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PREFACE

I can calculate the movement of stars but not the madness of men.

ISAAC NEWTON

SOMETIMES YOU CAN get into a whole lot of trouble just minding your own business at a cocktail party. The time was May 2009. The party was a gathering of psychiatrists attending the annual meeting of the American Psychiatric Association. The place was the Asian Art Museum in San Francisco. The trouble was getting stuck in a bitter, public controversy about the nature of “normal” and the proper role of psychiatry in defining it.

I happened to be in town for something else and really had no interest in the meetings, but the party was a nice chance to catch up with old friends. For almost a decade, I had been pretty much a dropout from psychiatry—retiring early to care for my ailing wife, to babysit my mob of grandkids, to read, and to be a beach bum. Previously, my work life had been driven, probably qualifying as hyperactive. I led the Task Force that developed DSM-IV and also chaired the department of psychiatry at Duke, treated many patients, did research, and wrote some books and papers. It seemed like I was always chasing the clock and losing the race. Even a furtive look at the sports section of the New York Times felt like a stolen and forbidden pleasure. It was now a delight to simply kick back, read Thucydides, feel the sun on my face and the wind in what was left of my hair. No e-mail address, few phone calls, and absolutely no responsibilities beyond my family.

I have only one superstition—an irrational, but abiding, belief in the law of averages, that things equal out in the end. I know they don’t—but superstitions die hard. I think the probability gods were bored the night of the party and decided to use me for their entertainment. Perhaps they had calculated that my life had become too carefree. Why not even the score by throwing my way a few chance tranquility-disrupting conversations? Within an hour, my comfortable sideline perch was lost, and I was forced to take sides in what has become a civil war for the heart of psychiatry—fighting a mostly losing battle to protect normality from medicalization and psychiatry from overexpansion.

Why me and why that night? It happens that several of my friends were bubbling over with excitement about their leading roles in preparing DSM-5. They could talk of little else. DSM stands for Diagnostic and Statistical Manual. Until 1980, DSMs were deservedly obscure little books that no one much cared about or read. Then DSM-III burst on the scene—a very fat book that quickly became a cultural icon, a perennial best seller, and the object of undue worship as the “bible” of psychiatry. Because it sets the crucial boundary between normality and mental illness, DSM has gained a huge societal significance and determines all sorts of important things that have an enormous impact on people’s lives—like who is considered well and who is sick; what treatment is offered; who pays for it; who gets disability benefits; who is eligible for mental health, school, vocational, and other services; who gets to be hired for a job, can adopt a child, or pilot a plane, or qualifies for life insurance; whether a murderer is a criminal or a mental patient; what should be the damages awarded in lawsuits; and much, much more.

Having worked for twenty years on the periodically updated editions of the DSM (including DSM-III, DSM-IIIR, and DSM-IV), I knew the pitfalls and was wary about the risks inherent in any revision. In contrast, my friends were new to the game and excited about their role in preparing DSM-5. They intended to add many new mental disorders and to loosen the rules on how to diagnose the existing ones—they were overvaluing hoped-for benefits, blind to the downsides.

I understood their enthusiasm and eagerness to make a difference. Back in 1987, a week after finding out I would lead the DSM-IV effort, I took a long walk on the beach. I am not usually a person given to brooding, but I had much to think about. For about an hour, I felt an exhilarating sense of power as I plotted possible ways to change and improve psychiatry. My concern was that psychiatric diagnosis had come too far, too fast, and was changing too rapidly—there were too many categories and too many people being diagnosed. My three bright ideas were to raise the bar for disorders that seemed too easy to diagnose, to collapse together or eliminate the disorders that didn’t make much sense, and to describe personality by flexible numbers, not rigid names.

In the second hour, reality set in and forced me to shoot down every one of my own pet projects. On reflection, I realized that in trying to correct problems I’d be creating new ones. And, more to the point, I realized that there was no reason why I (or anyone else) should trust me or my pet ideas. All changes to the diagnostic system should be science driven and evidenced based, not influenced by my personal whims or anyone else’s. The method for doing DSM-IV needed to emphasize checks and balances in order to protect against individuality, arbitrariness, and diagnostic creativity. We would require that new proposals be subjected to a probing review of the scientific literature meant to focus on its risks and pitfalls. There would be painstaking data reanalyses and field trials. We would deep-six everything risky and/or without clear scientific merit. My hunch that high standards would eliminate almost all changes turned out to be true—there weren’t compelling scientific data to back up the many proposals we eventually received. The basic science of psychiatry was daily coming up with exciting insights into how the brain works, but none of this translated one bit into how we should diagnose and treat patients.

I knew that we couldn’t afford mistakes in DSM-IV, even small ones. DSM had become too powerful for its own good and for society’s. Even seemingly minor changes could have a disastrous impact. And now DSM-5 seemed poised to make some really big errors. In aggregate, the new disorders promoted so blithely by my friends would create tens of millions of new “patients.” I pictured all these normal-enough people being captured in DSM-5’s excessively wide diagnostic net, and I worried that many would be exposed to unnecessary medicine with possibly dangerous side effects. The drug companies would be licking their chops figuring out how best to exploit the inviting new targets for their well-practiced disease mongering.

I was keenly alive to the risks because of painful firsthand experience—despite our efforts to tame excessive diagnostic exuberance, DSM-IV had since been misused to blow up the diagnostic bubble. Even though we had been boringly modest in our goals, obsessively meticulous in our methods, and rigidly conservative in our product, we failed to predict or prevent three new false epidemics of mental disorder in children—autism, attention deficit, and childhood bipolar disorder. And we did nothing to contain the rampant diagnostic inflation that was already expanding the boundary of psychiatry far beyond its competence. If a cautious and generally well-done DSM-IV had probably resulted in more harm than good, what were the likely negative effects of a carelessly done DSM-5, driven by its grand but quixotic ambition to be “paradigm shifting”?

