Sandra Steingard
Editor

Critical Psychiatry
Controversies and
Clinical Implications

@ Springer




Critical Psychiatry



Sandra Steingard
Editor

Critical Psychiatry

Controversies and Clinical
Implications

@ Springer



Editor

Sandra Steingard
Howard Center
Burlington, VT
USA

University of Vermont Larner College of Medicine
Burlington, VT
USA

ISBN 978-3-030-02731-5 ISBN 978-3-030-02732-2  (eBook)
https://doi.org/10.1007/978-3-030-02732-2

Library of Congress Control Number: 2018965616

© Springer Nature Switzerland AG 2019

This work is subject to copyright. All rights are reserved by the Publisher, whether
the whole or part of the material is concerned, specifically the rights of transla-
tion, reprinting, reuse of illustrations, recitation, broadcasting, reproduction on
microfilms or in any other physical way, and transmission or information storage
and retrieval, electronic adaptation, computer software, or by similar or dissimi-
lar methodology now known or hereafter developed.

The use of general descriptive names, registered names, trademarks, service
marks, etc. in this publication does not imply, even in the absence of a specific
statement, that such names are exempt from the relevant protective laws and
regulations and therefore free for general use.

The publisher, the authors, and the editors are safe to assume that the advice and
information in this book are believed to be true and accurate at the date of pub-
lication. Neither the publisher nor the authors or the editors give a warranty,
express or implied, with respect to the material contained herein or for any errors
or omissions that may have been made. The publisher remains neutral with
regard to jurisdictional claims in published maps and institutional affiliations.

This Springer imprint is published by the registered company Springer
Nature Switzerland AG
The registered company address is: Gewerbestrasse 11,6330 Cham, Switzerland


https://doi.org/10.1007/978-3-030-02732-2

To Phyllis and Sol Steingard
Exemplars of integrity and
perseverance



Acknowledgments

I am forever grateful to all those who agreed to contribute to
this book. I contacted people who had both influenced and
educated me, and I was honored when they agreed to join me
in this venture. Their contributions speak for themselves; they
form the foundation of an understanding of the importance of
adopting a critical perspective on psychiatry and of reckoning
with the implications of the profession’s flaws and limitations.
Each contributor has my deepest respect and appreciation.

I am grateful to Springer for extending this opportunity and to
the editors who assisted me in bringing this project to fruition.

Although he did not contribute to this book, I wish to
acknowledge and thank Robert Whitaker for the impact he
has had on my evolution as a critical psychiatrist. Our con-
nection began as I endeavored to make sense of his book,
Anatomy of an Epidemic, whose message carried profound
implications for the practice of psychiatry. Critical Psychiatry:
Controversies and Clinical Implications is in many ways a
response to Anatomy. Over the past 7 years, he has intro-
duced me, directly and indirectly, to people all over the world
who are doing remarkable work as clinicians, researchers, and
advocates. I once told him that he made my professional life
far more complicated but, I realize now, that he has enriched
it beyond measure.

I have been fortunate to be employed by Howard Center,
a community mental health center in Burlington, Vermont,
for the past 23 years. They have supported me in innumerable
ways, and I thank the many colleagues and clients who have
taught me so much and brought me professional and personal
fulfilment. Our CEO, Bob Bick, has been a wonderful mentor



viii  Acknowledgments

who also was a reader for some sections of this book. I thank
him for his wisdom and kindness over many years, along with
his eagle eye for missing words and commas.

Scott Waterman was a fellow resident in the psychiatric
residency program where I trained, and, in retrospect, he was
the first critical psychiatrist I encountered. At the time, I was
enamored of psychoanalytic thinking and he was a skeptic.
While this may not conjure up notions of romance, somehow
it did for us, and we have spent our lives together. Over these
decades, we have had ongoing discussions about our shared
profession and our respective struggles to make sense of our
work. Our younger daughter once wrote about family dinners
that “the adults keep talking (more like yelling).” Indeed, our
conversations were often intense, but there is no question
that they improved my ability to think critically. Scott is not
only a brilliant scholar but also an equally talented editor. His
influence may be reflected in this paragraph that he is only
reading post-publication. Flaws noticed here but not else-
where may give the reader insight into his contributions
which have been myriad. I thank him for his careful reading,
ongoing encouragement, and unending love.

I dedicate this book to my parents. Adopting a critical
stance requires a safe foundation, and my parents could not
have done more to support me. My children, Martha and
Donna Waterman, are remarkable, determined young women;
they question the status quo in a thoughtful manner and, in
doing so, have also contributed in innumerable ways to my
ongoing education. I am so lucky to have them in my life. I
thank them for tolerating a sometimes distracted mother.

As a person who values social networks, the list of people —
family and friends — on whom I depend could fill another
book. I am particularly grateful to the many who have taught
me about need-adapted treatments including Open Dialogue
as well as those who have taught me about the value of listen-
ing to and including, in both the clinical and research realms,
the perspective of those who have been recipients of psychiat-
ric intervention. To Lisa and Barbra, thank you for giving me,
at an early age, the confidence to honor, rather than suppress,
my drive and aspirations. To everyone else — too numerous to
name — I send love and gratitude.



Contents

1 What Is Critical Psychiatry? ..................... 1
Joanna Moncrieff and Sandra Steingard

2 Toward Conceptual Competence in Psychiatric
Diagnosis: An Ecological Model for Critiques
ofthe DSM ... ... ... ... . ... ... ... ..., 17
Justin M. Karter and Sarah R. Kamens

3 The Influence of Pharmaceutical Companies
and Restoring Integrity to Psychiatric Research
and Practice. . . ...... ... ... .. ... .. . oL 71
Lisa Cosgrove and Akansha Vaswani

4 An Alternative Approach to Drug Treatment
inPsychiatry ........ ... . ... ... . 97
Joanna Moncrieff

5 Clinical Implications of the Drug-Centered
Approach. ... ... ... ... ... i 113
Sandra Steingard

6 Deprescribing and Its Application to Psychiatry . .. .137
Swapnil Gupta and Rebecca Miller

7 Coercion and the Critical Psychiatrist. . . .......... 155
Nicolas Badre, Shawn S. Barnes, David Lehman,
and Sandra Steingard



X Contents

8 Listening to Those with Lived Experience ......... 179
Emily Sheera Cutler
9 A Path to the Future for Psychiatry............... 207

Sandra Steingard



Contributors

Nicolas Badre, M.D. Department of Psychiatry, University of
California San Diego School of Medicine, La Jolla, CA, USA

Department of Counseling and Therapy, School of
Leadership and Education, University of San Diego,
San Diego, CA, USA

Shawn S. Barnes, M.D. Department of Psychiatry,
University of California San Diego School of Medicine,
La Jolla, CA, USA

Lisa Cosgrove, Ph.D. Department of Counseling Psychology,
University of Massachusetts-Boston, Boston, MA, USA

Emily Sheera Cutler College of Behavioral and Community
Sciences, University of South Florida, Tampa, FL, USA

Swapnil Gupta, M.B.B.S., M.D. Connecticut Mental Health
Center, New Haven, CT, USA

Department of Psychiatry, Yale School of Medicine, New
Haven, CT, USA

Sarah R. Kamens, Ph.D. Wesleyan University, Middletown,
CT, USA

Justin M. Karter, M.A. Department of Counseling and
School Psychology, University of Massachusetts Boston,
Boston, MA, USA



xii Contributors

David Lehman, M.D. Department of Psychiatry, University of
California San Diego School of Medicine, La Jolla, CA, USA

Rebecca Miller, Ph.D. Department of Psychiatry, Yale School
of Medicine, New Haven, CT, USA

Peer Support & Family Initiatives, Connecticut Mental
Health Center, New Haven, CT, USA

Joanna Moncrieff, M.B.B.S., M.D University College
London, London, UK

Sandra Steingard, M.D. Howard Center, Burlington, VT,
USA

University of Vermont Larner College of Medicine,
Burlington, VT, USA

Akansha Vaswani, M.S. Department of Counseling
Psychology, University of Massachusetts-Boston, Boston,
MA, USA



®

Check for
updates

Chapter 1

What Is Critical
Psychiatry?

Joanna Moncrieff and Sandra Steingard

Introduction

In some respects, the critique of the mental health professions
is as old as the professions themselves. Over many years, new
theories or treatments — often critical of their predecessors —
supplant the accepted practices of an earlier era. The Victorian
asylums were envisaged as a new and radical form of treat-
ment for madness that would restore people to sanity through
immersion in a quiet and orderly environment [22]. Moral
treatment, which was practiced in some of these institutions,
was areaction against previous ideas that madness represented
unchangeable animalistic and irrational tendencies [21].
When the asylums became increasingly custodial and author-
itarian, enlightened psychiatrists, including Philippe Pinel in
France and John Connolly in England, advocated a more
liberal approach by unlocking the doors and unchaining the
inmates. Although Freud worked within the mainstream of
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Viennese medical circles, his ideas were revolutionary and
shocking to many, yet psychoanalysis soon became incorpo-
rated into conventional practice. Social psychiatry was also
influential in the twentieth century, despite the rising domi-
nance of biological theories and treatments. The leading US
psychiatrist of the first half of the twentieth century, Adolph
Myer, argued that mental disorders arose out of a reaction to
an individual’s life experiences and stresses and urged psy-
chiatrists and others to incorporate occupational activities
into therapeutic practice [9]. In the United Kingdom, psychia-
trist Aubrey Lewis initiated a long-standing tradition of social
psychiatry; many psychiatrists were involved in the therapeu-
tic community movement that recognized the social and
relational antecedents of mental disorder and aimed to help
people through participation in supportive communities. In
this regard, the “mainstream” can be hard to define, given the
shifting notions of accepted doctrine in the field.

While some might argue there is still no singular notion of
“psychiatry” toward which one can be critical, there are pre-
dominant views. These are the opinions and policies pro-
moted by professional organizations such as the America
Psychiatric Association and research funding agencies such
as the National Institute of Mental Health. The paradigm
promoted by these organizations includes the following
premises: There is a role for physicians to address the needs
of individuals afflicted with conditions characterized as men-
tal illness; these conditions can validly be thought of as ill-
nesses or disorders; there is enough consistency in these
disorders among individuals that they can be studied inde-
pendent of social context and individual experience; the brain
is an important substrate for the study of these conditions;
and understanding the genome and brain anatomy, chemistry,
and physiology is critical to achieving a fundamental under-
standing of these conditions. These beliefs have an enormous
effect on the kinds of inquiry that are supported by dominant
funding agencies with billions of dollars dedicated to research
into the biological origins of mental disorders and more lim-
ited funds made available for the investigation of some cir-
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cumscribed social approaches. We live in the era of
evidenced-based practice. If an approach is not funded, then
it will never acquire the kind of data that would allow it to be
considered evidence-based. This creates a closed loop: only
research that is hypothesized to be of value is funded; under-
studied approaches that might be of value are ignored
because they are not considered evidenced-based.

This dominant paradigm is often traced to the work of
Emil Kraepelin. He attempted to apply the principles emerg-
ing in modern medicine in the late nineteenth century to
determine the putative pathological basis of the problems he
observed in his patients in a German psychiatric hospital. He
was a pathologist and thought that by carefully categorizing
the symptoms, signs, and course of the conditions afflicting his
patients, he would discover the underlying brain pathology
responsible for their conditions. He used the expression
“dementia praecox” to characterize those who experienced
psychosis associated with inexorable decline in function. This
syndrome was contrasted with manic-depressive insanity
which described patients who experienced relapsing and
remitting symptoms that often included profound alterations
of mood [18]. It was this work that inspired the so-called neo-
Kraepelinians who came to dominate American — and world-
wide — psychiatry in the later part of the twentieth century.
They achieved their predominant position with the publica-
tion of the third edition of the Diagnostic and Statistical
Manual (DSM-III) which reflects the idea that mental dis-
tress can be divided into categories that reflect specific
underlying pathological states [1]. Although this is a publica-
tion of the American Psychiatric Association, it has influ-
enced psychiatric practice and research all over the world and
served as a model for future versions of the International
Classification of Diseases.

