we are. They are the traits that have the potential to make us genuinely special—and even great.

This book is about the eight most common, and most important, of these traits. (It’s important to say that most of us have many, even all, of these traits to some degree.) It’s about learning to identify which traits are dominant. It’s about recognizing how those traits can cause you trouble. And, most important, it’s about learning how you can put your dominant traits to work for you.

For example:

Have you found a way to put your adventurous nature to focused and productive use? Or does it propel you dizzily from one activity to the next, never finishing what you start?

Have you been able to make your perfectionism fulfilling and valuable? Or does it more often feel like an obsession that’s overwhelming to you and frustrates others?

How about your anxiety? Does it spur you into action or disable you with fear?

Looking closely at your personality profile can be a scary thing. At first, you might not like what you see. It may make you worry about yourself or about others around you—a child, a spouse, a friend, or a colleague. You may compare yourself to the horror stories portrayed in the media of seemingly ordinary people who turn out to be “crazy.” You begin to wonder if perhaps you should be evaluated, or go to therapy, or even take medication to help tone down that perfectionism or rein in the adventurousness or replace magical thinking with a more logical approach so you’ll be more like everyone else and be normal. Or at least more like what you think the normal person should look like.

I have been considering these questions with my patients for twenty-five years. And I have also asked myself these questions, especially at critical turning points in my life and my career. I know that they can be difficult because they usually involve change, which means contemplating a new way of thinking and being. Many times it feels easier to struggle along with “normal” than to take the leap and embrace who we really are.

For me, one of those periods of questioning came in the summer of 2008 in, of all places, Las Vegas. But the story begins in Lake Charles, Louisiana.

In 1987 I had just finished my psychiatry residency. With my wife and two kids, I moved back to Lake Charles, a beautiful little town just west of New Orleans, where I was born. I grew up in Lake Charles, my parents still lived there, and I had decided to establish my psychiatric practice there. I remember the tremendous excitement that came from starting my own clinic. My adventurous nature made me eager to try out fresh ideas and provoke changes in the profession. In short, I felt ready to make a difference and to try to change the world.

I’d only been in town a few weeks when I got a call from Jan Hardy, the anchor of a local TV news program. She explained that she was doing a series on health issues and wanted me to come on her show and talk about—and this is where she caught me by surprise—depression. People didn’t talk about depression very much in those days. But Jan sounded smart and nice and knowledgeable on the topic, so I said sure.

A pretty amazing thing happened when Jan and I got on the air together. Not long after she started the interview, Jan revealed that she herself suffered from depression. Not only that, she told the world that she was taking Prozac, one of the early antidepressant medications. (The drug became world famous in 1993, the year that Peter Kramer published his bestselling book Listening to Prozac.)

Today, no one thinks much about it if you admit you’re on meds for depression. (In fact, in some circles, they may be surprised if you say you’re not.) But, in Louisiana, in 1987, it was a huge admission for anyone to make, let alone a TV personality, and on a live show no less. It was a bombshell, really. Depression, in fact any kind of mental illness, carried a real stigma at the time. It was okay to be a little down, sure, but flat-out, can’t-function depressed? That was not something most people would admit to.

Jan’s revelation sparked an interesting dialogue between us on air. I said that the medical community had learned a lot about depression in the past few years. That we had come to think of it as a medical condition, caused by a chemical imbalance in the brain. And just like any other medical condition—diabetes, heart disease, high blood pressure—depression could be successfully treated with medicines. Prozac, while the best known at the time, was just one of several antidepressants available.

After the show, Jan told me she thought it had gone really well. A few days later, she called me again and said that she had gotten a lot of positive responses from her viewers as well as from the station management. She asked if I’d be interested in doing a regular appearance on her news program. “I’ve been stigmatized because I have depression,” she told me. “I’m sure others have too. I’d love you to talk about how psychiatric problems like these come about as the result of a medical condition.”

For the next two years, Jan and I did a five-minute segment every Monday at noon. I’d talk a little bit about the latest findings related to depression, bipolar disorder, OCD, and other mental health conditions and then we’d take comments and questions from viewers. It was new ground for the people of Lake Charles, Louisiana, in the late eighties, and it was considered a big deal.