The stakes were too high for me to ignore—both for the mislabeled new “patients” and for our society. Because of diagnostic inflation, an excessive proportion of people have come to rely on antidepressants, antipsychotics, antianxiety agents, sleeping pills, and pain meds. We are becoming a society of pill poppers. One out of every five U.S. adults uses at least one drug for a psychiatric problem; 11 percent of all adults took an antidepressant in 2010;1 nearly 4 percent of our children are on a stimulant2 and 4 percent of our teenagers are taking an antidepressant;3 25 percent of nursing home residents are given antipsychotics.4 In Canada between 2005 and 2009, the use of psychostimulants went up by 36 percent, and SSRIs by 44 percent.5

Loose diagnosis is causing a national drug overdose of medication. Six percent of our people are addicted to prescription drugs, and there are now more emergency room visits and deaths due to legal prescription drugs than to illegal street drugs.6 When their products are used carelessly, the drug companies can be as dangerous as the drug cartels. A case in point: Since 2005 there has been a remarkable eightfold increase in psychiatric prescriptions among our active duty troops. An incredible 110,000 soldiers are now taking at least one psychotropic drug, many are on more than one, and hundreds die every year from accidental overdoses.7

Psychiatric meds are now the star revenue producers for the drug companies—in 2011, over $18 billion for antipsychotics (an amazing 6 percent of all drug sales); $11 billion on antidepressants, and nearly $8 billion for ADHD drugs.8 Expenditure on antipsychotics has tripled,9 and antidepressant use nearly quadrupled from 1988 to 2008.10 And the wrong doctors are giving out the pills. Eighty percent of prescriptions are written by primary-care physicians with little training in their proper use, under intense pressure from drug salespeople and misled patients, after rushed seven-minute appointments, with no systematic auditing.11

There is also a topsy-turvy misallocation of resources: way too much treatment is given to the normal “worried well” who are harmed by it; far too little help is available for those who are really ill and desperately need it. Two thirds of people with severe depression don’t get treated for it, and many suffering with schizophrenia wind up in prisons. The writing is on the wall. “Normal” badly needs saving; sick people desperately require treatment. But DSM-5 seemed to be moving in just the wrong direction, adding new diagnoses that would turn everyday anxiety, eccentricity, forgetting, and bad eating habits into mental disorders. Meanwhile the truly ill would be even more ignored as psychiatry expanded its boundaries to include many who are better considered normal.

They say the road to hell is paved with good intentions and bad unintended consequences. I was shocked by the naïve enthusiasm of the people working on DSM-5. Where they saw golden opportunities, I saw grave risks. Diagnostic exuberance can be bad for our health—as individuals and as a society.

By far the most disturbing conversation was with one of my oldest friends in psychiatry—a man of wisdom, experience, and integrity whose entire career had been dedicated to reducing the suffering caused by schizophrenia. He was convinced that DSM-5 could make a game-changing difference by introducing a new diagnosis called “psychosis risk syndrome” that would encourage the early identification and preventive treatment of youngsters who might otherwise eventually become schizophrenic. My friend wanted to provide an ounce of early prevention that could substitute for a pound of later cure. Once the brain has already become sick, it is harder to make it well again—the more practiced are the circuits generating delusions and hallucination, the more difficult it will eventually be to turn them off. How wonderful then to prevent schizophrenia altogether, or failing that, at least to reduce the overall burden of the illness.

My friend’s goal was noble, but there were five compelling strikes against it. Strike 1: most people getting the scary-sounding diagnosis “psychosis risk” would in fact be mislabeled—in the normal course of events, only a very small proportion would ever become psychotic. Strike 2: there is no proven way to prevent psychosis, even in those really at risk for developing it. Strike 3: many people would suffer collateral damage—receiving unnecessary antipsychotic drugs that can cause obesity, diabetes, heart disease, and likely a shortened life expectancy. Strike 4: think of the stigma and worry caused by the completely misleading implication that psychosis is just around the corner. Strike 5: since when is having a “risk” the same as having a “disease”? I tried but failed to change his mind, or even to open it the slightest bit. “Psychosis risk” was off and running. My friend’s dream would surely cause a nightmare of disastrous unintended consequences.

As I drifted around the party, I met many other friends working on DSM-5 who were similarly excited by their pet innovations and soon discovered that I personally qualified for many of the new disorders that were being suggested by them for inclusion for DSM-5. My gorging on the delectable shrimp and ribs was DSM-5 “binge eating disorder.” My forgetting names and faces would be covered by DSM-5 “minor neurocognitive disorder.” My worries and sadness were going to be “mixed anxiety/depressive disorder.” The grief I felt when my wife died was “major depressive disorder.” My well-known hyperactivity and distractibility were clear signs of “adult attention deficit disorder.” An hour of amiable chatting with old friends, and I had already acquired five new DSM diagnoses. And let’s not forget my six-year-old identical twin grandsons—their temper tantrums were no longer just annoying; they had “temper dysregulation disorder.”

Clearly DSM-5 would make a mess. What to do? I had previously declined several requests to have a say. Bob Spitzer, the great psychiatric innovator who had been most responsible for creating DSM-III, had for years been sounding loud public alarms. He was upset that the American Psychiatric Association was forcing the people working on DSM-5 to sign confidentiality agreements intended to protect APA’s “intellectual property.” Publishing profit should never trump the transparency needed to produce a safe and quality DSM. Bob was dead right, and I knew it. He had often asked for my support in his efforts to help get DSM-5 on the right track, but to my shame, I had repeatedly refused to speak up. My lifelong inclination has always been to steer clear of controversy, and this one promised to be particularly unappealing. I also felt it was bad form to comment on the work of my successors, and besides, I knew Bob to be a good and tireless fighter who could more than hold his own in public debate.