The editors of the DSM-III describe the manual as agnos-
tic with respect to etiology or treatment. They argued that it
was important to have consistent ways of characterizing con-
ditions in order not only to advance in both the clinical and
research domains, but also to protect psychiatry from the
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accusation that it was pathologizing ordinary human misery
[20]. But it presupposes that generalizable psychopathologi-
cal entities exist that can be demarcated and that individuals
who are categorized in a particular way share much in com-
mon with others who are assigned the same diagnosis. It
assumes that mental disorders can be characterized indepen-
dently from other characteristics of the individual who is
affected. This was and is a hypothesis. However, in the years
since its publication, the diagnostic categories of the DSM-III
and its successor editions have been reified in the minds of
many clinicians and members of the public. Much of the dis-
course in both professional and lay circles refers to categories
of mental disorder in an essentialist manner. One might hear,
“He has schizophrenia” or “He is a schizophrenic” more
often than one hears, “He has the symptoms and course con-
sistent with the current definition of schizophrenia.” This may
appear to be a subtle distinction, but it has important implica-
tions for how individuals and others think about their
experiences.

Paralleling the ascendance of the DSM-III diagnostic
system was the growing dominance of drug treatments as
the primary therapeutic modality in psychiatry. For rea-
sons that will also be explored further in this book, the
DSM helped to promote the interests of groups — primarily
the pharmaceutical companies — who stood to gain enor-
mously from this situation. The increasing prevalence of
drug treatment also enhanced the perceived legitimacy of
psychiatry as a branch of medicine since it created the
impression that the field had clearly delineated pathologi-
cal conditions that could effectively be targeted using
sophisticated, disease-specific treatments as in many other
areas of medicine.

Critical psychiatry is a broad tent, with many different
perspectives and influences. Broadly, it can be characterized
as a field that takes exception to some or all of the current
dominant premises and paradigms and endeavors to explore
the implications of various critiques of mainstream psychiatry
for actual clinical practice and for the nature and shape of
mental health services.
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Critiques of Psychiatry
Antipsychiatry

Recent academic and theoretical criticism of psychiatry
started with the antipsychiatry movement of the 1960s and
1970s. Antipsychiatry is usually taken to refer to ideas
expressed by some philosophers, sociologists, and psychia-
trists that started to be put forward during that time. While
there had been criticism of psychiatry before this, the ideas of
antipsychiatry were new in the sense that they presented a
fundamental critique of psychiatry from a philosophical and
political perspective [5]. They became popular and influential
and converged with many of the wider changes in social atti-
tudes and behavior that occurred during the 1960s.
Although he personally rejected the label of “antipsychia-
try,” a leading figure in this movement was the psychiatrist,
Thomas Szasz. In his numerous publications, Szasz argued
that the concept of mental illness is a myth or a “metaphor.”
He maintained that illness and disease were concepts that
were rooted in the body and that a mind can therefore only
be “sick” in a metaphorical sense. With physical diseases
there are characteristic pathological findings or objective
signs. In contrast, mental illnesses are ascribed on the basis of
behaviors that deviate from social norms. Diagnosis of men-
tal disorder is therefore an inherently subjective process,
involving normative judgements that will vary depending
upon the particular social and cultural context. Szasz’ first
book was a case study of the diagnosis of hysteria [23], but he
applied his ideas across the broad array of psychiatric condi-
tions that were at one time referred to as “functional” [25].
Regardless of findings of some group-level biological fea-
tures (such as larger brain ventricles and smaller brain vol-
umes in the case of people diagnosed with schizophrenia!l),
major mental disorders like schizophrenia are still diagnosed
on the basis of behavioral criterion and hence are still defined

! Recent research suggests these differences are caused largely, if not
wholly, by antipsychotic treatment [8, 12].
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by deviation from social and ethical norms. If specific and
consistent neuropathology is uncovered, Szasz argued that
the condition would cease to be a “mental illness” and would
become a neurological condition instead.

Szasz was a long-time, passionate advocate of the com-
plete abolition of involuntary psychiatric hospitalization and
treatment. For Szasz, what we refer to as mental disorders are
situations that arise from conflict between the individual at
the center of concern and the demands of society or the per-
son’s social network. Psychiatry is thus a “moral and social
enterprise” dealing with “problems of human conduct” [24,
p- 47]. Medicalizing these situations denies people their rights
to freedom from incarceration and interference and hence
psychiatry functions as a form of social control.

The Scottish psychiatrist, R.D. Laing, is another key figure
in the antipsychiatry movement. Laing’s main concern was to
render the symptoms and behaviors associated with mental
illness as meaningful experiences, not merely as the products
of pathological processes. His first book, The Divided Self, is
a detailed examination of how the “symptoms” of long-term,
institutionalized patients could be understood with reference
to their personal histories and circumstances [13]. His later
work is a celebration of the experience of psychosis and its
possibilities for expanding consciousness and transcending
the alienation of everyday life [14]. Laing’s ideas were popu-
lar in the countercultural movement of the 1960s and 1970s,
and antipsychiatry’s antiestablishment and anti-authority
inclinations were consistent with the aims of civil rights
movements of the same period.

The antipsychiatrists have been criticized from many dif-
ferent perspectives, and their popularity and influence have
declined since their heyday of the 1960s and 1970s.
Philosophers and psychiatrists have defended the notion of
mental illness, sometimes by pointing to the difficulties of
defining physical illness. Others have accused the antipsychi-
atrists of giving fuel to right wing political imperatives to cut
spending on mental health care. However, the ideas of anti-
psychiatry were influential far beyond psychiatry and were
taken up by the media, the arts, and the political and social



Chapter 1. What Is Critical Psychiatry? 7

sciences [S]. Within psychiatry, their influence and popularity
elsewhere presented a challenge to the psychiatric establish-
ment. It has been suggested that the shift toward a more
biologically based psychiatry that has occurred since the
1980s represents a tactical response to this challenge [26].

Alternative Services

In addition to their intellectual critiques, antipsychiatry fig-
ures as well as others established projects offering alternative
forms of management of the mentally disordered. In 1965,
Laing and colleagues set up the Philadelphia Association, a
charitable trust that ran a number of therapeutic communi-
ties, the first being Kingsley Hall in London. The principle of
these communities was that people with psychosis should be
encouraged to live through their psychotic episode with the
hope that this would lead to an enlightened recovery. There
was also an emphasis on breaking down distinctions between
staff and patients.

In Italy, psychiatrist, Franco Basaglia, established an organi-
zation called Psichiatria Democratica. This group successfully
campaigned for the passage of a law that shuttered all psychi-
atric hospitals in Italy. Loren Mosher, an American psychia-
trist, set up the Soteria project in the 1970s which was designed
to treat people with severe psychotic illnesses in a small thera-
peutic environment with no or minimal psychotropic drugs. He
conducted a randomized controlled trial of the project com-
paring it to routine care in a hospital ward [17]. While the origi-
nal project is no longer operative, other similar projects have
been developed in the United States and elsewhere.

Postmodernism

Postmodernism and the work of Michel Foucault, in particu-
lar, also provided a critique of psychiatry and its relationship
with madness. Foucault traced how attitudes to madness were
transformed over the seventeenth and eighteenth centuries
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in response to the Enlightenment, the emergence of
Protestantism, and the beginnings of capitalism. As industrial
society started to emerge, rationality was valued above other
attributes; hard work and discipline became economically
imperative. Whereas in earlier times madness was respected
as having social or spiritual significance, with the rise of rea-
son, madness was stripped of its meaning and the mad started
to be confined and corrected. During the nineteenth century,
this system was overlaid with science, disguising its funda-
mentally moral or political nature [10].

Foucault’s work on madness and psychiatry was part of his
wider endeavor to uncover the development of methods of
control and authority in modern societies. Over the last two
centuries, the belief has emerged that social problems and
conflicts can be effectively dealt with by experts implement-
ing technical solutions. Handing over these problems to pro-
fessionals allowed modern governments to shed some of
their thorniest problems and to present themselves as more
liberal than they might otherwise appear. It was the govern-
ment, for example, not psychiatrists, which took the leading
role in medicalizing the legal processes surrounding psychiat-
ric confinement in England in the twentieth century [16].

Psychiatrists Pat Bracken and Phil Thomas from the
United Kingdom have applied Foucault’s insights to modern-
day psychiatry to highlight the dehumanizing aspects of its
technological orientation. They argue for greater involvement
of people who have been labeled as “mentally ill” in deter-
mining both the nature of mental health problems and the
sort of responses that would be helpful [2].

Marxist Theory

Marxist theory has also inspired critiques of psychiatry. Some
antipsychiatry figures, such as South African psychiatrist,
David Cooper, who coined the term “antipsychiatry,” identify
themselves as Marxists. Marxist scholarship highlights how
institutions like psychiatry support the status quo by provid-
ing a disguised form of social control by medicalizing and
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thereby individualizing social and economic injustices [4].
These writers have also highlighted the role of psychiatry in
its alliance with the pharmaceutical industry in supporting
recent trends toward market liberalization and social inequal-
ity referred to as “neoliberalism.” The expansion of psychiat-
ric diagnoses and increasing use of psychiatric treatments
such as antidepressants encourages a consumerist attitude to
discontent that diverts attention from profound social and
political changes that are likely drivers of distress [4, 6].

The Service User Movement

At this same time, as the civil rights movement gained
momentum, former mental patients fought for their rights
and many of them became vocal critics of the profession
which had forced both hospitalization and drugs on them. In
Britain, groups such as the Federation of Mental Patients
Union campaigned against compulsory treatment and the
over use of psychiatric drugs. In the United States, groups
such as Mind Freedom followed a similar agenda.

Other groups such as MIND in the United Kingdom,
National Association on Mental Illness, and National Mental
Health Association in the United States, while less critical of
the medical model, campaigned for improved services for
people with mental health problems. In recent years, groups
of service users have focused on the nature of treatment and
services offered while challenging some core premises of
modern psychiatry. The recovery movement arose as a direct
challenge to the psychiatric conceptualization of schizophre-
nia as an inherently chronic and debilitating condition. This
concept was bolstered by research from Courtenay Harding
and others which revealed that the long-term outcomes for
individuals deemed to be most ill and impaired were far bet-
ter than the Kraepelinian model suggests [11]. Taking control
over one’s mental health problems is a central part of the
recovery philosophy. Writers who have experienced mental
health problems themselves have been leaders of this
movement and have emphasized the importance of making
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shared decisions and respecting the values of the individual
who is receiving treatment even if those values do not fully
align with those of the clinician [7].

Increasingly, those with lived experience have emphasized
the important contributions they can make to guiding others
toward their own recovery. Recently, the concept of “recovery”
which was initially meant to challenge the notion that many
individuals would be indeinftely afflicted, is itself under scrutiny
since it can imply an implicit acceptance of the medicaliza-
tion of human distress. Approaches have been designed both
in conjunction with and independent of the traditional system.
The Hearing Voices Movement is an international organization
that evolved through partnership between a psychiatrist and
one of his patients. Hearing Voices groups seek to provide a
space where service users can meet, find out about others’ expe-
riences, and use these as the basis for mutual understanding
[19]. Intentional Peer Support is another approach that was
designed by and for peers [15]. It emphasizes working from a
stance of mutuality and respect and places emphases on the
value of being open about one’s own experiences as a way to
meet people in a more democratic way.

The Critical Psychiatry Movement

In the last few decades, working psychiatrists with a variety of
critical perspectives have increasingly come together to forge
new academic critiques and to consider issues relating to clinical
practice. In the United Kingdom, the Critical Psychiatry Network
was formed in 1998. The Network now hosts a large and robust
list serve, holds conferences, and participates in national political
initiatives at government and grassroots level. Many members
write texts for both academic and lay audiences.

Critical psychiatry is distinct from antipsychiatry in that its
practitioners generally accept the need for services of some
description to support people with mental health problems
and have been involved in a wider dialogue about how
psychiatric practice needs to change to reflect challenges from
the intellectual critiques and the service user movement.
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Conclusion

How does a practicing psychiatrist make sense of the current
situation in which the dominant paradigm of modern psychia-
try and the critical reflections on it seem so much at odds?
Medical students who chose to specialize in psychiatry enter
the profession with varying levels of exposure to these cri-
tiques. Some begin with a sophisticated grasp of critical ideas;
in fact this familiarity might have drawn them to the profes-
sion. Others may enter with a curiosity based upon their
experiences in medical school and may be relatively naive to
the controversies. Some come to this field because of their
own or family members’ encounters with psychiatry, and
those experiences influence how they think about the field in
both positive and negative ways. Some align with those who
want change and others want to emulate the care provided to
them or loved ones. However, while it is unusual among other
medical specialties to have protestors at professional meet-
ings, this is not uncommon for psychiatry. At some point, a
psychiatrist will be exposed to the profession’s critics and will
develop some personal perspective about them.