Not only was that the start of my media career, it gave me a better understanding of my own dominant traits. I saw that the combination of confidence, along with the pleasure I take in helping others on a much larger scale, could bring me fulfillment beyond the clinical practice of psychiatry. I wrote a book, Chemical Imbalance Depression. I began to give talks and conduct seminars for various groups and associations, mostly in Louisiana and Texas. I continued to build my practice. Life was filled and fulfilling. My dominant traits were fully and appropriately engaged.

I was working full time at my clinic, making weekly television appearances, caring for my family, and pursuing a series of hobbies. I loved sailing and bicycling, and I rode a motorcycle. And, although not many of my colleagues know this, I became a world-class poker player.

It turns out that my personality profile is highly suited to playing poker. Or to use more technical language, my dominant personality traits give me the ascendant strengths that make me tough competition at the poker table. I’m just narcissistic enough to be confident in myself when the odds aren’t looking good, and to be resilient on the days when luck lets me down. And like many competitive people, I’m a magical thinker. Often thought of as a combination of intuition and faith, magical thinking, along with my years as a psychiatrist, is what enables me to read my opponents like a book. I can instantly get a feel for what cards they’re holding and whether they’re bluffing.

I became involved in poker for an unusual reason. I have always had an ability to tell when another person is being truthful (classic magical thinking) and decided to try out poker as a test. For several years, I played poker quite seriously. I competed a few times in the World Series of Poker, a six-week serial tournament that culminates in the Main Event, considered the World Championship of Poker. In 2004, I played in the Main Event and placed eleventh in the world.

Then I hit a bumpy patch—in my personal life, in my professional career, and in poker.

I got divorced in 2006. My two great kids were all grown up and away at school. And for reasons that I’ll describe in a moment, I seemed to have lost that feeling of fulfillment that I once got from my work at the clinic and my television show.

So not long after the divorce was final, I decided I’d play poker on a professional level, albeit for all the wrong reasons. Why not? I had a good track record, had won tournaments and made some money. I thought that I could answer the question “What does normal mean for me now?” in a new and exciting way.

I stuck it out for two years, but by the time the World Series of Poker Main Event rolled around in May 2008, I was pretty convinced that the poker-playing life was not for me. Still, I decided to give it one last go. I flew to Las Vegas, checked into the hotel, and tried to get myself in a winning frame of mind. Nothing doing. It didn’t take long for me to bust out—which meant I was out of chips, out of luck, and out of the tournament for the year.

At the end of the day, I left the casino and made a beeline for Petrossian, the well-known Russian piano bar at the Bellagio Hotel. I grabbed a table and decided to treat myself to a glass of champagne. While I sipped my drink, I listened to the pianist and thought things over.

Okay, I thought, poker is fun, especially when I win big, but no way can it be my next career. It can be a hobby, sure, but I’ve had my little experiment and now it’s time to get serious. Poker brought out the worst of my best characteristics. So, what do I want to do next with my skills? Where do I want to go? What can I do that is truly meaningful—and that is genuinely me?

I realized that my disaffection was caused, at least in part, by the changes that had taken place in the field of psychiatry during the previous decade. Throughout the 1990s, as my practice grew and I took on partners and we became more and more widely known and successful, I had continued to speak out about depression. I wanted to help the millions of people like Jan Hardy who had been stigmatized because of their condition. Considering the number of estimated cases of depression across the country, it seemed obvious to me that we had a national crisis on our hands.

Of course, mine was only one of many voices in this conversation. Gradually the word got out and acceptance started to build. So much so that by 2003 or so, my practice—and the practice of psychiatry in general—looked very different than it had in 1987.

How so? Twenty years ago, people went to a psychiatrist only when they were really in trouble. They were severely depressed, manic, or psychotic. They couldn’t function. A shrink was the last resort.

But now, many of the patients I was seeing would hardly have qualified as “patients” at all when I started out. This is not to say they weren’t dealing with difficult issues, but they often didn’t require extensive treatment or medication. I remember one patient who came to see me soon after his mom died. He was feeling sad, down, and depressed. I went through the routine questions.

“Are you sleeping all right?” I asked.

“Yes, I sleep okay.”

“How’s your energy level?”