But the disturbing conversations at the party finally shook my complacency and forced me into the fray. It was not just a matter of DSM-5 having a closed and secretive process; it would likely produce a very dangerous product. If “psychosis risk” made it into DSM-5, innocent kids might become obese and die early receiving unnecessary medication for a fake diagnosis. DSM-5 was going to create public-health problems, and the public needed to have a say. I realized it would be selfish and cowardly to cop out with the excuse that Bob alone could do all the heavy lifting. I would have to risk friendships, break ranks with organized psychiatry, and come off my beloved beach. Janet Williams, Bob’s wife and closest collaborator on DSM-III, also happened to be at the party. I walked over and told her that Bob could count me in. DSM-5 was too important to be left in the hands of a group of well-meaning, but badly misguided, “experts.”

It is now four years later. I have spoken to the APA leadership; written four warning letters to the APA Trustees; posted countless blogs; published numerous editorials and papers; given talks at professional and public meetings and appeared on radio and television—all warning about the risks that DSM-5 will mislabel normal people, promote diagnostic inflation, and encourage inappropriate medication use. I have not been alone in trying to save normal. Many other individuals, mental health organizations, professional journals, and the press have loudly sounded the very same alarm. We have had some positive impact—at the eleventh hour, DSM-5 dropped some of its most dangerous proposals. But overall we failed. DSM-5 pushes psychiatric diagnosis in the wrong direction, will create new false epidemics, and promotes even more medication misuse. The right goal for DSM-5 would have been diagnostic restraint and deflation, not a further unwarranted expansion of diagnosis and treatment.

This book is my reaction to the excesses—part mea culpa, part j’accuse, part cri de coeur. It provides an insider’s despairing view of what has gone wrong and also offers a practical road map back to a safe and sane psychiatry. My goal is not only to help “save normal,” but also to help save psychiatry. Psychiatry is a noble and essential profession, sound at its core, and extremely effective when done well. Our outcomes match or exceed what is achieved by most other medical specialties.12 And being a mental health caregiver is a special privilege—we get to know our patients intimately, console their sorrows, and find ways to help them help themselves. We can cure many, help most, and provide compassion and advice for all. But psychiatry must stay within its proper competence and stick to what it does best—helping people who really need and can most benefit from our efforts. We should not be making patients of people who are basically normal and ignoring those who are really sick.

Psychiatry is certainly not alone in its overreaching—we are just a special case of the bloat and waste that characterize all of U.S. medicine. Commercial interests have hijacked the medical enterprise, putting profit before patients and creating a feeding frenzy of overdiagnosis, overtesting, and overtreatment. We spend twice as much on health care as other countries and have only mediocre outcomes to show for it. Some of our citizens are harmed by too much medical care, others by shameful neglect. Medicine and psychiatry both stand greatly in need of taming, pruning, reformulation, and redirection.

Real psychiatric disorders require prompt diagnosis and active treatment—they don’t get better by themselves and become harder to treat the longer they are allowed to persist. In contrast, the unavoidable everyday problems of life are best resolved through our natural resilience and the healing powers of time. We are a tough species, the successful survivors of ten thousand generations of resourceful ancestors who had to make their precarious daily living and avoid ever-present dangers far beyond our coddled imagining. Our brains and our social structures are adapted to deal with the toughest of circumstances—we are fully capable of finding solutions to most of life’s troubles without medical meddling, which often muddles the situation and makes it worse. As we drift ever more toward the wholesale medicalization of normality, we lose touch with our strong self-healing capacities—forgetting that most problems are not sickness and that only rarely is popping a pill the best solution.

But writing this book has a serious risk that I wouldn’t have assumed were the risks of not writing it even greater. My nightmare scenario is that some people will do a selective reading and draw the completely incorrect and unintended conclusion that I am against psychiatric diagnosis and treatment. They may be overly influenced by my criticisms of the field when it is practiced poorly and miss my very strong endorsements of psychiatry when it is practiced well. My DSM-IV experience taught me that any word that can possibly be misused or misunderstood likely will be and that authors have to worry about the consequences that can follow not only from the proper use of their writings but also those that can result from the predictable distortions. I am already widely and misleadingly quoted by scientologists and other groups that are rabidly opposed to psychiatry. This book can be similarly misused by them to discourage people who desperately need help from getting it. Let us suppose this hypothetical chain of events—a basic misunderstanding of my message induces some people who need medicine to precipitously stop it, causing a relapse into illness that is accompanied by suicidal or violent behavior. Although not directly responsible, I would still have good reason to feel terrible.

Despite these realistic concerns, I decided to go ahead and write the book because the current massive overuse of psychotropic drugs in our country presents a much greater and more immediate danger. My hope is to simultaneously serve two purposes—first to alert people who don’t need treatment to avoid it, but equally to encourage those who do need treatment to seek it out and to stick with it. My critique is directed only against the excesses of psychiatry, not its heart or soul. “Saving normal” and “saving psychiatry” are really two sides of the very same coin. Psychiatry needs to be saved from rushing in where it should fear to tread. Normal needs to be saved from the powerful forces trying to convince us that we are all sick.





PART I

Normality Under Siege





CHAPTER 1

What’s Normal and What’s Not?

The pool of normality is shrinking into a mere puddle.