Among the antipsychiatry, Marxist, and service user move-
ments, the most extreme critics of the field are abolitionists —
they want to end what they consider the scourge of psychiatry.
They often blame psychiatry for the problems it purports to
address, and some deny that there is a need for any service
aimed at what we currently designate as “mental disorder”
[3]. Other critics believe that psychiatry addresses real social
problems but that the current system that considers these as
medical disorders is wrought with contradictions and dangers.
The primary target of this book is the growing group of psy-
chiatrists who believe that while there is a need for a profes-
sional service for people who are referred to as “mentally ill”
that would include elements of medical practice, the current
system is deeply flawed. Thus, they seek ways to practice with
an appreciation of critical perspectives.

If one accepts some elements of existing critiques of psy-
chiatry, it raises a serious quandary for a conscientious doctor.
Psychiatrists make decisions that have enormous effects on
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people’s lives. Psychiatrists determine who can be forced into
hospitals, deprived of their liberty, and have their bodies
altered by drugs and other procedures (like electroconvulsive
therapy) against their will. In an increasing number of juris-
dictions, outpatient commitment or community treatment
orders give psychiatrists the authority to force someone to
take medication against their will, even when the individual
has the capacity to live independently. Psychiatrists are con-
sidered experts in the legal arena where decisions regarding
competence to stand trial and responsibility for criminal
actions are determined. When fundamental aspects of psychi-
atric practice are questioned, critical psychiatrists need to ask
if and when it remains ethical to use psychiatric authority to
determine who can be forced into treatment and who can be
held responsible for a crime. Even in less fraught situations
where people voluntarily seek consultation, critical psychia-
trists may also question how to approach discussions about
the nature of their problems and possible solutions, including
the use of drugs and other medical interventions. In the
chapers that follow, the authors address these dilemmas.

Book Chapters

Chapter 2 addresses the limitations of the current diagnostic
system, but, more importantly, the authors call for the need
for cenceptual competence and suggest what they call an
“ecological approach” to the various critiques of our diagnos-
tic systems. This is a helpful clarification of what can seem
like a cacophony of criticism. They make a compelling argu-
ment that this framework will help to “facilitate discussion
about solutions for reform.”

Chapter 3 provides an overview of the influence of phar-
maceutical companies on the knowledge base of psychiatry.
The authors, who have done extensive research in this area,
discuss the many conflicts of interest in the field and how they
have led to distortions in our understandings of the effects of
therapeutic agents. They discuus this within the framework of
“institional corruption” and elucidate ways that the profession
can work to better inoculate itself from these influences.
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Chapters 4,5, 6, and 7 offer suggestions for how, when one
accepts the critiques, one might continue to practice with
integrity. In Chap. 4, Dr. Moncrieff elaborates on the concept
of a drug-centered vs. disease-centered approach to pharma-
cotherapy. She explains what these terms mean as well as the
implications of adopting one approach rather than the other.
She argues that a drug-centered approach has many advan-
tages for the profession and, most importantly, for people
who take these compounds.

In Chap. 5, Dr. Steingard expands upon Dr. Moncrieff’s
formulations to propose a more modest approach to the use
of psychoactive drugs.

In Chap. 6, the discussion of optimal prescribing practices is
extended to a review of the concept of “deprescribing.” Initiated
in geriatric medicine, deprescribing acknowledges that poly-
pharmacy carries risks and that many people end up taking
multiple drugs over time without adequate attention to whether
the accumulated risks outweigh benefits. Drs. Gupta and Miller
offer guidelines for deprescribing in psychiatric practice.

Chapter 7 addresses the major concerns of coercion in psy-
chiatry and asks the question whether, given all that we know
about the potential harms of some forms of psychiatric treat-
ment, it is ever ethical to force people into treatment. This is
written from the perspective of clinical psychiatrists who work
in settings where they confront daily the risks of the behaviors
with which psychiatric problems can be associated. The
authors discuss how to balance those concerns with the risks
and damage — often minimized by our colleagues and in
standard practice guidelines — associated not only with some
recommended treatments but also by the act of coercion itself.

Chapter 8 offers the perspective of those who have experi-
enced psychiatric treatments and are now working to reform
the system. The author uses the Mad Pride movement and
neurodiversity as examples of alternative perspectives that do
not insist on the acceptance of a pathologizing framework for
understanding human distress. Acknowledging and reckoning
with the perspective of those who have been the recipients of
psychiatric labeling and treatment is one of the most important
aspects of embracing a critical stance in psychiatry.
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The book concludes with suggestions of how to integrate
these ideas. Open Dialogue and related practices that are
less hierarchical than the more traditional expert-driven
medical-model approach, respect the importance of the
social context, and value the voice of the person at the cen-
ter of concern are introduced. We argue that these are prac-
tices that allow psychiatrists to embody principles of
recovery-oriented care as well as the humility our profes-
sion demands.

If the field of psychiatry is to change, critical psychiatrists
can help to shape its future. This book is intended as a guide for
those psychiatrists who understand that radical and fundamen-
tal reform is imperative and are struggling with how to incor-
porate transformational strategies into their clinical work.
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... without measuring reality against the wholly invented world of
the unconditioned and self-identical, without a constant falsifica-
tion of the world through numbers, people could not live.

Friedrich Nietzsche, Beyond good and evil, p. 7
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Introduction

Dissatisfaction with the Diagnostic and Statistical Manual of
Mental Disorders (DSM), once an exception within main-
stream clinical literature, has become a new kind of norm in
recent decades. Critiques of the DSM, now in its fifth edition
[4], have been put forward by psychiatrists, psychologists, and
other scholars from across the sciences and humanities, as
well as by service users, families, and diverse stakeholder
groups. Researchers and scholars of diverse theoretical orien-
tations have questioned the taxonomy on various grounds,
including its potential and actual effects on social systems and
individuals, flawed scientific and methodological assump-
tions, and implications for clinical practice and research agen-
das. Others have raised philosophical and empirical questions
concerning the classification of “mental disorders,” and the
role of labeling in social processes. Here, in order to under-
stand the multiple levels on which the DSM-5 has been cri-
tiqued, we apply an ecological systems model and attempt to
synthesize a range of perspectives. Finally, we consider the
ways in which critiques of DSM-5 have been used to promote
new diagnostic taxonomies (e.g., the Research Domain
Criteria [RDoC] project of the National institute of Mental
Health) as well as the ways in which an ecological model
might be applied to future diagnostic paradigms.

Brief History of the Response to the DSM-5

This chapter owes a great deal to the influx of writing on these
issues that accompanied the development, release, and imple-
mentation of DSM-5. Indeed, both authors were profoundly
influenced by debates about the manual at critical points in
the course of doctoral training and professional development.
As a result, it is important to attempt briefly to situate this
chapter within the context of those DSM-5 controversies [91].

There are several strands to the movement to critique and
reform DSM-5. Three groups that played a large role in the
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effort were dissenting psychiatrists, led by Allen Frances and
Robert Spitzer; the British Psychological Society, and human-
istically oriented psychologists, social workers, and mental
health professionals in the Society for Humanistic Psychology
(SHP; American Psychological Association Division 32). The
disputes over the DSM-5 cannot be reduced simply to a con-
flict between psychologists and psychiatrists, although some
have tried to frame them this way [131]. To this point, over 29
psychiatrists co-authored an article expressing their concerns
about the manual in the British Journal of Psychiatry in
December of 2012 [14]. Further, two of the most vocal critics
of the DSM-5, Allen Frances and Robert Spitzer, are well-
known and prominent psychiatrists who led the creation of
the DSM-4 and DSM-3, respectively.

In 2011, the British Psychological Society (BPS) issued a
statement in response to the APA draft diagnostic criteria for
the DSM-5. Inspired by the BPS statement, David Elkins, who
was SHP President at the time, established an “Open Letter”
Committee (later the International DSM-5 Response
Committee). The Committee, which included Brent Dean
Robbins, then the SHP Secretary, drafted the Open Letter to
DSM-5 [93], which publically critiqued the proposals for the
manual and asked other professionals to express their concern
by signing. The letter was posted on an online petition, and
over 15,000 people, many of them mental health professionals,
signed the letter; it was also endorsed by over 50 mental health
organizations, including 16 divisions of the American
Psychological Association. The letter focused on the lowering
of diagnostic thresholds, risks to vulnerable populations, socio-
cultural variation, and a departure from theoretical “agnosti-
cism” through an explicit emphasis on neo-Kraepelinian
theory. The letter concluded by voicing agreement with several
statements in the BPS letter, including the concern that

.. clients and the general public are negatively affected by the
continued and continuous medicalization of their natural and
normal responses to their experiences; responses which undoubt-
edly have distressing consequences which demand helping
responses, but which do not reflect illnesses so much as normal
individual variation. [93]
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The eminent psychiatrist and chair of the DSM-4 task force,
Allen Frances, supported the petition and credited it with
summarizing “the grave dangers of DSM-5 that for some time
have seemed patently apparent to everyone except those who
are actually working on DSM-5" [56, para. 2].

The DSM-5 Open Letter led to a conversation between
the SHP and the American Psychiatric Association (APA)
that resulted in two additional SHP letters to the DSM-5 task
force, reiterating concerns and calling for an independent
review of the proposed manual. That conversation is cur-
rently archived at http://dsm5-reform.com/the-conversation/
and summarized in Robbins, Kamens, and Elkins [93].
Corresponding to the publication and release of the DSM-5 in
2013, influential medical journals, including The Lancet and
the British Medical Journal, ran editorials that covered the
controversies surrounding the manual. Following the publica-
tion of the DSM-5, the BPS Division of Clinical Psychology
issued a position statement calling for a “paradigm shift”
away from the disease model of mental disorders inherent in
the DSM-5 [16]. Also in 2013, SHP established the Global
Summit on Diagnostic Alternatives (GSDA), which began as
an Internet-based forum for discussing the DSM-5 and offer-
ing alternatives, and progressed to a meeting coinciding with
the 2014 American Psychological Association meeting in
Washington, DC. Under the SHP Presidency of Brent Dean
Robbins, GSDA and the International DSM-5 Response
Committee (which eventually became the SHP Task Force on
Humanistic Alternatives to Psychological Diagnosis)
expanded its focus to include alternatives to the DSM/ICD
model. The online version of GSDA concluded in 2015 and is
archived at dxsummit.org.

Structural and Conceptual Competence

In light of these debates, more attention has been given to the
training necessary for mental health professionals to engage
with the DSM-5, and psychiatric diagnosis more broadly, in a
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responsible, thoughtful, and ethical manner. New training
models calling for structural competency in psychiatry present
one such attempt to create goals and standards. Structural
competency involves the development of an in-depth and
probing awareness of the ways in which social, institutional,
and political disparities shape clinical interactions (including
diagnosis), access to healthcare, and health-promoting
resources [78]. For example, institutional racism and a history
of societal oppression are two structural factors posited to
underlie higher rates of the “schizophrenia” diagnosis in
African American men [124]. Recent large-scale epidemio-
logical work using data from 50 countries [87] has suggested
that there is a strong relationship between psychosis and
economic inequality, even when controlling for per capita
income, regime type, and years of democracy. Metzl and
Hansen [123] identify four benchmark skills for structural
competency that can also be applied as standards in prepar-
ing clinicians and researchers for responsible use of the
DSM. These include “recognizing the structures that shape
clinical interactions,” “rearticulating ‘cultural’ formulations in
structural terms,” “observing and enacting structural inter-
ventions,” and “developing structural humility.”