“It’s good.”

“Are you able to work?”

“Sure, I go to work every day. My boss and coworkers are the best.”

“Are you eating well?”

“My diet hasn’t really changed.” He sighed. “I’m just really, really sad.”

“Well, it’s only been a week since your mom passed away,” I said. “It’s normal to feel sad, even depressed, after a parent dies. I don’t see that you have any clinical problems. You don’t seem to have any physical criteria. I don’t think there’s any need for medication. In fact, my sense is that you’re dealing with this amazingly well. Grieving is a natural part of life. When we lose people we love, it’s very hard to deal with.”

He sighed again. “Yes, it is. I just thought maybe some medicine would help. You know, like an antidepressant?”

So we talked for a while about how to focus on the good times with his mom and ways to celebrate her memory and her life. Then I told him, “Why don’t you give it a month and see how things go? If anything gets worse, I’m here. Come back and we’ll reevaluate.”

He didn’t come back. In fact, I bumped into him a few months later and he said, “The best thing you told me was that I didn’t need medicine, that what I was going through was normal. I worked through everything and though I still get sad from time to time, I’m in good shape.”

By 2008, that kind of visit had become the norm rather than the exception. And in addition to this increase in the number of visits from people who were not severely ill, I saw another trend: an increase in the number of people who came to me with prescription drug abuse issues, including Ritalin, Adderall, Xanax, and most notably, narcotic painkillers. The abuse of serious pain medications such as Oxycontin, Lorcet, Lortab, Percocet, and Percodan was seriously on the rise, not just in my neck of the woods, but nationwide. Folks were abusing and becoming addicted to the very same legal prescription drugs that we used to treat psychiatric and medical problems. It was reaching near-epidemic proportions.

Sitting there at the bar in Las Vegas, I articulated more clearly the thoughts that had been gathering for some time.

Not only have we destigmatized the issue of mental health, I realized, but we’ve gone completely in the other direction. We’ve actually glamorized it. Today it seems that everybody needs to see a mental health professional. Everyone needs to be evaluated. We all need to be treated for something.

Let me quickly state that I believe it’s a positive thing that so many people have become aware of their own mental health, and the issue in general, and are interested in talking about and addressing a wide range of emotional and psychological concerns. On the other hand, however, I realized then that we were clearly going down the wrong path, and a potentially dangerous one, by seeing mental health issues everywhere. Overevaluating. Overdiagnosing. And, most important of all, overmedicating.

And it wasn’t only a matter of an overreliance on medication. I saw that traditional therapy, too, was in need of redirection. Don’t get me wrong, I’m a big advocate of the talking cure, and always have been. After all, I’ve spent nearly thirty years helping patients, with a combination of talk and meds. But, increasingly, I saw that therapy was being applied just as meds were—to “fix” what seemed to be abnormal traits. So, if a patient went to a therapist because she thought of herself as shy, the almost automatic response had become, “Let’s work together to make you bolder and more assertive and outgoing!” A better way would be to start by considering the patient’s strengths. Maybe they could be better understood and accentuated? Maybe shyness wasn’t really such a problem after all? Maybe shyness was, in fact, an essential part of the patient’s personality and actually what made her exceptional?

So, what did all this mean to me? I knew I loved to give advice and help others, but I was already doing that. What could I do about it on a bigger, perhaps even global, scale? How could I put my self-confidence, high energy, and waves of creativity to work in this cause? I decided that day in Las Vegas in 2008 that it was time for me to speak out again. I resolved that I would gradually spend less time seeing patients and devote most of my energy to education and advocacy, explaining the myths and stigmas that accompany mental health. Helping people see that the pendulum has swung too far, that not everyone needs therapy or meds, and that embracing who we are is the key to success and happiness.

And that is just what I have done over the last few years.

I increased my media presence and began to appear regularly on the prominent radio and television programs. In early 2009, I launched my website, www.DrDaleArcher.com. It allows me to interact with and offer advice to people who have problems that trouble them but that don’t warrant a visit to a psychiatrist. I try to deliver sound advice, based on common sense. I offer hope that the person is not the only one with this type of problem. I seek to give assurance that the issue can be successfully addressed. And of course, in some more serious cases, I can tell the person that the problem really does warrant a visit to a psychiatrist. The website has had (and continues to have) an overwhelming response and I feel good that I have been able to help so many folks and do so for free.

