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				Praise for Healing Depression without Medication

			
			
				“While there are dozens of self-help books on depression, Dr. Skillicorn has done a masterful job of explaining principles of neuroscience and how they work to create new neural pathways for healing depression. Neuroplasticity is the name of the game, and Dr. Skillicorn presents meticulous research about the need to look beyond ‘diagnose and adios’ medicine to help each individual develop his or her own customized program of activities and nutrition so that the brain can heal itself organically without dangerous medication. Whether you are a doctor, patient, or seeking help for someone you care about, you will find the help you seek in these pages.”

				—Laurie Nadel, PhD, author of The Five Gifts: Discovering Hope, Healing, and Strength When Disaster Strikes

			

			
				“In this well-researched and empowering book, Dr. Jodie Skillicorn demolishes the ‘facts’ surrounding depression, including the erroneous assumptions that it is caused by a flaw in the brain’s neurochemistry and that pharmaceutical cocktails are the answer. Creating her own potent healing recipe of mindfulness, meditations, guided imagery, healing movement, nutritional advice, and much more, this is a book that anyone dealing with depression cannot afford to miss.”

				—Cate Montana, MA, author of The E Word: Ego, Enlightenment and Other Essentials

			

			
				“If you think you need psych meds to cure your mood, think again. And read this book.”

				—Christiane Northrup, MD, New York Times best-selling author of Goddesses Never Age, The Wisdom of Menopause, and Women’s Bodies, Women’s Wisdom

			

		
	
		
			Copyright © 2020 by Jodie Skillicorn. All rights reserved. No portion of this book, except for brief review, may be reproduced, stored in a retrieval system, or transmitted in any form or by any means—electronic, mechanical, photocopying, recording, or otherwise—without the written permission of the publisher. For information contact North Atlantic Books.

			Published by

			North Atlantic Books

			Berkeley, California

			Cover art and design by Howie Severson

			Book design by Happenstance Type-O-Rama

			Printed in the United States of America

			Healing Depression without Medication: A Psychiatrist’s Guide to Balancing Mind, Body, and Soul is sponsored and published by the Society for the Study of Native Arts and Sciences (dba North Atlantic Books), an educational nonprofit based in Berkeley, California, that collaborates with partners to develop cross-cultural perspectives, nurture holistic views of art, science, the humanities, and healing, and seed personal and global transformation by publishing work on the relationship of body, spirit, and nature.

			The names and identifying details of patient stories have been changed to protect confidentiality.

			MEDICAL DISCLAIMER: The following information is intended for general information purposes only. Individuals should always see their health care provider before administering any suggestions made in this book. Any application of the material set forth in the following pages is at the reader’s discretion and is his or her sole responsibility.

			North Atlantic Books’ publications are available through most bookstores. For further information, visit our website at www.northatlanticbooks.com or call 800-733-3000.

			Library of Congress Cataloging-in-Publication Data

			This book includes material from well-managed forests and from recycled materials. North Atlantic Books is committed to the protection of our environment. We print on recycled paper whenever possible and partner with printers who strive to use environmentally responsible practices.

		
	
		
			
				For Wade and Skye, who remind me daily about the meaning of love, and the importance of balance.

			

		
	
		
			
				Acknowledgments

			
			I am deeply grateful for all those who have helped me on this journey: First and foremost, my agent, Lisa Hagan, whose faith in my book made this adventure possible; my editor, Lisa Bess Kramer, who not only helped my sentences flow better, but offered assurance and encouragement at every step; North Atlantic Books, for taking a chance on an unknown author with a message, but no existing platform; Shayna Keyles, for delicately excising large chunks of my oversize manuscript, and offering an opportunity for discernment, letting go, and trust; Ebonie Ledbetter for her close attention to details in the final edits.

			On the home front, this project would not have been possible without the love, support, and patience of my husband, Tom; my kids for keeping me balanced between play and work; my four-legged furry friends, for their companionship while writing, and insistent reminders to pause and pay attention to them; and my parents, who taught me (even though I did not always believe them) that I could do anything I set my mind to. Despite boxes of failed projects from the past in their attic, they never questioned that this project was possible.

			I am indebted to the many teachers and healers in my life, too many to list, who inspired me and taught me that at the heart of all healing is the power of presence, connection, and listening.

			I am grateful for my sister, friends, and fellow Chameleons, who believed in me and offered support, encouragement, and intentions throughout this process.

			Lastly, there would be no book to write if it were not for all I have learned from my patients, who continually inspire me with their resilience, courage, and grace.

		
	
		
			
				Part 1
The Insanity of Conventional Psychiatry

			
			
				To find health should be the object of the doctor. Anyone can find disease.

				—A. T. Still, doctor of osteopathy

			

			
				A reliable way to make people believe in falsehoods is frequent repetition, because familiarity is not easily distinguished from truth.

				—Daniel Kahneman, Thinking Fast and Slow

			

			

			
				Introduction: The Unraveling of Truth

			
			
				The hardest thing to explain is the glaringly evident which everybody has decided not to see.

				—Ayn Rand, The Fountainhead

			

			“Look, Mommy, look,” my daughter squeals as she rushes into my room clutching a letter from the Tooth Fairy. Fifteen minutes later she returns with a sly, wise smirk on her slightly less innocent face. “You’re the Tooth Fairy, Mommy. I saw the letter on your computer. You have been Mom-busted!”