In order for researchers, mental health workers, psycholo-
gists, and psychiatrists to ethically engage with any psychiat-
ric taxonomy, “critical consciousness” is necessary [105].
Structural competency goes a long way toward the develop-
ment of “critical consciousness,” but we argue that conceptual
competency is also necessary. As Marecek and Gavey [120]
write:

When we teach about psychodiagnosis, we can also teach about
the historicity of categories of psychological disorder and of psy-
chological knowledge more generally. We can also discuss with
clinical trainees how the workaday language practices of mental
health professionals ... tacitly reaffirm the subordination of
patients and uphold institutional power. (p. 7)

To responsibly utilize (or choose not to utilize) the DSM-5, a
researcher or clinician should be equipped to consider poten-
tial effects of the diagnosis on a client or patient, technical
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issues in testing of the diagnostic construct, major institu-
tional players that have stakes in the definition of the disor-
der and its codification in the manual, broader social and
political concerns about the use of particular diagnoses to
disadvantage certain groups, and contemporary debates con-
cerning the relationship between the brain and an individu-
al’s experiences, thoughts, and behaviors. The ecological
approach to critiques of the DSM-5 presented here offers a
framework for teaching and developing such “conceptual
competence” in psychiatric diagnosis.

Ecological Approach to Critiques

Our ecological approach (see Fig. 2.1) proceeds from macro-
level critiques (epistemological problems such as the empiri-
cal and conceptual status of diagnosis) through exo-level
critiques (broad structural and sociocultural concerns such as
the role of the DSM-5 in neocolonialism and neoliberalism),
meso-level critiques (concrete institutional and societal con-
troversies such as the influence of pharmaceutical companies
on diagnosis and treatment), microlevel critiques (specific
historico-scientific events such as technical flaws in the man-
ual’s revision process), and finally ends with individual-level
critiques (potentially iatrogenic effects on individual persons
such as the nocebo effect). This ecological meta-classification
is intended to illuminate the ways in which potential diagnos-
tic reforms leveled at specific issues in the construction and/
or application of the DSM-5 may be strengthened by consid-
eration of critiques at other levels.

While this chapter deals with overarching critiques of
the DSM as a diagnostic system, and not critiques of the
individual diagnoses that it contains, it is important to rec-
ognize that any one argument may not apply equally to
diagnoses as diverse as autism spectrum disorder, insomnia,
pica, and post-traumatic stress disorder (PTSD) [9].
Critiques of individual diagnostic categories, although
beyond the scope of this manuscript, are abundant in the
scholarly literature [112, 159, 178].
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/ Individual

FIGURE. 2.1 An ecological model

Macro-level Critiques

Macro-level critiques of psychiatric diagnosis in general, and
the DSM in particular, question both the ontological and
epistemological foundations of the psy-taxonomic project.
Ontology refers to the nature of being or existence and here
pertains to the issue of whether and in what ways the diag-
nostic entities or spectra that comprise psychiatric taxono-
mies exist as biological, social, cultural, and/or otherwise
theoretical entities. Epistemology refers to theories of
knowledge and here includes arguments concerning how
researchers, practitioners, and others know anything about
mental disorders if they do exist. Therefore, macro-level cri-
tiques ask ontological questions about the relationship
between the brain and mind, the validity of categories
attempting to reflect human experiences [43,137],and whether
mental disorders can be understood to exist within an indi-
vidual person. Macro-level critiques also ask epistemological
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questions concerning the role of historical, cultural, and
social processes in our understanding of these categories as
well as how to draw conceptual or nomenclatural lines
between normality and pathology.

Ontology: Biological Reductionism
and the Explanatory Gap

Perhaps the most common macro-critique of the DSM
involves the biological reductionism inherent in the manual.
Although DSMs IIT and IV (1980 and 1994, respectively)
took a putatively “atheoretical” approach to etiology, the
neo-Kraepelinian ideology on which their criteria were based
was characterized by the presumption that descriptive tax-
onomy would eventually lead to the discovery of biomarkers,
or clear boundaries between disease entities [25, 147].
Biological reductionism refers to the view that the subjective
experiences associated with a psychiatric diagnostic category
have a one-to-one relationship with underlying biological and
neurological mechanisms and, going further, that uncovering
these mechanisms is imperative to the treatment of mental
disorders [98, 163]. The privileging of biological explanations
risks ignoring problems that are best understood at a psycho-
logical and sociological level. When the larger mental health
discourse involves frequent descriptions of diagnoses such as
major depressive disorder (MDD) as “brain disorders” [134,
152, 191], we risk ignoring or discounting the considerable
evidence suggesting that these disorders are strongly corre-
lated with psychological and sociological factors [3, 24].
With advancements in neuroscience and molecular biol-
ogy in mind, leaders in the field of psychiatry have called for
research linking DSM diagnoses with what are assumed to be
underlying neurobiological markers. For example, the preface
to the DSM-5 explains that the manual was revised through
the “integration of scientific findings from the latest research
in genetics and neuroimaging,” in order to “improve clini-
cians’ ability to identify diagnoses in a disorder spectrum
based on common neurocircuitry, genetic vulnerability, and
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environmental exposure” [4, p. xlii]. However, the claim that
subjective experiences of distress can be pathognomonically
linked to measurable and observable neurobiological phe-
nomena has been a subject of considerable debate and criti-
cism. While scholars in the philosophy of psychiatry,
philosophy of psychology, and philosophy of mind continue
to engage these questions from a variety of perspectives [68,
168, 169], we aim here to illuminate only a minimum number
of points to highlight the unsettled ontological foundation of
reductionist biopsychiatric approaches to nosology; put sim-
ply, that mental illnesses represent underlying brain
malfunctions.

Attempts to link the mental disorders captured in the
DSM-5 to neurobiology inevitably run up against what phi-
losophers refer to as “the hard problem of consciousness”
and the “explanatory gap” [22, 115]. The “gap” is between
physical processes (matter, the brain, etc.) and consciousness
or subjective experience (also referred to as qualia). DSM
diagnoses are largely based on self-report and behavioral
observations that describe categories of mental, “first-person,
subjective experience, such as mood, perception, and cogni-
tion,” [135] and are often termed phenomenal [97]. Therefore,
any attempt to explicitly ground such diagnoses in neurobiol-
ogy must wrestle with philosophical questions concerning the
connection between the physical process and the phenome-
nal, conscious, subjective experience — between the brain and
the mind.

The view that the brain/body and mind are distinct entities,
commonly referred to Cartesian dualism, is itself a matter of
significant debate with a diverse set of responses that are
beyond the scope of this chapter. However, for our purposes
it may suffice to point out that if one takes the position that
Cartesian dualism is false and that there is a one-to-one or
type-type relationship between neurobiological processes
and conscious experience (as the DSM has historically func-
tioned to support), then “the declaration that a particular
psychiatric disorder is biological is a tautology and is as infor-
mative as saying, ‘This circle is round’” [97, p. 434]. Presumably,
this would indicate that all positive or healthy experiences
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were also the product of particular neurobiological processes.
That is to say, the claim that all mental processes are inextri-
cably linked to brain processes does not necessarily suggest
that deviations in behavior and mental experience within a
specific environment are best explained at the level of biol-
ogy. Indeed, there is substantial evidence for the effect of
both environments and subjective experiences (e.g., trauma)
on brain processes (for philosophical discussion of the causal
role of mental events, see [11]).

As evinced here, the connection between descriptions of
subjective states and the brain is a matter of substantial philo-
sophical debate. Psychiatric diagnoses, however, are compli-
cated further by the fact that they attempt to operationalize
descriptions of subjective experiences and group them
together into disorders based on common symptoms. It is
perhaps even more dubious to suspect that categories based
on checklists of such decontextualized symptoms, themselves
fashioned by committees, would map onto distinct brain pro-
cesses. Put another way, it is not obvious that nature will cor-
respond with classifications constructed by people, reflecting
sociocultural-historically situated values concerning normal-
ity and mental health (more on these epistemological issues
below). Indeed, this problem is at the heart of the National
Institute of Mental Health (NIMH) decision, under the lead-
ership of former director Tom Insel, to move away from the
use of DSM categories in research. Insel explained that the
DSM manual is limited by its “lack of validity” as “DSM diag-
noses are based on a consensus about clusters of clinical
symptoms, not any objective laboratory measure” and added
that the exploration of the biology of psychiatry cannot suc-
ceed if it is “constrained by the current DSM categories” [86].
However, Insel’s Research Domain Criteria (RDoC) initia-
tive [10], offered as an alternative paradigm for psychiatric
research, doubles down on biological reductionism and has
also faced criticism for failing to address the explanatory gap
(see, e.g., [101, 136]).

Here we arrive at one intersection of ontological and epis-
temological critiques of psychiatric diagnosis. That is, even
among supporters of the ontological position that psychiatric
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disorders exist in reality as brain diseases, there is disagree-
ment over whether the taxonomic approach of the DSM-5 is
capable of adequately capturing or pointing to those underly-
ing diseases. This problem is evident in the question that
often arose during DSM-5 debates of whether the manual is
capable of “carving nature at its joints” [129, p. 68].

Epistemology: Measuring Madness

Issues of ontology and epistemology in psychiatric diagnosis
are distinct but necessarily intertwined. For example, if one
begins from the ontological assumption that psychiatric dis-
orders do not exist as entities in the world apart from our
observation and interpretation, then it would be difficult to
accept an epistemological approach that claimed that such
disorders could be fully identified, isolated, and empirically
measured by medico-biological tests. Conversely, even if one
begins from the ontological assumption that psychiatric dis-
orders exist in reality as diseases of neurobiology, others still
question whether measurements and observations of neuro-
biological processes alone can escape the epistemological
problems presented by the role of consciousness and subjec-
tivity in the formation of knowledge. For example, in
“Simplification in Scientific Work: An Example from
Neuroscience Research,” Star [162] demonstrates how the
complexity of the brain is filtered first through the perceptual
apparatuses of the scientists (such as the maps and names
used to describe brain regions and processes) and then
through a variety of pragmatic and technical constraints. In
this way, scientific knowledge about a complex system under-
goes a simplification process, reflecting the social context in
which it was produced [162]. In short, what you think a men-
tal disorder is reflexively affects how you think it can come to
be known, understood, or measured [128].

Allen Frances, the chairman of the DSM-4 task force and
a frequent critic of the DSM-5, has offered a useful tool for
illustrating the various ontological and epistemological posi-
tions that critics have taken in regard to psychiatric diagnosis.
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In the midst of the DSM-5 debate, Frances offered the meta-
phor of the “Five Umpires of Epistemology” as an attempt to
structure debate and advocacy efforts among critics of the
new manual. Addressing the question of whether DSM diag-
noses should be treated as social constructs or medical dis-
eases, Frances asked respondents where they fell in reference
to five different positions: “Umpire 1) There are balls and
there are strikes and I call them as they are; Umpire 2) There
are balls and there are strikes and I call them as I see them;
Umpire 3) There are no balls and there are no strikes until I
call them; Umpire 4) There are balls and there are strikes and
I call them as I use them; Umpire 5) Don’t call them at all
because the game is not fair” [140].

Each umpire corresponds to a particular understanding of
the nature and measurement of mental disorders. Fig. 2.2

5 Umpires Analogy Philosophical position
Ontology (exi /being) | Epi logy (knc ige) |What you think a mental
What is mental disorder? How can we know anything |disorder is will affect how you
about them if they do? think it can be known
1) There are balls and strikes 1) | call them as they are Strong realist: Mental
(realist) (realist) disorders exist as abstract
entities and we can detect them
accurately
2) There are balls and strikes 2) | call them as | see them Nominalist: Mental disorders
(Kantian realist) (weak constructionist) are out there but not sure if

diagnoses correctly sort them
out (“carve nature at its joints”)

3) There are no balls and strikes| 3) Until | call them (strong Constructivist: Mental
(antirealist; normitivist) constructivist) disorders are constructs and
have “uncertain ontic status
apart from persons who
instantiate them” (p. 7) and
attempts at description create
ways of seeing

4) There are balls and there are | 4) | call them as | use them Pragmatist: Mental disorders
strikes (realist) (pragmatist) exist in nature and we create
and use diagnoses that do the
most good and least harm

5) The game is not fair and | will not play (Szazian) Szazian: Mental disorders are a
means of social control and to
talk about them legitimizes

their authority

FIGURE. 2.2 Developed based on the 5 umpires analogy presented
by Allen Frances
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breaks apart the ontological and epistemological positions of
each umpire. The first umpire (“There are balls and there are
strikes and I call them as they are”) expresses the view often
attributed to biological psychiatry that mental disorders are
real, exist independent of our subjective experience of them,
and can be accurately discovered through empirical study.
Despite the advances of neurosciences, Frances admits that
this view is “now widely recognized to be a misleading and
reductionistic simplification” [63, p. 112].