But as much as I believed in the value of my media engagements and the website work, I still felt that I could do more. I wanted to present all of my ideas in a comprehensive and organized way, to provide a philosophical framework that would help people think broadly and clearly about mental health issues in the context of today’s society. And, just as important, I wanted to give people the benefit of my clinical experience by suggesting practical ways for them to approach the problems that they, their family members, and friends and colleagues might be having.

The result is this book. Putting it together has been one of the most challenging and rewarding efforts of my career. It has not only reenergized my commitment to psychiatry, it has opened new opportunities for me to speak up on behalf of a sensible and responsible approach to our collective mental health.

Writing the book has also helped me understand even more about who I am and how to make the most of my own personality profile. I realized that my success at playing poker was, in fact, due to the presence of my dominant traits—but that it was hardly the best use of them and did not make me truly happy. Although I didn’t have a disorder, they were giving me trouble. But helping patients, bringing ideas to the public, advocating for a better approach to thinking about personality—these activities put my traits to work in a positive way and kept me going with the belief that this is a cause bigger than I am and work that needs to be done.

I hope this book can help you, the reader, come to the same realization that I did. I believe that if you try to conform to what’s termed “normal”—by denying your traits or trying to medicate them out of existence—you will lose a source of strength and uniqueness, which is the foundation for your own personal greatness. Truly, you are who you are—and you can find great fulfillment in life by understanding your personal character, identifying your traits, and making the most of them.
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And it ought to be remembered that there is nothing more difficult to take in hand, more perilous to conduct, or more uncertain in its success, than to take the lead in the introduction of a new order of things. Because the innovator has for enemies all those who have done well under the old conditions, and lukewarm defenders in those who may do well under the new.

—Niccolò Machiavelli



IT’S TIME FOR THE introduction of a new order of things in the world of mental health. As a psychiatrist, I feel called to look critically at the overdiagnosing and overmedicating of America. More important, I am driven to spread an empowering new message about mental disorder that places responsibility for identity and mental health back where it belongs—in your hands.

I am envisioning a real change in the way we all talk about what it means to be ourselves. I believe that by understanding the eight fundamental behavioral traits and by seeing them as part of a continuum, we can really make a positive change in the way we understand ourselves. By the time you finish this book, I hope you will be able to see that every one of us has all of these traits, to some degree, and can analyze where each of our traits falls on a one-to-ten continuum (more on this in a moment). You’ll be able to say:


“I’m an eight on the ADHD continuum.”

“I am a seven on the narcissism continuum.”

“I am a seven on the bipolar continuum.”

“I am a two on the OCD continuum.”



What’s more, you should be able to recognize exactly how your dominant traits have aided you in the past. “I would never have had the desire to do that ten-day solo sailing trip if I wasn’t an ADHD eight,” you might say, as I do. Or even better: “I have all the strengths I need to go on that trip I’ve always dreamed of. There’s nothing to stop me now.”
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Here’s a story for you. It’s about me, but it could easily be about you or lots of other people.

One day when I was in fifth grade, my homeroom teacher called in sick and we had a substitute teacher for the day, whom I’ll call Ms. J. When this young woman walked into the classroom, I was pretty sure I understood what she was all about.

I decided to see if I was right about her. To do so, I would perform a series of experiments. My first one involved spitballs. I’m not sure if kids still shoot spitballs, so let me give you a quick primer on this technique:


1. Tear off small bit of paper, ideally from homework assignment.

2. Wad up paper, place in mouth, and moisten with saliva (aka spit).

3. Remove paper from mouth and compress into hard little ball.

4. Insert ball into one end of straw, place mouth at other end.

5. Blow hard.



I prepared the first spitball and waited until Ms. J was at the blackboard with her back turned. Ptooey! The spitball shot across the room and hit the neck of a kid in the first row. Ms. J faced us. If she noticed the disruption, she didn’t let on. Oh my, yes, I was quite right about her.

I followed up on my experiment by sending several rubber bands zinging across the room before upping the ante to a whole new level: paper airplanes.

That did it.