			
				That unraveling of truth, that validation of a lurking unvoiced suspicion in one’s gut, is how I felt after reading Robert Whitaker’s book Anatomy of an Epidemic. The book challenged every dogma, every so-called truth about mental illness and how to treat it that I had learned in medical school and psychiatry residency. Imagine finding out that everything you had spent four long sleep-deprived years of residency learning was simply not true. Worse, imagine finding out that how you’ve been taught to “heal” people may actually be causing more harm than good.

			The initial shock, anger, and despair I felt after reading the book shifted to an awareness of a deep inner knowing: I had recognized all along that this was not the way. I reflected back to my first days seeing patients on my own in the psychiatry residency clinic. My “new” patients were mostly old patients who were being handed down to me not only from the previous residents but the residents before them and before them. I remember wondering, even then: if medication and therapy work, why were these people not getting better?

			This question became a challenge to dig into the research and find other healing options. I set about unlearning the knowledge I had acquired in medical school, and relearning yoga and meditation, which I’d been practicing for years. I obsessively read and attended classes in nutrition, mindfulness-based cognitive therapy, energy medicine, Emotional Freedom Technique (EFT), eye movement desensitization and reprocessing (EMDR), hypnotherapy, integrative medicine, Mind-Body Medicine, and auricular acupuncture. As I learned these skills, I continued to listen to patients’ stories to find more clues and answers.

			“Abnormal” Is the New Normal

			Perhaps you are one of the tens of millions of Americans to visit a conventional psychiatrist or primary care doctor, and be quickly labeled with one of the ever-expanding lists of pathologies found in the psychiatric bible, the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), which includes over three hundred disorders. With so many dysfunctions to choose from, I challenge you to take a look and not find one that fits you.

			Many of these “illnesses” used to be considered normal responses to life’s stressors, losses, and challenges, like grieving for the loss of a spouse, child, friend, or beloved pet for more than a couple weeks; feeling anxious when trying to meet too many needs at work and having no time for yourself; being diagnosed with cancer or some other chronic disease and feeling petrified, angry, sad, and stuck; not being able to focus on your schoolwork after your dad has been deployed to a war-torn country; not feeling safe at home with an abusive, alcoholic mom; feeling trapped in an unfulfilling relationship or job; wanting to disappear so as not to hear mom and dad arguing all the time; or just a whole host of other perfectly normal responses to life’s unexpected, often unfair, twists and turns.

			
				Although these emotions are perfectly normal responses to difficult situations, the new normal is to be labeled “abnormal” and “dysfunctional.” The psychiatric community and their buddies the pharmaceutical industry have conveniently determined that we humans should not have to suffer with emotions like sadness or anxiety. Despite living in a world constantly vying for our attention twenty-four hours a day—with cable TV news, Facebook, and Twitter feeds instantly updating us about every catastrophe happening everywhere in the world—we should be able to focus and remain calm and happy at all times, or take a pill so that we can do so more easily.

			Perhaps after being labeled with a “pathology,” you were sent on your way with a prescription for one, or maybe two, medicines, which were handed over as casually as Pez candy from a SpongeBob dispenser. Perhaps you returned a month later for a fifteen-minute follow-up visit to see if that pill solved the presenting problem. If you were better, it would be assumed it was because of the medication, or medications, bestowed upon you with great authority. If you happened to be worse, it would be assumed that you need a higher dose or an additional medication—often to contend with the side effects of the first—or perhaps you did not take it correctly or “compliantly” enough. And sometimes, two Pez of different flavors must be better than one, right?

			
				Actually, no. Despite all the talk about evidence-based medicine, research has consistently found that two antidepressants do not confer benefits over one, but do significantly increase the risk of side effects. Yet most psychiatrists continue to hand out multiple medications, because with only fifteen minutes to assess you, there’s not much time to explore why you might be having these symptoms. It is easier to write it off to the widely propagated myth of a neurochemical imbalance. Seeking the cause for the imbalance and exploring what in your life may need balancing requires more time, attention, and listening.

			
				Although there is ample evidence of frequent side effects from medications, it is rarely assumed that someone might be doing worse because of the medication. A 2014 analysis revealed that over nine hundred thousand emergency department visits a year occur after receiving a psychiatric or sleep medication. This is likely a gross underestimation of side effects, as most of the people suffering from side effects never visit the emergency department.

			It is those people who do not visit the emergency department that often appear in my office, because they have heard I am a “holistic psychiatrist,” and they, perhaps you too, are hoping for another way.

			Another Way

			Clinging to the familiar is a predilection of the human brain. Sometimes we see what we expect to see more clearly than what is actually in front of our eyes. A wonderful example of this can be seen in Daniel Simons’s selective attention experiment, in which participants look at a video of a group of people passing balls to each other, and are asked to count the number of times those wearing white pass the ball. Before I spoil the experiment, please pause here and check it out on YouTube (www.youtube.com/watch?v=vJG698U2Mvo), so you can see for yourself how easily we can miss information right in front of our faces.