Frances himself endorses the second umpire (“There are
balls and strikes and I call them as I see them’; [62]). Umpire
2 similarly believes that mental disorders are the result of
neurobiological processes that exist “out there” but doubts
the epistemology of umpire 1. In contrast, umpire 2 doubts
the ability of diagnostic constructs to “carve nature at its
joints” and sees diagnoses as useful heuristics that through
time come to more accurately approximate the boundaries of
the “actual” psychopathology as it exists in nature. While this
view, which Frances refers to as the “nominalist” position,
may be the “consensus of most serious students of mental ill-
ness” [63, p. 113], it relies on a “view from nowhere” [130],
effectively leaving the “mind” out of mental disorders.
Indeed, in a paper on “The nature of psychiatric disorders”
[96], Kendler explains that the position that mental disorders
exist apart from our naming and observing them depends on
a “mind-independent space” [96, p. 5]. The nominalist posi-
tion involves “explanatory dualism” by assuming a first-per-
son perspective for the psychiatrist but a third-person
perspective for mental disorders [95].

The third umpire (“There are no balls and strikes until I
call them”) agrees with the second that psychiatric diagnoses
are social constructs but, going further, denies that it is pos-
sible to say that mental disorders exist “apart from persons
who instantiate them” [140, p. 7]. Critical social scientists,
including many feminist psychologists [105, 122, 170, 171, 174,
175], have similarly challenged the neo-Kraepelinian onto-
logical assumption, baked into the DSM, that psychiatric
diagnoses are predominantly neurobiological phenomena
that exist apart from history and culture. To the contrary,
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these social theorists have demonstrated that the approach to
understanding mental disorders implicit in the DSM-5 neces-
sarily implicates the social, cultural, historical, and political
contexts in which they arise and are applied in clinical prac-
tice. The third umpire, taking a constructivist epistemological
stance, also understands the act of creating diagnostic catego-
ries to affect what is seen or made salient in social interac-
tions, thus generating the “disease” it is meant to define. For
example, the philosopher Ian Hacking argues that the cre-
ation of psychiatric diagnostic categories and the power that
they take on in the public discourse, as well as the reflexive or
“looping” role they play in the self-narratives of those diag-
nosed, serves to attenuate the experiences and expression of
suffering and distress [74-76]. Thus, the reification of mental
disorders in common language alters how people experience
one another and make sense of their own experiences, effec-
tively bringing mental disorders into existence.

The fourth umpire (“There are balls and there are strikes
and I call them as I use them”) takes a realist approach to the
ontology of mental disorders like umpires 1 and 2 but adds a
pragmatic epistemological view. In this position, mental dis-
orders exist “out there” but are imperfect constructs that
should be constructed to maximize their utility. Like the sec-
ond umpire, the pragmatist is not confident that diagnostic
constructs effectively “carve nature at its joints” but, instead
of attempting to map these constructs onto the ever-elusive
underlying psychopathology, this umpire argues that they
should be defined and applied toward the goal of being use-
ful. This approach proves difficult to implement, however, as
there may be different opinions on what is in the best interest
of an individual patient, let alone what is best for all psychi-
atric patients or society more generally. Indeed, DSM catego-
ries do have profound implications for “who gets diagnosed,
how they are treated, who pays for it, whether disability is
appropriate, and whether someone can be involuntarily com-
mitted, released from legal responsibility, or sue for dam-
ages,” [63], but the fourth umpire may defer these questions
to a utilitarian risk-benefit analysis that allocates this power
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to those in positions of authority, rather than the service users
themselves. In the past; such an approach may have justified
the inclusion of homosexuality in the diagnostic manual, and
it is not clear how this perspective would prevent such mis-
takes, based on prevailing cultural prejudices, from reoccur-
ring in the present or the future. Of course, more nuanced and
subtle forms of this position are possible. For example, the
psychologist Peter Zachar sets out a radical empiricist and
instrumental nominalist perspective of scientifically inspired
pragmatism in his book A Metaphysics of Psychopathology
[194]. This position posits that we only know what we observe
(radical empiricism), that there are concepts that might not
be perfectly delineated but nevertheless helpful (instrumen-
tal nominalist), and we use them to do the work we need to
do (scientifically inspired pragmatism).

Finally, the fifth umpire (“The game is not fair and I will
not play”) rejects the game, as it is rigged from the start, and,
as the saying goes, takes the ball and goes home. The fifth
umpire was created to accommodate the Szaszian position
that mental disorders do not exist and that they are created
to reinforce social conventions and standards of normality,
often entailing the loss of legal rights and personal autonomy
of those so labeled [167]. This view sees the medical model as
an inappropriate tool for understanding human struggles and
problems of living. Umpire five might also be said to
represent alternative and grassroots perspectives to mental
distress that have emerged outside of the mainstream mental
health model, including the psychiatric survivor, ex-patient,
neurodiversity, and Mad Pride movements [1, 51, 153].

The five umpires present a useful heuristic for presenting
an introduction to the various philosophical viewpoints
undergirding the macro-level critiques of the DSM-5.
Although there are certainly ontological and epistemological
approaches that do not fit Frances’ metaphor, we will not
review them in detail here, instead taking a somewhat prag-
matic approach to this chapter. The macro-level critiques of
psychiatric diagnosis outlined above inform all of the cri-
tiques presented at subsequent levels in the ecological model.
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As we have seen, disagreements about individual diagnoses
and appropriate treatments often begin from fundamentally
different philosophical assumptions about the ontology and
epistemology of mental disorders. It is our hope that by situ-
ating these debates within an ecological model, service users,
students, and professionals engaging in these debates can
more readily locate the level at which their disagreement
originates, thereby helping to facilitate discussion and clarify
points of real disagreement.

Exo-level Critiques

Once the realist epistemological position of the first umpire
is rejected, as Frances claims has been done by the vast
majority of professionals, the division between the scientific
and the political breaks down. Indeed, if diagnostic categories
are not simply ever-closer approximations of underlying bio-
logical reality, then they are vulnerable to being socially con-
structed in such a way that they reproduce or even create
systemic biases. Kendler articulates the historical nature of
DSM diagnoses clearly, writing:

Much of our current nosology arose from a series of historical
figures and events which could have gone differently. If we re-run
the tape of history over and over again, the DSM and ICD would
not likely have the same categories on every iteration. Therefore,
we should argue more confidently for the reality of broader con-
structs of psychiatric illness rather than our current diagnostic
categories, which remain tentative. [96, p. 5]

What does it mean to say that the mental disorders enumer-
ated in the DSM-5 are historically contingent and vulnerable
to social and political influences? For Kendler and other
psychiatrists committed to a realist ontology of mental disor-
ders, this means that in the quest to “carve nature at its
joints,” social factors enter the debate and disrupt what
would otherwise be a “purely” scientific process [96]. Thus,
the majority of exo-level critiques begin from the assump-
tion that it is not possible to accurately capture the reality of
mental disorders through diagnostic constructs and subse-
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quently consider the social, historical, cultural, and political
implications of this. However, critiques at this level vary
considerably in their assumptions about the ontological sta-
tus of mental disorders while taking disparate, albeit pre-
dominantly non-realist, approaches to epistemology. For
example, the sociologist Allan Horwitz, in his influential
book, Creating Mental Illness [82], discusses the problematic
construction of normal reactions to adverse circumstances as
pathology in the DSM, yet maintains that some mental dis-
orders are valid disorders and stem from an underlying dys-
function. In this way, Horwitz’s critique can be understood as
pairing a light-realist ontology of mental disorders with a
social constructionist epistemology.

Exo-level critiques of the DSM-5 are differentiated from
macro-level critiques in that they are less concerned with
specifically targeting the “existence” of mental disorders or
whether these disorders can be adequately measured or
described but instead focus on the ways the DSM-5 catego-
ries operate within broader cultural, social, and political pro-
cesses. Meanwhile, they are differentiated from the next level,
meso-level critiques, by their explicit targeting of the ways in
which psychiatric diagnoses operate at a sociohistorical and
cultural level. The latter targets the function of diagnoses
within institutions without necessarily addressing the histori-
cal and ideological contexts in which these institutions exist.
Critiques at the exo-level can roughly be broken down into
two categories: (1) those exploring the impact of social, cul-
tural, and historical factors on how psychiatric disorders are
conceptually delimited, defined, and applied, and (2) those
investigating how these factors affect the experience and
expression of mental distress.

The Social Production of Disorders

The first type of exo-level critiques of the DSM begin from ques-
tions about how predominant social, historical, cultural, and
political processes affect the development and implementation
of the disorders described within the manual. These critiques
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problematize what is considered “abnormal” and in need of
psychological and/or psychiatric intervention and/or address
how the DSM diagnoses are applied within domestic and inter-
national populations.

Scholars from various fields in the social sciences and
humanities have theorized and researched the process
through which certain thoughts and behaviors come to be
deemed socially deviant or abnormal within a given cultural
and historical context [82]. While this topic is rich and varied,
one takeaway for the purposes of this chapter is that thoughts
and behaviors are not objectively “disordered,” per se, but
first come to be understood and labeled as such through pro-
cesses of social interaction. It is not inevitable, however, that
those who come to be labeled as socially deviant would be
understood as possessing a mental disorder, as social systems
often have several alternative systems for interpreting and
responding to perceived deviance, such as criminalization or
ostracization.

The process through which certain thoughts and behaviors
come under the purview of psychiatric diagnostic systems is
often referred to as medicalization [84, 85]. Medicalization
involves two assertions: that deviant behaviors are more
often conceptualized as medical issues in modern industrial
societies [26] and that the boundaries of what is considered
an abnormal behavior and in need of intervention, as
opposed to a common kind of human suffering, are expand-
ing [83]. Going further, conceptualizing thoughts and behav-
iors deemed socially undesirable to be medical issues may
serve to insulate a cultural or social system from change, as it
locates the cause of deviance in nature rather than as a prod-
uct or failing of the social system itself [146].

This last point raises the question of what larger social pat-
terns might be driving medicalization. A prevailing view
among social theorists is that the process of medicalization is
one form of social control, as is criminalization, and that it
acts to enforce standards of normality among populations
[53,54]. From this vantage point, scholars explore the connec-
tions between the medicalization evident in the development
and use of the DSM and other/concurrent social and political
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issues. For example, Joanna Moncrieff argues that medicaliza-
tion is consistent with neoliberalism, an ideology that attempts
to bring both economic policy and social life under the evalu-
ation of the market [127]. Neoliberalism shifts policies away
from social investments and toward privatization and encour-
ages individuals to see themselves as commodities subordi-
nated to market rationality [33,38]. The medicalizing discourse
of the DSM encourages individuals to see themselves as
“neurochemical selves,” thinking of “their moods and their
ills in terms of the functioning of their brain chemicals” [150,
p- 28], and thus prevents these individuals from thinking col-
lectively about the effect of neoliberal policies on their com-
munities and their quality of life. Seen through the lens of
medicalization and neoliberalism, the DSM-5 can be under-
stood to contain value judgements about what is healthy or
functional that are based on assumptions about what it takes
to be successful or productive within the marketplace [45].
Evidence for the effect of social and political processes in
psychiatric diagnoses can also be found in the way that DSM
categories are applied. Many exo-level critiques of psychiat-
ric diagnosis argue that the disorder categories are often used
in such a way as to increase the marginalization, oppression,
and disadvantage of individuals and communities based on
race, ethnicity, gender, sexual orientation, disability status,
and socioeconomic status [16, 19, 28, 183, 185]. For example,
many critics point to the diagnoses “homosexuality” and
“ego-dystonic homosexuality,” which were included in the
DSM until 1978, but effectively lived on as sexual identity
disturbance until 1987 [40]. Similarly, LGBTQ+ activist
groups have challenged the gender-related diagnoses included
in the DSM-4 (gender identity disorder) and DSM-5 (gender
dysphoria) which are currently necessary for access to hor-
mone therapy and surgical treatments. Activists have argued
that these diagnoses pathologize normal variations of human
experience and that related distress results from the social
discrimination to which diagnostic labeling contributes [40, 94,
154]. Critics have also challenged the social and political bias
in diagnosis evident in DSM-5’s inclusion of premenstrual
dysphoric disorder (PMDD), which many argued was a
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codification of sexism and gender bias [29, 79, 111], and the
addition of minor neurocognitive disorder, which may pathol-
ogize normal aging and lacks sufficient data to suggest the
diagnosis has value beyond identifying memory-impairment
in those who are not demented [138, 180].