My airplane missed its kid target and nailed Ms. J’s right kneecap. She gasped. She turned red. She looked on the brink of tears. She hastily departed the room and, a moment later, returned with the assistant principal, Mr. B. Without hesitation, he called me to the front of the room and glared at me. “D,” he said sternly. (D was my nickname in school.) I slumped a bit. “Yes?” Mr. B spoke in a low, controlled tone. “If you don’t behave, I will have to call your parents. I will tell your mother and father that you have been disrupting class and that someone will have to come get you and take you home.”

Despite the way this story makes me sound, I was actually a pretty obedient kid. I told Mr. B that I would behave. I apologized to Ms. J. I went back to my desk. Mr. B departed. I leaned my chair up against the wall. Ms. J continued the lesson. I fell asleep.

I feel a little bad when I tell this story. Ms. J was probably a shy woman whose personality type was not particularly well suited to substitute teaching fifth graders. So let me take this opportunity to apologize (again) for ruining her day. Sorry, Ms. J!

My spitball story provides a textbook case of the condition called attention deficit/hyperactivity disorder, or ADHD. Symptoms include inability to focus, acting out, and fidgeting. According to traditional ways of thinking about this disorder, when such symptoms become disruptive—as they did that day in Ms. J’s class—they are no longer considered normal personality traits. They become abnormal, signaling a mental disorder that needs to be treated, usually with a combination of therapy and medication, typically a psychostimulant such as Ritalin or Adderall. What’s more, anyone who exhibits the symptoms—and goes in for treatment—is labeled mentally ill. They are categorized, stigmatized, and often scarred for life. Good thing for me that my escapade didn’t occur recently or I might have been taken to a doc and medicated on the spot!

This is the traditional way of thinking about certain personality traits. My mission is to do whatever it takes to blow that thinking out of the water. And I’ll use every tool at my disposal to do so, including, if necessary, spitballs.

THE BOX CALLED NORMAL

Our current way of thinking about personality can be summed up in a single phrase: “the box called normal.”

Inside this box we put everybody who seems okay. Once upon a time, the majority of folks fit into this box because most of us thought of ourselves as, well, normal.

But here’s the problem. The box called normal is getting smaller and smaller and smaller every day. It used to be that only those people with very serious conditions and problems—psychosis or severe mood disorders—would be kicked out of the box. They were quietly sent to treatment and preferably forgotten about. No matter how different the rest of us were from each other, we were all crammed in the box together, just being ourselves.

Now, consider these behavioral traits:


Restlessness

Irritability

Difficulty concentrating

Talkativeness



Do any of these traits describe you or someone you know? They certainly apply to me. I have been known to be restless. As a kid, I sometimes had difficulty concentrating. And, as my own kids will tell you, I can definitely be talkative.

Well, any one of these traits could push me (or you) out of the box called normal. The traits are all legitimate diagnostic criteria for serious mental illness, taken right out of the Diagnostic and Statistical Manual of Mental Disorders, commonly known as the DSM, the bible of diagnosis, the standard reference for the American psychiatric profession. (The DSM is currently in its fourth edition, with a fifth due out in May of 2013.)

The problem, as I’ve said, is that these are also “symptoms” that almost everyone has. We all get restless now and again. Everyone gets irritable. Who hasn’t had difficulty concentrating? Almost everyone chatters on from time to time. So what’s the limit? How irritable do you have to get to be labeled abnormal?

The answer is that the box of normal is getting dangerously small and it’s not just the fault of the psychiatrists. Everybody seems to have caught diagnostic fever. Parents, teachers, colleagues, friends, distant relatives—everybody is prepared to make a diagnosis. The child who is bored in school has ADHD. The person who is super well organized has OCD. If you become a little too excited about things you’re manic. If your moods shift frequently you’re bipolar. If you show healthy self-confidence you’re probably a narcissist. The list goes on and on. Such judgments stereotype people, limit them, marginalize them. They don’t help us understand ourselves. Rather, we get the feeling that society does not value our highly individualized ways of behaving in certain situations and of coping with life’s ups and downs.

We are, somehow, psychologically “off.”