			If you watched the video, chances are, if you were busy focusing on the ball, you may have missed the gorilla. Or perhaps you saw the gorilla and lost track of the ball. If asked in advance, I am sure most of us would assume that we could not possibly miss a man dressed in a gorilla costume walking through a small group of people, but I know I did the first time I saw it, and so did half of those tested. The point is, if we are focused on what we expect to see, we may completely miss the unexpected that is happening right in front of us.

			So, what do overlooked gorillas have to do with psychiatry and depression? If researchers, physicians, and patients are myopically focusing only on the brain and neurochemistry, we become blind to the myriad interplaying variables below the neck and in the environment that may be influencing depression or other “mental” issues. What may look and feel like depression might be an illness or infection, chronic stress, a poor diet and nutritional deficiency, a hormonal imbalance, an abusive relationship or work situation, or a host of other problems not located in the head. Consequently, we end up asking incomplete questions and arriving at inaccurate assumptions, leading to ineffective and even harmful treatments. Even when more complete answers are elucidated in research labs, it can take seventeen to thirty years for this new information to infiltrate your doctor’s office.

			In my office, and in this book, I offer another way, based on the latest research. Instead of reflexively handing over a script, I take time to listen to your life story so I can better understand and help you understand how your particular symptoms might make sense and be an uncomfortable but normal response to your life circumstances.

			Of course, I want to know about your symptoms and your particular flavor and experience of depression, anxiety, psychosis, or mania, but more importantly I want to know what was going on in your life when the symptoms began, what effect those symptoms had on your life then and since, what fears you now carry about any of those symptoms appearing and how you respond when they surface, what you believe about your illness and what you believe it says about you, and what your family believes about the illness and what it says about you. I want to know what you find meaningful and fulfilling in your life, what you believe in spiritually, what sort of balance you have in your life between work and play, and what you do to relax. I want to know about your relationships and the support you receive or do not receive, what you eat, what you do for exercise, what you do for play, what brings you joy. I want to know about your emotional life—what you are allowed and willing to express and how you do that, and what emotions are kept silent and buried, stewing beneath the surface.

			These are not unique questions. These are the questions psychiatrists always used to ask before their jobs got reduced to fifteen-minute medication checks. Time, listening, and presence are at the core of all healing modalities, but they do not earn revenue for our medical system.

			After gathering the pieces of your story, I attempt to weave the narrative of your life together with the latest research on the amazing neuroplasticity of the brain. We all have the capacity to rewire our brains to better focus, concentrate, and manage stress and emotions using tools you will learn in this book, like meditation, breathing, guided imagery, exercise, eating whole healthy foods, and getting outside in nature.

			
				In my practice and in this book, I provide education about emotions and their intrinsic value in guiding you forward on your life path. I attempt to plant a seed that reframes your moods and emotions as normal messengers alerting you when life is out of balance, rather than pathologizing them as a threat to be feared and avoided.

			
				I discuss the research showing the long-term physical and psychological consequences of the use of antidepressants, debunk the mythology of neurochemical imbalances, and educate you about a growing body of research, still largely ignored by the psychiatric community, that suggests that depression, and chronic disease, is often a result of inflammation. This inflammation is primarily caused by early childhood stressors and the accumulated unmanaged stress of daily life. If stress is a primary cause of what we call mental and physical illness, would it not make more sense and be far more empowering to learn how to manage stress ourselves rather than cover up its effects with medication?

			
				Learning self-care skills empowers you for life and gets to the root of the problem, rather than making you dependent on a doctor and his or her prescription pad for your well-being. I hope to shift you out of a mind-set that you have been dealt a bad genetic card into the recognition that most mental and physical illness is more a matter of epigenetics—the interplay of your genes with the environment, which includes your beliefs, thoughts, emotions, behaviors, diet, and lifestyle—in other words, changeable factors. If this is true, as an ever-growing body of research indicates, then neither you nor I are passive players doomed to a lifetime of pills, but active participants in our own healing (or wounding). By collaborating in our healing process, we are removing the sense of powerlessness and helplessness that fuels anxiety and depression, and replacing it with a greater sense of control and self-efficacy, reducing the risk of mental illness.

			In this book, I will share, with those I cannot see in my office, what I have unlearned, learned, and relearned about depression and how to treat it. In the first section, I will debunk the myth of the neurochemical imbalance and examine the effectiveness and risks of antidepressants. In the second section, I will present a more hopeful, holistic pathway for those seeking to avoid medication, or wondering if it is even possible to get off the medications you are already taking. Feel free to jump ahead to the second section if that serves you better. What I have discovered and compiled here are not new techniques but time-tested skills, tools, and lifestyle changes that healers have been using for thousands of years. In my studies, I have only rediscovered the simple truth that by balancing the breath, mind, body, environment, energy, and soul, people can not only get off and stay off medications but transform depression, heal, and thrive.

		
	
		
			
				1
 Debunking the Myth of Neurochemical Imbalance

			
			
				There are two ways to be fooled. One is to believe what isn’t true; the other is to refuse to believe what is true.