TIL WYKES

BEFORE WE BEGIN saving normal, we need to figure out what it is. You might expect normal to be an approachable sort of word, confident in its popularity, safe in its preponderance over abnormal. Defining normal should be easy, and being normal should be a modest ambition. Not so. Normal has been badly besieged and is already sadly diminished. Dictionaries can’t provide a satisfying definition; philosophers argue over its meaning; statisticians and psychologists measure it endlessly but fail to capture its essence; sociologists doubt its universality; psychoanalysts doubt its existence; and doctors of the mind and body are busily nipping away at its borders. Normal is losing all purchase—if only we look hard enough perhaps everyone will eventually turn out to be more or less sick. My task in this book will be to try to stop this steady, inexorable encroachment—to help save normal.

How Does the Dictionary Define Normal?

The word normal plays in many different arenas. It started its life in Latin as a carpenter’s square and is still used in geometry to describe right angles and perpendiculars. Not surprisingly, normal then took on any number of right-minded connotations denoting the regular, standard, usual, routine, typical, average, run-of-the-mill, expected, habitual, universal, common, conforming, conventional, correct, or customary. From this, a short jump had normal describing good biological and psychological functioning—not physically sick, not mentally sick.1

The dictionary definitions of normal are all entirely and beguilingly tautological. To know what is normal you have to know what is abnormal. And guess how abnormal is defined in the dictionaries—those things that are not normal or regular or natural or typical or usual or conforming to a norm. Talk about circular tail chasing—each term is defined exclusively as the negative of the other; there is no real definition of either, and no meaningful definitional line between them.

The dichotomous terms “normal” and “abnormal” inspire a sense of familiar recognition and false familiarity. We instinctively intuit what they mean in a general way but find it inherently hard to pin them down when it gets to the specific. There is no universal and transcendental definition that works operationally to solve real-world sorting problems.

What Does Philosophy Say?

Surprisingly little. Philosophy has exerted itself endlessly to understand the deeper meanings of big concepts like reality and illusion, how we know things, the nature of human nature, truth, morality, justice, duty, love, beauty, greatness, goodness, evil, mortality, immortality, natural law, and on and on. Normal generally got lost in the philosophical shuffle—perhaps too ordinary and uninteresting to warrant deep philosophical thought.

This neglect finally ended with the Enlightenment attempt to apply philosophy to the more mundane problems of day-to-day living. Utilitarianism provided the first, and remains the only practical, philosophic guidance on how and where to set a boundary between “normal” and “mental disorder.” The guiding assumptions are that “normal” has no universal meaning and can never be defined with precision by the spinning wheels of philosophical deduction—it is very much in the eye of the beholder and is changeable over time, place, and cultures. From this it follows that the boundary separating “normal” from “mental disorder” should be based not on abstract reasoning, but rather on the balance between the positive and the negative consequences that accrue from different choices. Always seek the “greatest good for the greatest number.”2 Make decisions depending on what measurably works best.

But there are also undeniable uncertainties in being a practical utilitarian, and even worse there are dangerous value land mines. “The greatest good for the greatest number” sounds great on paper, but how do you measure the quantities and how do you decide what’s the good? It is no accident that utilitarianism is currently least popular in Germany, where Hitler gave it such an enduringly bad name. During World War II, it was statistically normal for the German population to act in barbaric ways that would be deemed decidedly abnormal before or since—all justified at the time on utilitarian grounds as necessary to provide for the greatest good of the master race. Statistical “normal” (based on the frequency of what is) temporarily badly trumped injunctive “normal” (the world as it should be or customarily had been).

Granted that, in the wrong hands, utilitarianism can be blind to good values and twisted by bad ones, it still remains the best or only philosophical guide when we embark on the difficult task of setting boundaries between the mentally “normal” and the mentally “abnormal.” This is the approach we used in DSM-IV.

Can Statistics Dictate Normal?

Having previously befuddled linguistics and philosophy, normal next defeated statistics. This may be surprising. Statistics would seem perfectly poised to define normal by switching the method of analysis from playing with words to playing with numbers. The answer could come from the beautifully symmetrical shape of a normal bell curve. Whenever you measure things, there is never one absolutely perfect and replicable right answer. There is always a greater or lesser error of measurement that prevents us from reproducing the same answer every time—no matter how carefully we try and how wonderful is our measuring rod. It is inherently impossible for us to pin down the nature of anything with absolute precision. But a truly remarkable thing happens if we go to the trouble of taking enough measurements. Even though no one reading is perfectly accurate or predictable, the aggregate of all readings sort in the most perfectly predictable and the loveliest of curves. At the curve’s peak is the most popular measure; then the successively less likely ones trail down on both sides as we move away from this golden mean.

The bell curve explains a great deal about how life works—most things about nature and about people follow its shape and deviate predictably around the mean. The distributions of every conceivable characteristic in the universe have been measured in enormous and painstakingly collected data sets. Miraculously, the same wonderful “normal curve” always emerges from what might otherwise appear to be a jumble of numbers. The curve provides remarkably precise predictive power on virtually everything that matters to our species and to the world.

Human beings are diverse in every one of our physical, emotional, intellectual, attitudinal, and behavioral characteristics, but our diversity is not at all random. We are “normally” distributed on a bell-shaped curve on any given trait that is continuously distributed in our population. IQ, height, weight, personality traits all cluster around a golden mean with the outliers sorting symmetrically on both sides.