In the book The Protest Psychosis: How Schizophrenia
Became a Black Disease (2009) [124], medical sociologist
Jonathan Metzl describes how psychiatric diagnoses can rein-
force systems of societal oppression at certain historical
moments. Specifically, he explores the connection between
race and psychiatry in the USA and documents how racist
ideas, like the psychiatric classification of drapetomania [21],
which referred to a form of madness attributed to escaped
slaves, came to be reproduced in diagnostic definitions of
schizophrenia following the civil rights movement in the
1960s. Metzl explains that prior to the civil rights movement
white women were disproportionately diagnosed with schizo-
phrenia. By the 1970s, however, the diagnosis was altered and
began to be disproportionately applied to African American
men — just as medical advertisements and cultural tropes
about the diagnosis portrayed civil rights activism as “bellig-
erence” and “aggression” to be quelled with antipsychotic
medications. Reflecting on these injustices, some may attempt
to dismiss them as unfortunate moments in history and put
faith in the objectivity of modern scientific practice, but doing
so flies in the face of the documented issues of racism and
sexism within diagnostic practices that remain prevalent in
our own time. Further, the move to relegate these criticisms
to the past may prevent current practitioners from looking
closely at our historical moment:

Nowadays, drapetomania does not ring a bell for most people. It did
in the nineteenth century, at least in the United States. Official
Western medicine then recognized drapetomania, the tendency of
slaves to run away from their owners, as a disease that commonly
afflicted black persons. Being civilized you may feel that this kind of
oddity has no foothold any more in our culture, since modern medi-
cine and psychiatry, based as they are on objective science, have
outgrown old shortcomings and superstitions ... With hindsight,
drapetomania is easily dismissed as a harmful fabrication of ficti-
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tious disease, in a culture violating human rights. Less easy is it to
recognize harmful fabrications of our own era for what they are.
[176, p. 29]

Indeed, Metzl points out that the overdiagnosis of schizo-
phrenia in Black males continues at an alarming rate.
Comprehensive reviews of the existing research on race and
diagnosis report that African American and Black patients
are three to four times more likely than comparable White
patients to be diagnosed with a psychotic disorder [15].
Similarly, Latino and Hispanic patients are three times more
likely to receive a diagnosis for a psychotic disorder [155].
Researchers have also found an increased risk for a wide
range of different migrant groups [13], especially when they
move to a country where they are part of an ethnic minority
group. In the UK, researchers have found high rates of psy-
chosis diagnoses among Afro-Caribbean immigrants and
their offspring, [100] while clinical and epidemiological stud-
ies of their countries of origin do not reveal notably high
rates [172]. This discrepancy, combined with the diversity of
the groups implicated, argues against any single biological or
genetic cause [177]. A number of potential explanations for
the disproportionate diagnostic rates have been offered, such
as clinician racial bias, structural racism, post-migration socio-
economic disparities, and adaptive cultural distress, e.g.,
“paranoia” or fear of police [182, 184] in minority patients in
response to perceived threat [49, 156]. The longstanding and
international nature of the trend represents convincing evi-
dence that modern psychiatric diagnosis has not “outgrown
old shortcomings and superstitions” [176, p. 29].

Do DSM Diagnoses Travel?

The second form of exo-level critiques of the DSM in our
model targets the ways in which the very experience and
expression of mental distress itself is culturally mediated or, as
others have argued, culturally produced. Indeed, since the writ-
ings of radical psychiatrist Frantz Fanon, those who challenge
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Western psychiatry have critiqued the lack of cultural consid-
eration in clinical diagnosis, stressing the ways in which experi-
ences of mental distress are culturally bound [6,46]. Historically,
scholars have disagreed as to whether underlying, universal
pathologies are expressed differently due to cultural factors, or
whether cultural and historical factors themselves influence or
even produce the types of mental distress experienced. Some
researchers have suggested that Western diagnostic discourse —
and psychiatric theory more broadly — is itself a cultural phe-
nomenon that influences the experience and expression of
putative symptoms [166]. Evidence for this hypothesis comes
from phenomenological studies suggesting vast cultural varia-
tion in the types of experiences presumed to be universal
(including psychotic experiences; e.g., [118]), ethnographic, and
journalistic documentation of epidemiological shifts upon the
dissemination of Western diagnostic discourse in new places
(e.g.,[181]; see below) and the historical appearance and disap-
pearance of specific syndromes and symptoms (e.g., [75]).

In the development of the DSM-5, the manual was
amended to respond to such criticisms over cultural dis-
parities [116]. The manual now states that the clinical sig-
nificance of a symptom may vary based on cultural norms
and adds, “awareness of the significance of culture may
correct mistaken interpretations of psychopathology...” [4,
p. 14]. The previously used concept of “culture-bound syn-
dromes” was rejected and replaced with the categories of
“cultural syndromes,” “cultural idioms of distress,” and
“cultural explanation/perceived distress.” This new formu-
lation admits culture as factor that both mediates the
expression of distress and also shapes the experience of
distress. This has not satisfied its critics [41, 139]. The DSM
has faced criticism for failing to equally consider epidemics
of strange beliefs in the West, such as UFO sightings or
religious activities, and for reifying behaviors deemed
“abnormal” in foreign or non-Western communities as ill-
nesses without convincing scientific evidence [7]. Further,
the question might be asked whether many of the most
common DSM diagnoses represent cultural syndromes in
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themselves. On this view, these diagnoses are inextricably
linked to the culture and material conditions of Western
societies in this current historical period.

Previous models of cultural psychiatry saw culture as
somewhat self-contained, closed patterns of behavior that
were largely shared among individuals of similar position
within a social system. From this perspective, a clinician might
be able to consider the social location and cultural group of a
patient and attempt to account for any divergences from their
“standard” patient that might be expected to affect a diagno-
sis. One alternative treatment of culture in psychiatry empha-
sizes the ways in which individuals’ cognitions and lived
experiences are shaped in complex relationship with dis-
courses within their social context [17]. From this discursive
perspective, critics of the DSM see psychological distress as
inevitably caught up in a knot of competing culturally contin-
gent narratives and consider the implications of the particular
constructions of mental disorders that are represented in the
manual and their interaction with individuals’
self-understandings [102]. Understood this way, mental dis-
tress not only arises from but also is in itself a social and
cultural experience; the DSM’s diagnostic categories are thus
descriptions of sociocultural phenomena.

DSM diagnostic constructs are particularly problematic in
the context of globalization, as they have been developed
historically in Western populations and remain Eurocentric.
Despite this, the World Health Organization and other inter-
national groups have attempted to standardize approaches
to psychiatric diagnosis and prescribe best practices for
treatments and prevention initiatives; these decidedly
Western constructs are being exported into cultures that may
have fundamentally different assumptions about the nature
of the mind and the meaning of distress. Scholars of indige-
nous psychology and media culture have pointed out that the
unprecedented globalization of mental health discourse in
high-income countries is rapidly eclipsing local healing tradi-
tions, as well as indigenous ways of expressing and experi-
encing emotional distress [73]. The journalist Ethan Watters
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[181] brought this critique into the mainstream with his
book, Crazy Like Us: The Globalization of the American
Psyche. In it, he details four case studies where DSM disor-
ders were introduced to previously DSM-naive populations
documenting the media coverage of anorexia nervosa in
Hong Kong, the introduction of PTSD in Sri Lanka following
the tsunami, the experience of schizophrenia in Zanzibar,
and the pharma-fueled marketing of depression in Japan.
Through each of these examples, Watters illustrates how
DSM categories bring with them culturally specific ideas
about human nature, selfthood, time, memory, and the rela-
tionship between the body and the mind that may, at best, be
inapplicable in non-Western settings and, at worst, harmful.
For example, Kirmayer [104] has explored how the psychiat-
ric construct of somatization, the tendency to express psy-
chological conflicts in physiological terms, is incompatible
with Japanese cultural understandings of the interconnected-
ness of body and mind.

Indeed, the cultural psychiatrist Derek Summerfield
describes the DSM and its European counterpart, the
International Classification of Diseases (ICD), as “Western
cultural documents par excellence,” shaped by “contempo-
rary notions about what constitutes a real disorder, what
counts as scientific evidence, and how research should be
conducted” [165, p. 992]. Decisions to apply psychological
diagnoses and their attendant measures, developed in Western
populations, to non-Western populations ignore several
decades of ethnographic work in anthropology describing
many variations in understanding distress, emotions, and ill-
ness across the globe [103, 106]. In this impulse to “educate”
different cultures about mental health and impose Western
conceptions and treatments, Summerfield sees an urge toward
“medical imperialism, similar to the marginalisation of indig-
enous knowledge systems in the colonial era ...” [165, p. 993].
Similarly, China Mills [125] has pointed out that efforts to
increase access to mental healthcare in the global South have
also served to reify and universalize theories of mental dis-
tress from the global North. In Mills’ words:
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Psychiatry’s journey out from the global North is made possible
at ground level by diagnostic and classificatory tools (such as the
Diagnostic and Statistical Manual —DSM, and the International
Classification of Diseases—ICD), which are translated in order to
travel across geographical borders. This ‘diagnostic creep’ works
as a form of psychiatrization that frames increasing numbers of
experiences, globally, in psychiatric terms. (p. 9)

Moreover, the standards for what constitutes acceptable
forms of evidence, namely, randomized controlled trials,
effectively prevent cultural groups with alternative ways of
knowing and/or lacking the means to conduct these studies
from contributing to the Western psychiatric evidence base
that informs the creation of psychiatric disease categories
[164]. On this point, Summertfield [165] points out that psychi-
atric “disease classifications are essentially conceptual devices
emerging from committee decisions” (p. 992). The pressures
on these committees, how they are formed, and the multiple
interests they serve become a focal point for meso-level
critiques.

Meso-level Critiques

Meso-level critiques target the role of specific political and
economic pressures in the creation of the DSM-5 itself. They
do not explicitly address questions about the existence or
appropriate measurement of mental disorders or the role of
DSM-5 categories in larger societal, cultural, and historical
movements. However, in examining the role of guild and cor-
porate interests in the development of the DSM, these cri-
tiques may begin from a rejection of a realist epistemology of
mental disorders (see macro-level) and commit to some form
of social construction or social constructivism. Ontological
assumptions about the reality of mental disorders as primarily
neurobiological conditions may differ widely among authors
at this level. While those authoring critiques at the meso-level
may express concerns about exo-level issues, such as medical-
ization, neocolonialism, neoliberalism, etc., we have placed
them at this level of the model if the primary target of their
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critique is a more immediate system that either directly influ-
ences the development of the DSM or directly affects the way
in which DSM categories are put into practice.

A number of leading researchers have expressed concern
over the influence of the pharmaceutical industry and special
interest groups on medical research and practice [5, 72, 108].
However, the field of psychiatry is facing “an intellectual and
clinical crisis” beyond those of other specialties due to the
contested nature of diagnosis in the field [48, p. 220]. In their
2015 book, Psychiatry Under the Influence, Lisa Cosgrove
and Robert Whitaker apply an “institutional corruption”
model to the field of psychiatry. Institutional corruption, a
concept initially developed by law professor Larry Lessig,
provides a framework for understanding how “systems of
incentives, or economies of influence, might advance or deter
a collective objective” [114, p. 2]. This model does not place
responsibility on quid pro quo corruption or individual “bad
apples.” Instead, it looks at systematic practices that come to
undermine an institution or “bad barrel” corruption [34].
Using the institutional corruption framework to investigate
the development of the DSM, Cosgrove and Whitaker find
that the financial interests of the pharmaceutical industry and
the guild interests of the psychiatric profession unduly influ-
enced the expansion of psychiatric diagnosis in the DSM-5
[186, pp. 112-5]. As was the case with the DSM-4, the major-
ity of those assigned to the DSM-5 task force had some finan-
cial tie to the pharmaceutical industry, and, looking closer,
disorders that are more likely to be treated with medication
had the highest percentages of conflicted task force members
involved in their definitions and criteria ([30]; for further
details, see Chap. 3 in this volume).