				—Søren Kierkegaard

			

			A regal white tiger cub, Mohini, was presented as a gift to President Eisenhower and the National Zoo. At the zoo, she lived in a 12-by-12-foot cage with a cement floor and steel bars until a larger enclosure could be built for her. Once the new space—with acres of forest, hills, caves, and a pond—was complete, a large crowd excitedly gathered to witness Mohini’s move. Sadly, when the cub was transferred to her expansive new home, she dashed straight for the corner of the enclosure and paced around a 12-by-12-foot space as if still in her former cage. Mohini remained in that corner for the rest of her life, oblivious to the possibility that she was no longer trapped and could now move beyond her narrow confines.

			
				Many of my patients have suffered from depression and have been on medication for years, even decades, when they arrive at my office. When I first meet them and ask why they have come, I am often matter-of-factly told: “I have a neurochemical imbalance,” or “I cannot function without medications.” Many have been informed that the chemical imbalance in their brain is just like the dysfunctional production of insulin in someone with diabetes. Like diabetics, the person diagnosed with depression is told she will need to take medications for the rest of her life, to treat the disease and prevent a recurrence. This is what my preceptors, with great certainty and conviction, told their patients, and what I also used to tell mine. We doctors throw that information out routinely and casually. We ignore the emotional impact of such statements, which essentially declares that something is fundamentally wrong with you and your brain that requires medication forever to fix, or you will not be able to function. Wow! If that depresses you, no worries, because this prescription will help to numb the pain.

			For far too many people, hearing this disempowering message repeated over time by physicians and the media has led to a firmly entrenched belief that they are fundamentally broken and trapped, without any options besides medications, in a cage of suffering created by a malfunctioning brain. Even when offered alternative explanations, some, like Mohini, cannot accept a different version of reality, especially for themselves, even when the newly offered reality is an improvement over the former reality. They remain insistent that others may suffer from depression for other reasons, “but I really do have a chemical imbalance.”

			In psychiatry, the assumption that mental illness is due to an inherent flaw in the brain and its neurochemistry has been the prevailing theory for more than half a century. The keystone to this theory is based on the backward logic that because antidepressants are assumed to be an effective treatment for depression, and we assume these medications work by changing the neurochemistry in the brain, therefore depression is caused by a specific neurochemical imbalance that is altered and corrected by the antidepressants. You may wisely note there are a lot of assumptions in that statement. Multiple studies also show that psychotherapy treats depression as well as medications, but we do not conclude that depression is caused by a deficiency in therapy. The problem with the chemical imbalance theory is that despite fifty years of research, there remains no evidence to validate it, and a long list of studies refuting it.

			So, how can this be? To begin to understand how the majority of the population continues to believe a theory that evidence refutes, we need to look back at the dark, shadowy ghosts of psychiatry’s past to see how we got here. Prior to the advent of psychiatric medications, the severely ill, trapped inside overcrowded mental asylums, were treated with a creative apothecary of treatment options that included the removal of body parts (teeth, tonsils, and the large intestines) in order to prevent infections from spreading to the brain; injections of horse serum; prolonged sleep therapy with heavy doses of barbiturates, opioids, or insulin to induce a semicomatose state; electroconvulsive therapy; and the lobotomy. Sure, these procedures turned patients into incapacitated zombies, but at least they were relieved of their presenting symptoms of agitation, psychosis, or depression, and the hospital floors were quieter and easier to manage. Although in hindsight, all these treatment strategies seem more insane—and sadistic—than the insane they were allegedly treating, it is critical to understand that at the time they were based on solid evidence and research, which were marketed to the public as safe and effective treatments.

			Meanwhile, for the milder forms of mental illness, psychoanalysis ruled. From this perspective, mental illness in all its flavors could be treated with years of analyzing one’s early childhood life experiences. Freud’s psychoanalytic ideas enormously contributed to a heightened awareness of how our early experiences mold our unconscious motivations, fears, and desires that, in turn, powerfully influence our behaviors and perceptions.

			By the 1950s, the U.S. government was attempting to figure out how to contend with the overcrowded, understaffed, and underfunded asylums, which were getting bad press for their horrific conditions. At the same time patients were being released back into the community, the accidental discovery of chlorpromazine, what later came to be thought of as the first antipsychotic, sparked the “psychopharmacological revolution.”

			
				Chlorpromazine acted like a “veritable chemical lobotomy,” leaving patients sedated, detached, and disinterested. Psychiatric hospitals found it was perfect for quieting agitated and psychotic patients, and one has to imagine that this medication would be a massive improvement over ice picks or electric shocks. Psychiatrists, long considered inferior to other physicians, found the possibility of medication as a treatment option appealing: now they too could carry a prescription pad in their white jacket pocket, proving their medical prowess and increasing their financial worth. Pharmaceutical companies, with millions of dollars in sales, shared in the jubilation. Optimistic companies, researchers, and psychiatrists rushed to find new drugs. Surely if there were drugs for psychosis, one must exist for depression too.

			Sure enough, while the drug iproniazid was being tested for tuberculosis, the researchers noticed it induced euphoria in some of the hospital patients. Psychiatrist Nathan Kline, jumping at the chance to test the drug on his depressed patients, glowingly described the medication as a “psychic energizer.” The fact that these drugs were similar to amphetamines and induced psychosis, mania, and “behavioral disorders” in the majority of patients was conveniently overlooked. Researchers later determined the drug inhibited the enzyme monoamine oxidase, which prevents the breakdown of the monoamine neurotransmitters norepinephrine and serotonin, leading to higher available levels of these chemicals in the space between neurons, known as the synapse. This class of drugs became known as the monoamine oxidase inhibitors (MAOIs). It was assumed that the subsequent increase of the monoamines in the synapse acted to improve mood. This assumption formed one of the foundational pillars of the monoamine hypothesis, which evolved into the chemical imbalance theory.