The best way of summarizing this economically and systematically is the standard deviation (SD)—a technical term used in statistics to describe the way measures arrange themselves with reliable regularity around the mean. Being within one SD of the mean for height (which is 5´10˝ for men in the United States with an SD of three inches) puts you in very popular territory joined by 68 percent of the population—34 percent will be just somewhat taller than the completely average guy (up to 6´1˝) and 34 percent will be somewhat shorter (down to 5´7˝). As you get much taller or much shorter you become more and more the rare bird—it gets lonelier and lonelier out there on either side of the further reaches of the bell curve. Only 5 percent of the population drifts off by more than two SDs —in this remote region we have the 2.5 percent of really tall men (over 6´4˝) and the 2.5 percent of short men (under 5´4˝). This is the region of the bell curve at the extreme right and the extreme left, far away from the popular golden mean. Suppose we take it even further and go out to three SDs—here we are in the really rarefied territory with the very few men who are over 6´7˝or under 5´1˝.3

This brings us to the question of the moment—can we use statistics in some simple and precise way to define mental normality? Can the bell curve provide a scientific guide in deciding who is mentally normal and who is not? Conceptually, the answer is “why not,” but practically the answer is “hell no.” In theory, we could arbitrarily decide that the most troubled among us (5 percent, or 10 percent, or 30 percent or whatever) would be defined as mentally ill and that the rest of us are normal. Then we could develop survey instruments, score everyone, draw up the curves, set the boundary line, and thus label the sick. But in practice it just doesn’t work that way. There are just too many statistical, contextual, and value judgments that perplex a simple statistical solution.

First, people on the immediate opposite sides of whatever boundary is set will look almost exactly alike—how silly to call one sick, the other healthy. People who are 6´3˝ and 6´4˝ are both tall. And what percentage to choose? If there are just a few mental health clinicians in a developing country, only the most severely disturbed will appear mentally disordered—so perhaps the boundary will be set so that only 1 percent are not normal. In a New York City saturated with therapists, the level required for disorder is radically defined down and perhaps the boundary would be set at 30 percent or more. It gets completely arbitrary and the pretty curve has no way of telling us where to draw the line.

We must reconcile to there not being any simple standard to decide the question of how many of us are abnormal. The normal curve tells us a great deal about the distribution of everything from quarks to koalas, but it doesn’t dictate to us where normal ends and abnormal begins. A ranting psychotic is far enough away from mean to be recognized as mentally sick by your aunt Tilly, but how do you decide when everyday anxiety or sadness is severe enough to be considered mental disorder? One thing does seem perfectly clear. On the statistical face of it, it is ridiculous to stretch disorder so elastically that the near average person can qualify. Shouldn’t most people be normal?

What Does the Doctor Say About Normal?

Until the late 1800s, medicine was ruled by the dogma that health and illness were determined by the relative quantities of the four bodily humors—blood, phlegm,  and yellow and black bile. This seems quaint and daffy now, but it was one of mankind’s most enduring ideas (outlasting by far the dogma that the sun revolves around the Earth). Humoral theory was the commonly held belief of a hundred generations of the smartest people in the world and governed medical practice for four millennia. The ticket to normality was achieving perfect balance and harmony of the bodily fluids—nothing in excess, nothing lacking. Only in the late nineteenth century did dramatic advances in physiology, pathology, and neuroscience finally relegate humoral theory to the dusty closet of atavistic medical curiosities.4

But, despite all of its acknowledged wonders, modern medical science has never provided a workable definition of “health” or “illness”—in either the physical or the mental realms. Many have tried and all have failed. Take, for example, the World Health Organization’s definition5: “Health is a state of complete physical, mental, and social well-being and not merely the absence of infirmity.” Who among us would dare claim health if it requires meeting this impossibly high standard? Health loses value as a concept when it is so unobtainable that everyone is at least partly sick. The definition also exudes culture and context-sensitive value judgments. Who gets to define what is “complete” physical, mental, and social well-being? Is someone sick because his body aches from hard work or he feels sad after a disappointment or is in a family feud? And are the poor inherently sicker because they have fewer resources to achieve the complete well-being required of “health”?

More realistic modern definitions of health focus not on the perfectibility of life, but on the lack of definable disease. This is better, but there is no bright-line definition of physical disease and certainly nothing that works across time, place, and culture. How do we decide what is normal in continuum situations like blood pressure, or cholesterol, or blood sugar, or bone density? Is a slow-growing prostate cancer in an old person best diagnosed and treated aggressively as disease—or left alone because neglect may be much less dangerous than treatment? Is the average expectable forgetting that occurs in old age the disease of dementia or the unavoidable degenerative destiny of a brain grown old? Is a very short child just short or in need of hormone injections?6

Why No Lab Tests to Define Normal in Psychiatry

The human brain is by far the most complicated thing in the known universe. The brain has 100 billion neurons, each of which is connected to 1,000 other neurons—making for a grand total of 100 trillion synaptic connections. Every second, an average of 1,000 signals cross each of these synapses; each signal is modulated by 1,500 proteins and mediated by one or more of dozens of neurotransmitters.7 Brain development is even more improbable—a miracle of intricately choreographed sequential nerve cell migration. Each nerve has to somehow find just its right spot and make just the right connections. Given all the many steps involved and all the possible things that can go wrong, you might want to place your bet on Murphy’s Law and chaos theory—the odds seem to be stacked against normal brain functioning. The weird and wonderful thing is that we work as well as we do—the improbable result of exquisitely wrought DNA engineering that has to accomplish trillions and trillions of steps. But any supercomplicated system will have its occasional chaotic glitches. Things can and do go wrong in many different ways to produce each disease, which makes it hard for medical science to take giant steps.

The two most exciting advances in the entire history of biology are unraveling the workings of the human brain and breaking the genetic code. No one could have predicted that we would have come so far and so fast. But there has also been a great disappointment. Although we have learned a great deal about brain functioning, we have not yet figured out ways of translating basic science into clinical psychiatry. The powerful new tools of molecular biology, genetics, and imaging have not yet led to laboratory tests for dementia or depression or schizophrenia or bipolar or obsessive-compulsive disorder or for any other mental disorders. The expectation that there would be a simple gene or neurotransmitter or circuitry explanation for any mental disorder has turned out to be naive and illusory.