In order for a drug to receive approval by the US Food
and Drug Administration (FDA), the company must submit
an indication for the drug in question, meaning that a disor-
der or illness “exists” that it is capable of treating. As such,
the construction of a new mental disorder, or the expansion
of an existing category in the DSM can create opportunities
for the pharmaceutical industry to receive new patents for
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such indications. For this reason, the principal architect of
the DSM-3, Robert Spitzer, remarked in 2011 that the cre-
ation of a manual of psychiatric diagnosis initiated a “gold
rush” for pharmaceutical companies [149, p. 45]. Following
the publication of the DSM-5, The Wall Street Journal’s
MarketWatch reported that 15 new categories in the manual
had created opportunities for pharmaceutical companies to
develop and sell new drugs [189]. In this vein, Whitaker and
Cosgrove [186] document three instances where someone
working as a principal researcher for a clinical trial of a drug
for a new condition was also on the DSM-5 work group with
“decision-making authority” over developing the diagnosis
for that very same indication (see also [32]). Interestingly,
the widening of diagnostic boundaries in the DSM, which
opens up markets for pharmaceutical companies by increas-
ing the percentage of the population who may qualify for a
disorder and thus, treatment, has also been cited as a culprit
for the failure of many clinical trials in psychiatry. If, for
example, the population of people who meet criteria for
MDD and are included in the sample for a clinical trial for
antidepressants is too large and heterogeneous, then reac-
tions to the drug may vary widely and, in the end, decrease
the average effectiveness found [65].

Beyond the influence of the pharmaceutical industry, the
field of psychiatry as an institution, or guild, also has a lot at
stake in the development of a new diagnostic manual, in that it
brings credibility to a medical specialty that has faced sus-
tained critique over the last century [190]. Additionally, the
American Psychiatric Association (APA) depends as an orga-
nization on profits related to the publishing of new diagnostic
manuals; a budget crunch may have contributed to the decision
to abandon the difficult-to-operationalize spectrum approach
to diagnosis [188] in a rush to publish the DSM-5 [57].

Premenstrual dysphoric disorder (PMDD) is one example
that illustrates the ways in which these economies of influ-
ence can affect the construction of a disorder in the DSM. In
the DSM-4, PMDD was limited to the appendix as a “depres-
sive disorder not otherwise specified,” but in the DSM-5 it
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was conceptualized as a mood disorder and added to the
main text of the manual [195]. The mood disorders working
group, in which three out of every four members had a finan-
cial conflict of interest, made the decision to include PMDD
in the DSM-5. This decision was justified by the APA commit-
tee by referencing the fact that “several medications have
received an indication for treatment of PMDD” and that the
inclusion may “further facilitate development of treat-
ments...” (as quoted in [31]). The medications referenced
here include Sarafem, a remarketed version of Prozac, which
Eli Lilly put forward to the FDA in an attempt to gain a new
indication before the patent on the blockbuster drug expired
[18,31]. In this way, we can see how the needs of a large phar-
maceutical company come to influence what is considered a
disorder in the DSM.

It is not only industry, however, that has a stake in the
mental disorders that are inserted into and defined in the
DSM. The history of how PTSD came to be included in the
DSM-3 illustrates how social movements, advocacy groups,
and political interests can also affect what is considered a
disorder and how that disorder is defined [47 193]. In the
1970s, there was substantive debate over whether many of the
symptoms observed in Vietnam veterans were better concep-
tualized as reactions to war experiences by individuals with
underlying pathologies or as a new disorder, “war neurosis”
or “post-Vietnam syndrome,” until then undiscovered and
now in need of inclusion in the new diagnostic manual. The
sociologist Wilbur J. Scott documents the political alliances
and social movements that led “war neurosis” to be included
in the DSM-3 as PTSD, against the wishes of psychiatrists
who remained opposed to the addition [157, 158].

When diagnostic categories in the DSM are unduly influ-
enced by industry or special interest groups, it can create a
“false positive problem.” Those beginning from a realist
ontology, such as Allen Frances (as discussed earlier), define
false positives as cases where diagnoses are too broad to
separate “the inevitability of human unhappiness and the
difficulties caused by deviant behaviors” from true “mental
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illness” [8]. While failing to consider how social and political
conditions might themselves contribute to the experience of
symptoms associated with a particular mental disorder (see
macro- and exo-levels), Frances and others making this cri-
tique are concerned with how the false positive problem
exacerbates inequalities. The widened diagnostic boundaries
are then linked to “unnecessary side effects, stigmas, cost,
and a misallocation of mental health services” [8, p. 7]. For
example, changes in the DSM-5 criteria for mood disorders
have been linked to the overuse of antipsychotic medication
in children and adolescents, and industry-conflicted guide-
lines now recommend second-generation antipsychotics for
depression with “mixed features” [34, 35, 63]. Diagnostic
overreach can expose large swaths of the population to dan-
gerous and potentially life-altering medications [187]. One of
the factors that has been linked to the popularity of the bio-
medical model of mental illnesses is that it allows healthcare
and insurance companies to more easily demarcate a line
between what can be covered and what will not be [141].

The inclusion of (and criteria for) mental disorders in the
DSM, beyond influencing the use of medical resources and
the effects of diagnosis on individuals, also have striking
political and legal consequences [77]. For example, the con-
ceptualization and definition of paraphilic disorders in the
DSM-5 has implications for the civil commitment of sexual
offenders, even after criminal sentences are served, if behav-
ior is deemed to be the result of a mental disorder [179].
Conversely, removal of a particular disorder from the manual,
like “homosexuality,” for instance, can help to establish civil
rights protections, ensuring nondiscrimination policies in con-
texts such as housing and employment [160].

Even granting the systemic influences on the way that psy-
chiatric disorders come to be defined in the DSM and applied
in clinical, legal, and political contexts, problems remain con-
cerning the scientific procedures used in the development of
the classification system. These critiques, presented next at
the microlevel, may consider the reasons why particular deci-
sions were made concerning diagnostic constructs but are
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primarily concerned with the process surrounding research
design and statistical issues in the DSM field trials.

Microlevel Critiques

Micro-critiques are differentiated from meso-critiques in that
they target specific technical and methodological issues in
both the science underlying the testing of the DSM-5 and the
process by which the manual was constructed, without neces-
sarily addressing the larger systems in which these decisions
are made.

During the development of the DSM-5, a central issue was
whether mental disorders are better conceptualized by a cat-
egorical or dimensional approach. This debate is closely tied
to ontological and epistemological disagreements discussed
at the macro-level, but many of the arguments for and against
either position focused on psychometric results and practical
issues concerning application. When the APA first announced
it was undertaking the development of DSM-5, it framed the
project as a “paradigm shift,” as it was in part meant to move
away from a categorical approach to mental disorders toward
a dimensional approach. It was thought that this shift to
assessing patients along a spectrum from normality to pathol-
ogy would improve the reliability of the diagnostic constructs
and “shore up the bona fides of psychiatry” [188, p. 38]. This
hope was founded on new research suggesting that dimen-
sional models may yield better measurements. For example,
Borsboom and colleagues [12] reviewed psychometric and
statistical models to compare continuous and categorical con-
structs of mental disorder. Their research reveals that “both
the models and the data used in current research on the struc-
ture of psychopathology are limited and often suboptimal”
(p- 10). Additionally, factor mixture models may suggest that
disorders can appear to be both categorical and continuous in
different populations [66]. Findings suggest that certain disor-
der categories are better captured by dimensional models than
categorical models and dimensional measures consistently
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show greater reliability than categorical measures [80, 121].
However, Whooley [188] documents, through in-depth inter-
views with those working on the DSM-5 revision, how the
effort to dimensionalize diagnosis ultimately failed as
researchers were confronted by clinicians arguing that dimen-
sionality lacked “clinical utility” and was a poor fit for prac-
tice. Thus, the DSM-5 was caught between the goal of
“reducing complexity” in order to maximize the ease of clini-
cal use and the goal of striving for validity and reliability
through dimensionalizing diagnosis [143].

As anticipated, continuing with a categorical approach to
mental disorders led to reliability issues in the DSM-5, and
a number of critiques target both the reliability and validity
of psychiatric diagnoses. Validity refers to the degree to
which a construct captures “reality” or “nature” and is often
differentiated by content validity and criterion-related
validity [23, 81]. Content validity tests whether the way a
construct is operationalized (i.e., the symptoms included in
the checklist for a particular disorder) is an adequate reflec-
tion of the construct as a whole. For example, we might ask
whether the symptoms listed in the DSM-5 for major
depressive disorder (MDD) cover the comprehensive
domain of the subject or all of the potential symptoms of
depression. Along these lines, a network analysis of 28 dif-
ferent symptoms associated with depression on common
measurement tools and rating scales, such as the Beck
Depression Inventory (BDI), attempted to identify whether
the symptoms listed in the DSM-5 were more “central” to
depression than other common symptoms. The network
analysis identified several “nodes,” symptoms that seem to
be central to the experience of depression, but the DSM
criteria were no more central than non-DSM symptoms [67].
So, even if the 28 symptoms derived from standard depres-
sion measures were assumed to constitute the universe of
depression symptoms, the DSM-5 criteria for major depres-
sive disorder would fail the standard of content validity. As
Fried and his colleagues write, “the reasons why particular
symptoms are featured in the DSM seem to be based more
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on history than evidence” (p. 318). Alternatively, criterion-
related validity tests whether the way a construct has been
operationalized behaves in association with other variables
in a manner consistent with the theory of that construct. To
use the same example, criterion-related validity for the diag-
nosis of MDD in the DSM-5 is tested by considering
whether the operationalized construct predicts the out-
comes that it would be expected to predict in theory. Of
course, there are a wide variety of theories of the etiology
and course of depression, as there are for many of the disor-
ders in the manual, which complicates tests of validity.

Reliability refers to the amount of agreement between
independent clinicians concerning the diagnosis of an indi-
vidual patient. Rather than testing whether a DSM category,
as it is defined, adequately approaches the theoretical
understanding of depression or depression “in nature,” reli-
ability tests the extent to which clinicians and researchers
reach agreement for any given diagnosis. Reliability is mea-
sured and indexed according to a kappa coefficient, ranging
from zero (representing agreement no better than chance)
to one (signaling complete agreement). Since the develop-
ment of the DSM-3, benchmarks have been utilized to sepa-
rate good (0.6 and above) from moderate (0.4-0.6), fair
(0.2-0.4), and poor (<0.2) kappa scores [173]. By these stan-
dards, the DSM-5 field trials did not fare well. The results
showed dramatic declines in kappa scores from DSM-3 for
diagnoses such as schizophrenia and MDD. Only 5 of 23
diagnoses tested met the criteria for good kappa scores; 9
were moderate, and 9 more were poor. The kappa scores for
MDD (0.25) and major anxiety disorders (0.2) were so low
that they suggest that independent clinicians came to agree-
ment by little more than chance [58, 144]. However, the
DSM-5 field trials did not report the kappa scores in this
way. Instead, in what Allen Frances referred to as “a classic
example of Orwellian ‘newspeak’)” the DSM-5 leadership
redefined what kappa scores were deemed acceptable, and
the American Journal of Psychiatry published these renamed
results uncritically [59].
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Another controversy during DSM-5 development sur-
rounded “attenuated psychosis syndrome” (APS), meant to
capture people with subclinical psychotic experiences, in
Section IIT of the manual (for conditions needing further
research before consideration as official diagnostic catego-
ries). Critics pointed out that the majority of those diagnosed
with APS will not transition to a full psychotic disorder [69]
and that the label could expose young people to unnecessary
social stigma and antipsychotic drugs [55, 60]. In May of 2012,
the DSM-5 task force officially dropped the proposal [20, 61].
Yet, once the manual was published, attenuated psychosis
syndrome was included under the codable “Other Specified
Schizophrenia Spectrum Disorder/Other Psychotic Disorder.”
While “Other Specified” DSM-5 categories are intended to
include vague and nonspecific categories of “other specified”
and “unspecified” bipolar disorder, depressive disorder, anxi-
ety disorder, etc., under “Other Specified Schizophrenia,” the
authors specifically refer to APS [4, p. 122, 90].

These criticisms of specific technical and scientific issues in
the construction of the DSM are important when considering
the meaning of psychiatric diagnosis without reference to the
controversies discussed at the preceding levels. Individual-
level critiques target the application of DSM-5 diagnoses in
practice and consider the impact of this action on practitio-
ners and patients alike.