			
				At this same time of rose-colored dreams for the future of psychiatry, a Swiss psychiatrist, Roland Kuhn, discovered the drug imipramine. Unlike the stimulating properties of iproniazid, this drug was sedating in nature, bearing more resemblance to the antipsychotic chlorpromazine. Kuhn described imipramine as having “markedly antidepressant properties” that energized and motivated severely depressed patients, diminishing delusions and suicidal ideations. This miracle drug allegedly not only “cured” the chronically depressed in a matter of days but also converted a homosexual man back to heterosexuality, and resolved another man’s impotence—clearly a multipurpose drug if ever there was one. Side effects like low blood pressure, blood clots, visual disturbances, increased agitation, mania, and increased risk of suicide were dismissed as “slight” or blamed on the patient’s deviant “moral structure.” Kuhn acknowledged that the medication was purely symptomatic, not curative, as the symptoms returned if discontinued. He also admitted that in some difficult cases, imipramine did not work until relationships and other life stressors were addressed first. Imagine that!

			When Kuhn wrote this paper, the mechanism of action of the drug remained a mystery, but research later suggested that this new class of drugs—the tricyclic antidepressants (TCAs)—worked by blocking the reuptake of the neurotransmitter norepinephrine into the neurons. Thus, like the monoamine oxidase inhibitors, they were assumed to improve mood by increasing the level of monoamines available in the receptor.

			What’s interesting here is that these two drugs, the MAOIs and the tricyclics, both supposedly work by increasing levels of norepinephrine and serotonin, yet have opposite effects, one acting more as a stimulant and the other having more sedating effects. This inconsistency might make one question the specificity of the drug’s effect, and wonder if some other unknown factor was responsible for the changes in mood.

			Flash forward another decade and Kuhn was promoting the idea that this medication was a “specific treatment of depressive states” that “largely or completely restores what the illness has impaired.” A not-so-humble man, Kuhn declared that because of the discovery of this medication, “medicine and science will be just that much different because we have lived.” Fortunately, he never ended up in a psychiatric ward, or such grandiosity may have led to his being labeled manic and requiring medications.

			
				Other psychiatrists and the media shared this enthusiasm. Psychiatrist Harold Himwich compared the medication to the “advent of insulin.” The New York Times reported it could “reverse psychic states.” These medications were no longer being touted as treatments but as cures; now psychiatrists actively and enthusiastically promoted the story that the medications fixed the brain by balancing its neurochemistry, even though actual evidence suggested otherwise.

			Two review articles published over the next couple of years by pioneers in psychopharmacology research, Joseph Schildkraut and Alec Coppen, led to the birth of the monoamine deficiency hypothesis. Here’s the crux of the theory:

			
					Monoamine oxidase inhibitors and tricyclic antidepressants both appear to improve mood.

					Both drugs increase levels of the neurotransmitters norepinephrine and serotonin in the synapses between nerves.

					Previous reports suggested that drugs like reserpine, which deplete levels of these neurotransmitters, appear to induce depression.

					Therefore, depression is caused by a deficiency of these chemicals (norepinephrine, serotonin, and dopamine), and elation is associated with elevated levels.

			

			In both Joseph Schildkraut’s and Alec Coppen’s papers, they acknowledged the evidence was based on correlations and assumptions, the findings “inconclusive,” and the observed behavioral changes may be due to yet unknown factors unrelated to neurotransmitters. Schildkraut sagely added that depression was unlikely to represent a single entity, but rather influenced by multiple factors, including the “roles of personality, environmental, and psychological factors.” Those inconvenient details of the article were largely forgotten with time and marketing.

			Let’s take a look at each of the pillars of this theory and see what accumulating evidence has since revealed. We will begin by pulling the leg out from under reserpine, an herbal treatment for blood pressure, later used for psychosis. This drug works by decreasing levels of neurotransmitters in the synapse, so for the theory to hold, it should induce or exacerbate depression. Further research on reserpine revealed, however, that only about 6 percent of patients on reserpine developed depression, and later research suggested it actually acted as an antidepressant and improved mood. This alone should have destabilized the wobbly theory into oblivion decades ago.

			
				Now, let’s examine the evidence for a consistent pattern of a biochemical imbalance, which is at the heart of the story we are all told. For the theory to be valid, and for antidepressants to have a specific curative action on the brain, there should be a consistent pattern of monoamine levels for depressed patients as compared to nondepressed ones. Yet, despite fifty years of research, the evidence remains lacking and inconsistent. A 2008 review on major depressive disorder stated: “Numerous studies of norepinephrine and serotonin metabolites in plasma, urine, and cerebrospinal fluid, as well as postmortem study of the brains of patients with depression, have yet to identify the purported deficiency reliably.”