We still do not have a single laboratory test in psychiatry. Because there is always more variability in the results within the mental disorder category than between it and normal or other mental disorders, none of the promising biological findings has ever qualified as a diagnostic test. The brain has provided us no low-hanging fruit—thousands of studies on hundreds of putative biological markers have so far come up empty. Why the gaping disconnect—so much knowledge and so little practical utility? As Roger Sperry put it in his Nobel Prize in Medicine acceptance speech: “The more we learn, the more we recognize the unique complexity of any one individual intellect, the stronger the conclusion becomes that the individuality inherent in our brain networks makes that of fingerprints or facial features gross and simple by comparison.”8 Teasing out the heterogeneous underlying mechanisms of mental disorder will be the work of lifetimes. There will not be one pathway to schizophrenia; there may be dozens, perhaps hundreds or thousands.

The brain reveals its secrets only slowly and in very small packages. Every exciting finding turns out to be a tease—providing no simple answers, rarely replicating fully in the next study, uncovering more heterogeneous complexity than it explains. To use a baseball analogy—there are no grand slams in this work and no walks, just plenty of strikeouts and at best the occasional single. And this will be a very slow and retail slog, not any one great leap forward. We will not have biological markers to set the boundary between normal and mental disorder until we understand the multitudinous mechanisms causing the different forms of psychopathology. And there won’t be a Newton or an Einstein or a Darwin to provide a grand unifying biological theory of normality and mental disorder—just patient scientists each working for decades to elucidate one very tiny piece of an enormous, trillion-piece jigsaw puzzle. Causes for mental disorder, as they are discovered, will (as with breast cancer) explain only a small percentage of the cases. The first real step in this advance will be laboratory tests for Alzheimer’s dementia, probably ready to come online sometime in the next few years.

The absence of biological tests is a huge disadvantage for psychiatry. It means that all of our diagnoses are now based on subjective judgments that are inherently fallible and prey to capricious change. It is like having to diagnose pneumonia without having any tests for the viruses or bacteria that cause the various types of lung infection.

Can Psychology Ride to the Rescue?

Sadly no. We can do psychological tests on people till they are bleary- eyed and blue in the face and still not be much further along in setting the boundary between who is normal and who is not. The limitation of almost all tests used by psychologists is that the distribution of their results follows our old friend—the bell-shaped normal curve. The test can tell us with remarkable precision just where a given person stands with respect to his comparison group, and knowing someone’s standard deviation position relative to the mean often has considerable predictive value. But the testing doesn’t tell us where to set the cutoffs for what is normal. That is determined by context, not by test score.

Take IQ testing. Two standard deviations below the mean of 100 put you at 70 and predicts the likelihood of school and life difficulties. Two standard deviations above normal put you at 130 and predicts academic and career success. But there isn’t any reason to think that having a IQ of 70 is really different from having one of 71 or even 75.9 There is a 5-point error of measurement in the test, many factors may have interfered with optimal test taking, and some people perform in life much better or worse than you might expect just from their IQ.

Selecting 70 as the unique cutoff for clearly disordered intellectual ability is purely an arbitrary convenience that has no particular significance other than that it selects for the lowest 2.5 percent of the population. These individuals are likely to qualify for special services and dispensations that are denied their near and almost identical neighbors. But there is nothing sacred about the two standard deviations below 100 cutoff at IQ 70—it doesn’t have a real world meaning. Slightly higher or slightly lower cutoffs would make equal or more sense, depending on the situation. If more resources are available, services should be offered to those with higher IQs than 70. In some environments, people with an IQ of 70 do just fine. And who says that two standard deviations should be the cutoff? Why not one or three or one and a half? The choice is always arbitrary and driven by context, not statistics.

This gets lost in translation. A recent galling example followed the Supreme Court ruling that it is unconstitutional to execute anyone who is suffering from mental retardation. Life versus death now depends on the silly, artificial nondistinction of having an IQ of 70, rather than 71.10

What would happen if we applied the two SD cutoff (2.5 percent) to psychiatry and suddenly required that people be that far removed from the golden mean of mental health before they could merit a diagnosis of mental disorder. Psychiatrists and other mental health workers would mostly be put out of business and have to collect unemployment insurance. One hundred years ago, psychiatry was limited to the very severely ill housed in hospitals, and very few people were employed caring for them. We have since worked our way up the bell curve much closer to the mean—so that 20 to 25 percent are currently considered mentally disordered, and we have more than half a million people caring for them. Using the psychological test paradigm, we can compare people very precisely to one another but have no way to decide whether to draw the line between normal and abnormal at 2.5 percent or 25 percent of the population.

Do Sociologists or Anthropologists Have the Answer?

Nope, again. Human customs around the world vary too dramatically across time, place, and cultures for there to be any ready answer to what is normal across all of them. Contrast the million or so people willing to starve to death during the siege of Leningrad (rather than break the norm against eating the readily available protein from human flesh) with a perfectly normal New Guinean who until fairly recently wouldn’t think twice about cooking up the body or eating the brains of his lately departed enemy. Two hundred years ago, the normal age of marriage everywhere in the world was around puberty (and it still is in some places), but this is now deemed criminal in our society. With longer life expectancies, it is normal now to marry at an age that only recently would be when we could reasonably expect to be dead.