In fact, it’s reached the point where 26 percent of Americans are considered to have one or more diagnosable mental health disorders.1

The only word for that statistic is “ludicrous.” A disorder of any kind is, by definition, something wrong, screwed up, malfunctioning. A mental disorder is an irregularity in the functioning of the brain. If the brains of one quarter of the U.S. population are disordered, then something is very, very wrong with the human mind. Or with our society.

But I don’t think that’s the case. I believe that for the most part, the human brain is perfectly fine. In fact, it’s downright amazing. The real problem is the way we think about and diagnose mental illness.

Now, let me be quick to say that I am not suggesting that mental illness isn’t a real and very serious issue. If you have ever struggled with one of these disorders, or someone close to you has, you know that they can be painful, debilitating, and even life-threatening. As a clinical psychiatrist, I’ve seen how severe mental health disorders can hurt individuals and their loved ones.

What I am saying is that we need to think differently about how we define these conditions. We have to reframe the conversation and redefine the box called normal.

THE OVERMEDICATED MIND

To do that, we have to understand what causes mental disorders.

We now know that in most cases of major disorders, genetic factors play a role. We also know that severe mental illness typically is caused by a chemical imbalance in the brain. Today we look in particular at the serotonin and dopamine transporter genes as the locations for certain major mental health disorders.

This understanding has been a long time coming. Thirty years ago, as a student of psychiatry, I had reservations about the various types of therapies and counseling that were taught in most psychiatric residencies and medical schools and I resented having to spend time in those classes. Why? Because I believed that we would achieve the optimal state of mental health—for individuals and our society—through a combination of neuroscience and pharmaceutics.

For many years, it looked as if I was right. A series of major pharmaceutical breakthroughs over the past fifty years has really transformed psychiatry. We can now successfully treat disorders including schizophrenia, bipolar disorder, and major depression with medications that alleviate symptoms and improve quality of life for most patients. The pharmaceutical industry has blossomed, some would say ballooned, around the development and production of these drugs.

But I was also wrong. A funny thing happened with all the research that was being funded. We learned that brain chemistry can also be fundamentally affected by psychotherapy, not just by meds. The power of positive thinking really works and can help shape our reality. But even though psychotherapy and positive psychology have proved to be every bit as effective as meds for treating some psychiatric conditions, the pendulum keeps swinging farther and farther in the other direction—toward even more diagnoses for more people and even more meds being prescribed.

All of this has contributed to a very clear—and to me disturbing—trend in the pharmaceutical world: Everyone is taking more legally prescribed and over-the-counter drugs, for more reasons, than ever before. Of course, they are not just prescriptions for issues related to mental health. There are the painkillers. Sleeping aids. Cold medicine. Cough medicine. Cough and cold medicine combined. Contraceptives. Antidotes for erectile dysfunction. Migraine relievers. Remedies for heart disease. Medications to reduce risk of heart disease. Asthma steroids. Weight-loss potions. Heartburn tablets and liquids and gel caps. Antidepressants. Psychostimulants.

Today, 47 percent of American adults report having taken at least one prescription drug in the last month, and 20 percent of children (that’s one in five!) have done so.2 As Americans, we suffer through all kinds of side effects of these drugs—some of them are almost as bad as the condition we’re trying to relieve—and we pay extraordinary amounts of money to look and feel as though we are just like everyone else. In 2007, Americans spent $25 billion on antidepressants and antipsychotics alone.3 That same year, 3.9 million people (that’s one in seventy-six) received Social Security disability payments because they had some kind of problem with a mental illness.4 The cost of medicating our minds is truly mind-blowing.

Why is this happening? It’s a complex issue and there are many factors involved (including certain insurance companies that won’t pay psychiatrists to do therapy), but one that I know about firsthand is the current state of the psychiatric industry. Psychiatrists, aware that their profession is not considered to be a “real” or “hard” science (that is, one based on laboratory tests, biopsies, or imaging studies) have put less emphasis on the traditional talking cure, the
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Hyper-alert (GENERALIZED ANXIETY DISORDER)


Dramatic (HISTRIONIC)


Self-Focused (NARCISSISTIC)


High Energy (BIPOLAR)


Magical (SCHIZOPHRENIA)


MAKING THE MOST OF A DOMINANT TRAIT
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