			The data remains consistently inconsistent. Whether depressed or not, about one-quarter of the population appear to have low serotonin levels, one-quarter have high levels, and the rest are in the middle. There is no “normal.” Furthermore, there are drugs that act effectively as antidepressants that increase the neurotransmitters, and other equally effective drugs that decrease them. In fact, virtually any drug with any mechanism of action, including benzodiazepines, opioids, buspirone, stimulants, reserpine, antipsychotics, thyroid medication, lithium, and now ketamine, is as equally effective as those labeled as “antidepressants.” How can the theory hold if both increasing and decreasing levels of monoamines can sometimes improve and sometimes worsen depression, and if medications with a wide range of actions all have identical effectiveness?

			When the hypothesis was first theorized, only a handful of neurotransmitters were known to exist, yet we now know that hundreds of chemicals in the body function as neurotransmitters or “neuromodulators,” including peptides, amino acids, and hormones, all of which constantly send messages back and forth from body to brain. Each of these chemicals act on receptors in the body and brain that are also constantly shifting and creating an intricate and vastly complex dance we have only begun to understand. To imagine that any simple medication could balance such a complex system is mind-bogglingly delusional.

			What these inconsistencies seem to suggest is that no matter how long we keep seeking a neurochemical explanation, we are no closer to understanding the beast of depression. So, how can psychiatrists, other doctors, mental health providers, and the media continue to promote this theory when so much evidence exists to debunk it?

			
				One simple reason is that when psychiatrists first give patients prescriptions, many get better, so the assumption is made that the improvement is because of something specific to the drug. Researcher Joanna Moncrieff compares the use of antidepressants to the use of alcohol to “treat” anxiety, social phobia, sleep difficulties, or depression. Although it may relieve symptoms, we can all agree it is not solving the problem. In fact, relying on alcohol to get through social situations prevents one from learning skills to manage such situations in the future. Over time, it also exacerbates the anxiety and depression it was attempting to alleviate, while additionally increasing one’s risk for other health issues. Likewise, just because antidepressants may increase monoamine levels in the brain does not mean the imbalance of these monoamines is the cause of the depression. In both cases, it is also possible that the “cure” may actually be creating greater dysfunction, making it even more difficult to recover.

			Another obvious answer as to why this myth is so widely propagated is the direct-to-consumer (DTC) advertisements airing on television, published in magazines, and featured on the internet that keep suggesting how much happier we would feel if we just took a pill to balance our neurochemistry. The United States and New Zealand are the only two developed countries that allow pharmaceutical companies to directly advertise to the public. Spending on DTC advertising has increased from $12 million in 1980 to over $6 billion in 2016. Psychiatric medications are among the most heavily advertised drugs.

			Misinformation is not just coming from marketing propaganda. Psychiatrists, other physicians, and mental health providers also continue to promote this invalid theory as truth. But why? Researchers Jeffrey Lacasse and Jonathan Leo collected responses from psychiatrists questioned about the chemical imbalance theory. One of those psychiatrists was Wayne Goodman, a former chair of the U.S. Food and Drug Administration (FDA) Psychopharmacological Committee. He referred to the neurochemical imbalance theory as a “useful metaphor” that he cannot bring himself to use with his patients.

			
				Ronald Pies, a psychiatrist at Tufts University and former editor of the Psychiatric Times, courageously, although somewhat cavalierly, addressed chemical imbalance theory in several articles. He contended that psychiatrists have never taken the theory seriously: “In truth, the ‘chemical imbalance’ notion was always a kind of urban legend—never a theory seriously propounded by well-informed psychiatrists.” He added, “In the past thirty years, I don’t believe I have ever heard a knowledgeable, well-trained psychiatrist make such a preposterous claim, except perhaps to mock it.” In another article, Pies referred to the theory as a “kind of bumper-sticker phrase that saves time, and allows the physician to write out that prescription while feeling that the patient had been ‘educated.’”

			Um, really? Well, count all my teachers in medical school and residency, most of my colleagues, other mental health providers, and myself as members of the not “well-trained” or “well-informed” club. That was the correct answer on many psychiatry exams. That is what medical students continue to learn. That is what the majority of psychiatrists I know continue to explain to their patients as the rationale for going on an antidepressant.

			Here’s what I remember hearing, literally hundreds of times: “I understand you may not want to take an antidepressant, but the fact is your brain is lacking certain neurochemicals it needs to function properly. It is no different than a diabetic who requires insulin to moderate her sugar levels. Because your brain is unable to function properly, it is likely you will need to take this medication for the rest of your life. For those who have had one episode of depression, you have a 50 percent chance of a relapse. If you have already experienced two episodes you have a 75 percent chance of relapse, and if you have had more than three episodes you have a nearly 90 percent chance of future relapses. But as long as you keep taking your medication to correct your imbalance, we can hopefully keep that from happening.”

			Let me take a moment to make a quick apology to anyone I personally said that to during my residency or my first couple of years in practice. I am so sorry that none of that is true.

			
				I wish that all the well-trained, knowledgeable, well-informed psychiatrists “in the know” had bothered to tell the rest of us—along with the media, the public, and the FDA—the truth. To be fair, what I believe Pies was suggesting is that few psychiatrists would completely attribute depression to just a neurochemical imbalance. In theory, we are all taught to consider the social, psychological, and environmental components. But in day-to-day practice these other aspects are often just boxes to be checked off on the electronic medical records chart before a prescription pad is pulled out.