Cultural universals are the exception, with just a few rock-solid cultural norms (e.g., no murder within tribe, incest restrictions, some sort of family structure). Cultures differ dramatically in their conception of normal because they face different survival challenges. Geographically isolated Inuit avoided inbreeding by finding it normal to offer up the wife as bedmate to passing strangers. In contrast, classical Greeks and modern Arabs have elaborated the strongest of strictures preventing any sort of female exposure to strange genes so that the inheritance of property would surely follow patriarchal bloodlines. Aboriginals desperately needing protein find ants to be a perfectly normal food source—whereas habitually eating them in Los Angeles might qualify one for the DSM mental disorder known as pica. And context can be all—murder is heroic and normal when committed against threatening outsiders; it is heinous and abnormal within the tribe.

Even within a given time and place there are conflicting norms. Durkheim11 fathered sociology more than a century ago with fascinating statistics documenting the predictable divergence between the morally normal and the statistically normal. Societies all prohibit crime, but crime abounds everywhere—perfectly normal from a statistical point of view, but perfectly abnormal from a legal one. Socie-ties also tend to prohibit suicide, but the suicide rate in each country is remarkably consistent year after year, even though suicide is the most personal of human decisions. Ruthlessness may be prized both among gangbangers and corporate leaders, but it will take very different forms and be rewarded and punished in very different ways.

Inbuilt hard wiring also makes for different tendencies in gender norms. Males are more adapted to fight for love and glory—consonant with their existential struggle for access to females, their prominent role in war with other tribes, and the needs of the hunt. Females are more likely to have inborn skills in nurturing and in food gathering. But there are huge individual and cross-cultural differences and there is far from any fixed normal when it comes to male or female behavior.

So at least for now (until Facebook succeeds in homogenizing the planet into one vast, dull social network), normal is a sociological will-o’-the-wisp. There is no norm for normal.

What About Freud?

Freud was a very smart guy who was overrated when he was alive and pays the price now of being greatly underrated. His insights on how the mind works were somewhat hit or miss, but he certainly hit a home run in his appreciation of the powerful role of inborn, unconscious instinct in guiding the most exalted and also the most mundane of everyday behaviors. Freud delighted in uncovering the underlying similarities in dreams, works of art, myths, and in the neurotic and psychotic symptoms of psychiatric patients. He used dreams to uncover the meaning of symptoms, symptoms to uncover the meaning of myths, and his patients’ fantasies to interpret Hamlet and Oedipus. Literature and myth could be used to explain his patients, and his patients’ illnesses reciprocally helped him to explain literature and myth.

The psychoanalytic model tended to be all-inclusive, but there was one notable exception—there is no real place in it for normal. Freud emphasized the ways we are all in the same boat. He saw no great qualitative difference between the artist and the lunatic, and both resemble the rest of us every night when we dream. We all must repress forbidden impulses, which are always at the ready to pop out in dreams, symptoms, or works of art—we are different only in the balance of forces and their means of expression. No one is ever completely normal for Freud; everyone is neurotic and could use more insight. The most any successful treatment can ever hope to achieve is to turn neurotic misery into everyday human unhappiness. There is no normal, no cutoff marker saying treatment is necessary, or when it should end.12 The great unspoken paradox of the arduous process of psychoanalysis is that the best patients are the ones who never really needed it in the first place.

Abnormal Is Also Hard to Define

Proteus was the shape-shifting Greek sea god, a familiar of the Fates who knew the secrets of past, present, and future. But Proteus was wily and reluctant to share his knowledge—except if someone could grab him while he slept and hang on as he executed a succession of rapidly morphing, terrifying, and difficult-to-contain form changes. Not easy work holding a firm grip on a roaring lion that can suddenly transform itself into flowing water, or a charging bull, or anything else you can possibly imagine. Proteus is the personification of things that are liquid, elusive, indefinite, and mutable—things that defy clear definition.

“Mental disorder” and “normality” are both extremely protean concepts—each so amorphous, heterogeneous, and changeable in shape that we can never establish fixed boundaries between them. The definitions of mental disorder generally require the presence of distress, disability, dysfunction, dyscontrol, and/or disadvantage. This sounds better as alliteration than it works as operational guide. How much distress, disability, dysfunction, dyscontrol, and disadvantage must there be, and of what kind?13 I have reviewed dozens of definitions of mental disorder (and have written one myself in DSM-IV) and find none of them the slightest bit helpful either in determining which conditions should be considered mental disorders and which not, or in deciding who is sick and who is not.14–18

Not having a useful definition of mental disorder creates a gaping hole at the center of psychiatric classification, resulting in two unanswered conundrums: how to decide which disorders to include in the diagnostic manual and how to decide whether a given individual has a mental disorder. Binge eating was once considered a sin; should it now be a psychiatric disorder? Is the forgetting of old age an illness or just old age? Is having sex with a teenager just a crime or also a sign of craziness? And in evaluating any given person, we lack a general definition of mental disorder to help us decide whether he is normal or a patient, mad or bad.19, 20

The mental disorders included in DSM-5 have not gained their official status through any rational process of elimination. They made it into the system and have survived because of practical necessity, historical accident, gradual accretion, precedent, and inertia—not because they met some independent set of abstract and universal definitional criteria.21, 22 No surprise then that the DSM disorders are something of a hodgepodge, not internally consistent or mutually exclusive. Some mental disorders describe short-term states, others lifelong personality; some reflect inner misery, others bad behavior; some represent problems rarely or never seen in normals, others are just slight accentuations of the everyday; some reflect too little self-control, others too much; some are intrinsic to the person, others are culturally determined; some begin early in infancy, others emerge only late in life; some affect thought, others emotions, behaviors, interpersonal relations; some seem more biological, others more psychological or social; some are supported by thousands of research studies, others by a mere handful; some may clearly belong in DSM, others could have been left out and perhaps should be eliminated; some are clearly defined, others not; and there are complex permutations of all of these possible differences.