			
				Daniel Carlat is another psychiatrist, author, and editor of a psychiatric newsletter who dares to talk about the flawed theories in psychiatry. When asked by a National Public Radio reporter what we know about antidepressants, he candidly responded, “We don’t know how the medications work in the brain.” Despite this gap in knowledge, he admitted to using the theory to explain the cause of depression to his patients, “because patients want to know something. And they want to know that we as physicians have some basic understanding of what we’re doing when we’re prescribing medications.”

			Yet another psychiatrist, Alan Frazer, offered a different rationale for his use of this disproven theory with patients. He suggested that the biologically based theory allowed patients to “feel better about themselves if there was a biological reason for them being depressed … and the drug was correcting it.”

			It appears that a big part of the reason many of us continue to believe a debunked theory is because the psychiatrists who are aware of the evidence, along with the marketing gurus at the pharmaceutical companies, think it is better to erase inconvenient truths and provide metaphors and “bumper stickers” to simplify complex ideas. These “knowledgeable” psychiatrists have passed this information on so effectively that medical students and psychiatrists-in-training continue to believe it, right along with you. Meanwhile, millions of antidepressants continue to be passed out routinely with deceptive explanations for why they should be prescribed. Yet how can anyone make an informed decision about how best to treat depression when given inaccurate information in the name of simplification and “feeling better” about oneself?

			Although some psychiatrists may argue that a basic biological explanation alleviates stigma and self-blame, the vast majority of my patients tell me a different story. How does casting upon someone the harmful life sentence that your brain is fundamentally broken empower one to make changes in one’s life? Many patients first heard these words as children. During our first session together, I suggest to patients that perhaps that belief is not true, and I present some of the evidence. I ask: What if your brain is not broken at all? What if the stressors in your life just reached a breaking point, and you lacked the skills to handle it at that time, under those circumstances? Many find even just this glimmer of possibility to be empowering and hopeful. Others reject this possibility at first, and some do forever, after being told another story for so long. Like Mohini, they remain trapped in their own cage of suffering.

			
				Scant research has addressed the question of how different explanations for mental illness influence one’s own perceptions about depression. In one interesting study, undergraduate students with current or past depression were given a sham “Rapid Depression Test,” which was described as testing the levels of neurotransmitters to determine whether their depression was due to a chemical imbalance. Half of the group was shown data and graphs indicating that their levels were low, and their depression likely caused by a chemical imbalance. The other half was shown data revealing their levels were normal, and were told their depression was not due to a chemical imbalance.

			The results were similar to what I see and hear with my own patients. Those who were told they had a neurochemical imbalance experienced greater despair, believing their depression to be more chronic and unmanageable. Believing they lacked the ability to regulate their own mood states, they were far more likely to seek pharmacological treatment over therapy. Worse, this false biological explanation did not diminish stigma or self-blame.

			Hopelessness is a hallmark of depression, and we are delivering just that. Instead of seeking therapy and tools to manage emotions in the future, people are being handed mind-numbing medications that demotivate them to make changes in thinking, coping, and living—changes that might allow them to rise above their depressed states and flourish long-term.

			The stories we tell have the ability to empower or depress us. We can tell people a false story about how they are broken, or we can educate people about the amazing ability of the brain to transform. The brain is anything but static. Nobel Prize–winning researcher Eric Kandel found that the brain changes in seconds. Connections within the brain are constantly being destroyed and rebuilt with every thought and action. If we keep sending the same signal, that path strengthens, creating a fast lane on a superhighway.

			The classic neurology adage is “What fires together, wires together.” The brain may be “temporarily broken,” but it only stays broken if we believe it cannot change and keep feeding it the same message of hopelessness and brokenness. If we change the message, we change the pattern and we change the brain. If we continue to hear and believe the message that we are powerless to change our circumstances, we fail to see, let alone consider, other possibilities, just as we missed the gorilla walking by while focusing on the balls.
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The Power of Placebo

			
			
				The unfortunate reality is that current medications help too few people to get better and very few people to get well.

				—Dr. Thomas Insel, director of the National Institute of Mental Health

			

			During World War II, anesthesiologist Henry Beecher became fascinated with the placebo effect after his clinic ran out of morphine and a nurse, preparing for surgery, confidently filled a syringe with saline water instead. After receiving the infusion of water, the injured soldier immediately calmed down and remained pain-free during the surgery. Although the Latin root of the word placebo means “to please,” Beecher recognized the placebo had tangible benefits above and beyond pleasing the patient.

			
				A compelling study by surgeon Bruce Moseley compared treatment protocols for osteoarthritis of the knee. Patients were randomly assigned to receive one of three procedures: surgical debridement, which involves cleaning out debris in the joint; surgical lavage, which rinses the knee joint with high-pressure water; or a sham surgery that involved cutting open the skin, simulating a surgery, and then suturing it back up. Follow-up care was the same for all three groups. These patients were followed for two years at periodic intervals to assess pain and function. The data demonstrated that “at no point” did either intervention group have “greater pain relief” or “improvement in function” than the placebo group. Amazingly, the group that received the sham surgery reported a greater ability to walk and climb stairs at two weeks, one year, and two years out, as compared to the group that received the costly standard treatment protocol of debridement. As you can see, “just” a placebo can be a powerfully effective healing tool.

			
				Fears and negative suggestions also influence the body and brain, leading to a nocebo effect, from the Latin root meaning “I shall harm.” My favorite nocebo case study illuminates the degree in which fear can shape our reality and physiology. In this story, a twenty-six-year-old male, referred to as Mr. A, entered a drug trial after being depressed for a couple of months following a break-up with his girlfriend. Mr. A started to feel better on the medication, but then got in an argument with his ex-girlfriend and impulsively swallowed the twenty-nine pills remaining in the bottle. Immediately regretting his decision, he called for help. Rushed to the hospital, he was documented as being drowsy, lethargic, and sweaty, with low blood pressure and an elevated heart rate. After four hours, a physician from the clinical trial arrived, and informed him and the hospital staff that the bottle contained “just” placebos. Mr. A was surprised, but relieved, and within fifteen minutes he was fully awake and alert, with normalized blood pressure and heart rate.

			
				Researchers find both the placebo and nocebo effects pesky and messy, interfering with their data and results. Instead of trying to figure out what to do about the placebo effect, perhaps what we should be asking is what we can do with the placebo effect to facilitate healing, and what we can do to minimize the nocebo effect. When we offer hope, it is not just an act of support and kindness—it has healing properties. It is not inert; it is real, and it can be harnessed—not deceptively, but honestly.

			A landmark study on patients with irritable bowel syndrome examined whether placebo would still work if patients knew it was a placebo. It turns out those knowingly given pills marked as placebos experienced the same degree of relief as those seen in the most effective medication trials.

			
				I hope you can begin to see the immense potential of the placebo effect for activating the body’s innate wisdom to facilitate healing. It works! Conversely, when we inform people that their brains or bodies are broken, that is exactly what happens.

			What about Antidepressants

			In the last chapter, we focused on the early antidepressants, the MAOIs and the TCAs, but psychiatry and our culture’s perceptions about medications changed dramatically when Prozac arrived on the scene in 1988. Prozac was featured on the covers of Newsweek and Time, and ads appeared in everything from Cosmopolitan to Reader’s Digest. The message? Depression “isn’t just feeling down. It’s a real illness with real causes,” that “doctor’s believe” may be caused by “an imbalance of serotonin in your body.” The ads suggested that you did not need to be classically depressed and unable to function in order to benefit from medication, but merely “under the weather.” It’s safe. It’s effective. Who wouldn’t want to feel “better than well?” What could be more appealing than the possibility that happiness could be encapsulated within a once-a-day pill that could be taken with your morning coffee and newspaper?

			Doctors were equally overjoyed, especially psychiatrists and overworked primary care physicians. When a patient cries while telling her doctor that she just broke up with her boyfriend, or her beloved dog died, or the overwhelmed mother complains of being tired, exhausted, and crabby because her husband “does nothing” to help out with the four kids and the dog—now there was finally something for your poor doctor to do to help, besides, you know, listening empathically and offering support. The marketing blitz to consumers and physicians paid off immensely. By 2006, antidepressants were the number-one prescribed medication in the country.

			
				It did not take long for data to emerge that everything was not what it seemed in the Land of Happy Pills. Even though “educational” pamphlets passed out to patients in mental health clinics adamantly asserted the effectiveness of selective serotonin reuptake inhibitors (SSRIs), proclaiming, “Estimates are that eight or nine of every ten patients with depression can be helped by currently available antidepressants,” the emerging data did not validate this lofty conclusion. In 1992 the first of many studies reviewing available data on the SSRIs was published. Roger Greenberg and colleagues analyzed twenty-two studies of antidepressant outcomes and found that although clinicians consistently reported significant effects, patient ratings showed no advantage for antidepressants beyond placebo effect. That is just one study and easy to dismiss, but plenty more followed.

			In 1998 researcher Irving Kirsch thought depression and antidepressants might be a good place to investigate the placebo effect, since hopelessness is at the core of the “disease.” He and his colleagues analyzed nineteen double-blind, placebo-controlled clinical trials involving over two thousand patients assigned to various antidepressants and other medications, including TCAs, SSRIs, benzodiazepines, lithium, thyroid medication, and barbiturates.

			Shockingly, the data revealed that regardless of the type of drug and the mechanism of action, the placebo response accounted for 75 percent of the effect of all the medications. How could all these different medications have nearly identical effectiveness?

			
				Kirsch pondered what all these medications might have in common. He could only come up with one answer—side effects. Nobody wants side effects, so why might they enhance the effectiveness of a medication? Imagine you are hopelessly depressed and enrolled in a placebo-controlled trial for a new antidepressant. Your hope is to get the real medication, not just the placebo. In theory, trials are blinded so that neither the participant nor the physician is aware of which pill one is receiving, yet studies have shown that doctors guess correctly whether a patient is on an active medication or placebo 87 percent of the time. Patients guess correctly 78 percent of the time. This means the idea of a truly blinded trial is more an ideal than a reality. Consequently, if you develop nausea, upset stomach, or another side effect, you are likely to assume
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