I sometimes joke that the only way to define mental disorder is “that which clinicians treat; researchers research; educators teach; and insurance companies pay for.” Unfortunately, this practical “definition” is elastic, tautological, and potentially self-serving—following practice habits rather than guiding them. The greater the number of mental health clinicians, the greater the number of life conditions that work their way into becoming disorders. Only six disorders were listed in the initial census of mental patients in the mid-nineteenth century; now there are close to two hundred. Society has a seemingly insatiable capacity (even hunger) to accept and endorse newly minted mental disorders that help to define and explain away its emerging concerns.

Are Mental Disorders Diseases, Myths, or Something Else?

Some radical critics of psychiatry have seized on its definitional ambiguities to argue that the profession should not exist at all. They take the difficulty in finding a clear definition of mental disorder as evidence that the concept has no useful meaning—if mental disorders are not anatomically defined medical diseases, they must be “myths,” and there is no real need to bother diagnosing them. This position is most appealing to libertarians concerned with preserving patient freedom of choice from what they perceive to be the enslaving snares of psychiatry. “Saving normal” is taken by them to its logical extreme—the extremely illogical position that everyone is normal.

This shibboleth can be believed only by armchair theorists with no real life experience in having, living with, or treating mental illness. However difficult to define, psychiatric disorder is an all-too-painful reality for those who suffer from it and for those who care about them.23 Saving normal, as I use the term, is not meant to deny the value of psychiatric diagnosis and treatment. Rather, it is an effort to keep psychiatry doing what it does well within its appropriate limits. It is equally dangerous at either extreme—to have either an expanding concept of mental disorder that eliminates normal or to have an expanding concept of normal that eliminates mental disorder.

The best way to understand the essence of mental disorder—what it is and what it is not—is to compare the balls and strikes calls of three different umpires. Most of epistemology boils down to their competing opinions on how well we can ever apprehend reality.

Umpire One: “There are balls and there are strikes and I call them as they are.”

Umpire Two: “There are balls and there are strikes and I call them as I see them.”

Umpire Three: “There are no balls and there are no strikes until I call them.”

Umpire One believes that mental disorders are real “diseases”; Umpire Three that they are fanciful “myths”; Umpire Two that they are something in between—useful constructs that provide no more (but no less) than a best current guess on how to sort psychiatric distress.

Umpire One has great faith in our ability to detect the true essence of things. For him, mental disorders will soon reveal their secrets through scientific study. This optimism was shared by most biological psychiatrists until about fifteen years ago but, except for a few diehards, is now rapidly fading away. Billions of research dollars have failed to produce convincing evidence that any mental disorder is a discrete disease entity with a unitary cause.24, 25, 26 Dozens of different candidate genes have been “found,” but in follow-up studies each turned out to be fool’s gold. Mental disorders are too heterogeneous in presentation and in causality to be considered simple diseases; instead each of our currently defined disorders will eventually turn out to be many different diseases. For now at least, Umpire One has been called out on strikes.27, 28, 29

Umpire Three presents just the opposite view—the skeptical and solipsistic doubt that man can ever catch protean reality by the tail and know things as they truly are. He would argue that mental disorders are no more than arbitrary and sometimes noxious “myths” that unfairly restrict the freedom of choice of psychiatric patients. He worries about the slippery slope that eventually could be extended to other vulnerable groups.30 Indeed, there is reason for this concern—psychiatric diagnosis is now being abused for preventive detention of rapists in the United States and peasants complaining about corruption in China and previously was an excuse to hospitalize political dissidents in the Soviet Union.

It is of course imperative that we protect against the misuse of psychiatry in the service of legal or political masters—but Umpire Three far overstates his case. Mental disorders are not myths. Though not a discrete “disease entity” (like, say, a brain tumor or a stroke), schizophrenia produces profound and prolonged “dis-ease”—that is, distress and incapacity. The patterns of its presentation are clearly recognizable, can be reliably diagnosed, run in families, have brain imaging correlates, predict course, and respond to specific treatments. Schizophrenia is real enough and no psychiatric invention for those who suffer from it and for their loved ones.

Umpire Two has the firmest grasp on elusive reality, paradoxically because he understands and accepts that we can know it only partially. Of course, reality is “protean”—constantly changing shape and hard to hold. No doubt there is an enormous gap between things as they really are and things as we perceive them—and not just in psychiatry. Only 4 percent of our known universe can be directly detected by our senses—the rest of its energy and matter remaining “dark” to us. The quantum world is so weirdly discordant with our own that even the physicists who can mathematically predict its every characteristic cannot find an intuitive way to relate to it. And how can light manage to be a wave that suddenly turns into a particle just when we choose to look at it a certain way.

Elusive reality does not discourage Umpire Two. We don’t have to fully perceive or understand the underlying nature of our world to negotiate it well. Our senses and reasoning powers evolved as they did because they work just fine in the everyday, nonphilosophical business of survival. Mental constructs of reality are imperfect, but indispensable, ways to organize the otherwise bewildering phenomena of the world.

Umpire Two “calls them as he sees them.” Mental disorders are not real diseases as Umpire One might wish; but neither are they the dangerous myths feared by Umpire Three. Instead he follows a down-to-earth brand of utilitarian pragmatism. His umpire’s eye is fixed on what works best—not distracted by biological reductionism or rationalist doubt. He accepts that we are constantly constructing perceptions and finding temporary meanings that are useful, but never completely accurate. Our classification of mental disorders is no more than a collection of fallible and limited constructs that seeks but never finds the truth—but this remains our best current way of communicating about, treating, and researching mental disorders.

Schizophrenia is a useful construct—not myth, not disease. It is a description of a particular set of psychiatric problems, not an explanation of their cause. Someday we
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