Individual-level Critiques

At the individual-level we come to the clinical encounter and
decisions concerning how to utilize a psychiatric diagnosis
with a patient or client. Critiques at this level are concerned
with how diagnostic categories affect an individual and their
relations with others, including the medical professional or
psychotherapist. In his book The Gift of Therapy, the famous
existential psychotherapist and psychiatrist, Irvin Yalom
[192], warns that if mental health professionals or carers
“take the DSM diagnostic system too seriously, if we really
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believe we are truly carving at the joints of nature, then we
may threaten the human, the spontaneous, the creative and
uncertain nature of the therapeutic venture” (p. 5).

Research supports the contention that diagnoses has an
impact on how professionals conceptualize their patients or
clients despite the purported atheoretical stance of the DSM-
5. For example, Kim and Ahn found, through a series of five
experiments, that clinical psychologists use etiological theo-
ries when applying DSM diagnoses [99]. Furthermore, clini-
cians’ beliefs about the causes of mental disorders affect the
type of treatment recommended. A study that included psy-
chiatrists, psychologists, and social workers revealed that all
three groups of mental health workers often think of particu-
lar diagnoses as either mostly biological or mostly psycho-
logical and that one’s belief about the causes of a disorder
affects how helpful a treatment is considered to be. Thus, cli-
nicians who assign a primarily biological cause to a disorder
are more likely to believe that medication is a helpful
intervention for treating that disorder [2]. These beliefs also
affect how likely a clinician is to judge a person as responsible
for their behaviors. Miresco and Kirmayer [126] found that
professionals who attribute a disorder to biological causes
were less likely to judge a person responsible than if they
attributed it to psychological causes (see also [113]). The term
“epistemic injustice” has been used to describe the ways in
which people given psychiatric diagnoses are subsequently
perceived as less informed and reasonable than others [36,
64]. The phenomenon can lead clinicians and practitioners to
discount the knowledge and preferences of those given psy-
chiatric diagnoses, and this dismissal can be internalized by
those diagnosed [36].

Taking a qualitative discursive approach, Goicoechea ana-
lyzed conversations between staff and patients in an involun-
tary psychiatric unit in the USA, finding that diagnostic terms
are often used to claim authority over patients in order to
justify treatment decisions and serve to “avoid the task of
formulating connections between the individual and the
social, including [clinician’s] own culpability in relation to a
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patient’s struggles” ([71, p. 116]; see also [70]). On a relational
level, the biggest problem with the DSM may be that the
categories get in the way of actually listening to the lived
experiences of those they are intended to describe. For exam-
ple, if clinicians become attuned to simply checking for the
presence of “auditory hallucinations,” do they then neglect to
consider that people who hear voices may well find the con-
tent of what the voices are saying to be instrumental to living
and coping [39, 133, 148]?

Moreover, what of the experiences of those on the
“sharper” end of psychiatric diagnosis? If patients assigned a
disorder assumed to be biological in origin are judged less
responsible for their behaviors as demonstrated, does this in
fact reduce stigma? To the contrary, research evidence sup-
ports just the opposite; Increasing belief in the biomedical
model of mental illness actually increases the likelihood that
someone will want to maintain a social distance from those
diagnosed [119]. Alternatively, evidence indicates that
psychosocial explanations of mental disorders reduce stigma
and increase empathic responses from others [117]. Further,
patients who actively resist the stigma associated with such a
diagnosis have better overall outcomes, self-efficacy, quality
of life, and improved chances of recovery [50].

Labeling theory and modified labeling theory [110] con-
nect the social rejection of those deemed different to indi-
viduals’ understandings of themselves as disordered and
different [142]. Research on the nocebo effect, where patients
taking placebo appear to have nonspecific side effects, sug-
gests that self-stigma and identification with an illness follow-
ing a diagnosis may have negative effects on individual
patients [145, 161]. The more discrimination a diagnosed
patient perceives in their environment, the more vulnerable
they are to low self-esteem and low empowerment [151]. A
psychiatric diagnosis can gravely alter an individual’s self-
perception; it also casts them in a particular social role that
can lead to multiple forms of oppression and marginalization
[37]. Although conventional psychiatric theory suggests that
persons who reject their diagnosis “lack insight,” Forgione



52 J. M. Karter and S. R. Kamens

[52] has called this refusal “diagnostic dissent” and suggested
that rejection of a diagnostic label can constitute an active
reassertion of agency in the face of perceived invalidation.

While many patients may experience a diagnosis posi-
tively, critiques at the individual level make clear that mental
health professionals should not assume this is the case.
Practitioners should consider the various multileveled cri-
tiques of psychiatric diagnosis and discuss these issues with
their patients or clients as part of a robust informed consent
process.

Conclusion

One purpose of this ecological model, toward the goal of
conceptual competence, is that it will facilitate discussion
about solutions for reform and alternative classification sys-
tems. For example, in order to mitigate the impact of the
pharmaceutical industry on the DSM-5 revision process and
on clinical trials, many have called for increased transparency.
However, requiring individual committee members and
researchers to disclose industry funding was insufficient to
prevent bias in the development of the DSM-5 or its clinical
trials [32]. Using our ecological model, one could place trans-
parency in industry funding at the meso-level and then con-
sider how this attempt at reform may be co-opted by
macro-level processes like neoliberalism and medicalization
and what it may mean in the context of macro-level debates
about the existence and measurement of mental disorders. In
this vein, bioethicist Carl Elliot has called for “a focus of
eliminating practices that allow for corruption rather than a
focus on requiring individuals to disclose industry ties,” [44,
p- 153]. Lisa Cosgrove and colleagues have entreated that
APA actively recruit critics of current diagnostic practices
onto DSM work groups [30]. Taken together, these sugges-
tions point toward increasing conceptual competence and
critical consciousness concerning psychiatric diagnosis in the
development and application of diagnostic categories.
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As this chapter illustrates, diverse researchers and scholars
have critiqued the DSM not only for its weak scientific foun-
dation but also for the methodological problems it creates for
clinical science and its problematic application to clinical
practice. Additionally, the DSM reinscribes mind-body dual-
ism and reifies social and political structures that take power
from patients while strengthening problematic institutions. In
response to these problems, researchers have begun to pro-
pose alternative classification systems. In 2017 a group of
researchers attempted to follow through on the initial hopes
of the DSM-5 by dimensionalizing psychiatric diagnosis, plac-
ing disorders on a continuum rather than in categories. The
result, an alternative classification system known as the
Hierarchical Taxonomy of Psychopathology (HiTOP),
attempts to address a number of the technical and microlevel
issues associated with the DSM-5 [107].

In a contribution to the Journal of Humanistic Psychology’s
Special Issue series on Diagnostic Alternatives, Peter
Kinderman and Anne Cooke [27] call for approaches that
include the voices of service users and survivors. They stress
the need to move the conversation beyond “brain or blame”
explanations that either subtly suggest that individuals are to
blame for their distress or that their problems are simply the
result of faulty neurobiology. In 2018, the British Psychological
Society, in partnership with service users and survivors, pub-
lished the “Power Threat Meaning Framework” as an alterna-
tive to diagnosis [88]. The framework is designed with the
intention of supporting “the construction of non-diagnostic,
non-blaming, de-mystifying stories about strength and sur-
vival, which re-integrate many behaviors and reactions cur-
rently diagnosed as symptoms of mental disorder back into
the range of universal human experience” [89, p. 17]. The
framework understands distress as resulting from the mean-
ings people assign to perceived threats and power in their
particular contexts.

Following an idea born during the in-person SHP- and
BPS-sponsored Global Summit on Diagnostic Alternatives in
2014, the Standards and Guidelines for the Development of
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Diagnostic Nomenclatures and Alternatives in Mental Health
Research and Practice were recently published in the Journal
of Humanistic Psychology [92]. The Standards and Guidelines
are intended as a guide for the development of diagnostic
systems and descriptive alternatives in mental health research
and practices. More specifically, these aspirational guidelines
focus on the creation of scientifically sound, ethical diagnos-
tic systems and alternatives that prioritize sociopolitical con-
text, lived experience, and the democratization of input from
diverse stakeholders and multidisciplinary professionals.

It is also important to acknowledge that psychiatric diag-
nosis in the USA takes place within a complicated healthcare
system and that diagnoses are currently entrenched as a col-
lective gatekeeper, opening the door for the insurance reim-
bursements that make psychiatrists and psychologists alike
financially viable. For this reason, any alternative to the cur-
rent diagnostic system must also address the changes to
healthcare policy that would be necessary for their
implementation.

Authors’ Reflexivity Statement

As many of the critiques discussed in this chapter have made
apparent, the social position and intentions of the authors are
necessarily implicated in any analysis. For this reason, it is
important that we, as authors of this chapter applying a struc-
tural analysis, examine our own commitments and interests. We
are both professionally invested in the field of mental health
and our perspectives on the social and political power wielded
by clinical psychology and psychiatry are inevitably influenced
by this investment. This synthesis of critiques of the DSM is
consistent with the aims of a growing movement challenging
the hegemony of rigidly biological understandings of human
experience and calling for a greater diversity of models for
understanding and supporting human beings in their social,
psychological, cultural, spiritual, and biological complexity. We
believe that dominant diagnostic paradigms, the DSM included,
are themselves a symptom of broader scientific, conceptual,
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and social problems, including the problem of scapegoating
marginalized members of society (see [146]). And we believe
that the DSM, as in Kriss’s [109] parodic review of the manual
as if it was a dystopian novel, has a “looping effect” [76] on the
very social ills that it creates. Or as Kriss puts it:

The setting of the novel isn’t a physical landscape but a concep-
tual one. [...] The scene [...] is one of a profoundly bleak view of
human beings; one in which we hobble across an empty field,
crippled by blind and mechanical forces whose workings are
entirely beyond any understanding. [...] As you read, you slowly
grow aware that the book’s real object of fascination isn’t the vari-
ous sicknesses described in its pages, but the sickness inherent in
their arrangement. [...] For much of the novel, what the narrator
of this story is describing is its own solitude, its own inability to
appreciate other people, and its own overpowering desire for
death — but the real horror lies in the world that could produce
such a voice.
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Introduction

We [psychiatrists] will never have a biomedical science that is
similar to hepatology or respiratory medicine, not because we are
bad doctors, but because the issues we deal with are of a different
nature. [10]

Primum non nocere is perhaps the best-known ethical princi-
ple in medicine. Today however, critics charge that the medical
profession’s culture and its public health mission are being
undermined by commercial interests. The problem is so
pernicious that in May 2017 the Journal of the American
Medical Association (JAMA) published an entire special issue
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devoted to addressing conflicts of interest in medicine [22].
Indeed, concerns about overdiagnosis and overtreatment are
increasingly prominent across areas of healthcare [52, 60, 71].
However, these concepts have gained little traction in psychia-
try, where there is no accepted definition of overdiagnosis or
overtreatment and where opinion leaders focus on undertreat-
ment. Why is psychiatry both more vulnerable to and yet
defensive about undue industry influence? One important
reason is that, compared to other branches of medicine, diag-
nostic criteria for mental disorders are more subjective, vari-
able, and open to question; there is no blood test or scanning
technique to determine when a patient has a psychiatric disor-
der. As a result, diagnosis becomes a matter of deciding when
human emotions, thoughts, and behaviors are to be considered
pathological and in need of treatment. The absence of defini-
tive diagnostic tests for psychiatric conditions makes psychia-
try more vulnerable to commercial interests than other medical
specialties, and industry has been able to co-opt the lack of
biological markers to its own advantage. This fact was noted
explicitly by a former president of the American Psychiatric
Assocation (APA) in response to concerns about the integrity
of the revision process for the Diagnostic and Statistical
Manual of Mental Disorder, Fifth Edition (DSM-5):

The flexible boundaries of many psychiatric diagnostic categories,
in the absence of definitive diagnostic tests, may encourage expan-
sive definitions of affected populations and create opportunities
for industry to promote treatments for people who would not
previously have been seen as having a disorder. [4, p. 256]

In this chapter, we review the subtle but powerful ways
that commercial interests have influenced psychiatric tax-
onomy and treatment guidelines. Although we discuss
conflicts of interest, we focus on the more robust frame-
work of institutional corruption to understand the econo-
mies of influence and problematic incentive structures that
have had a distorting effect on psychiatric research and
practice. Focusing mainly on the distortions in current
understandings of the effects of therapeutic agents, we
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show how academic-industry relationships and guild inter-
ests have led to the corruption of the evidence base upon
which accurate diagnosis and sound treatment depend. We
argue that transparency alone is not a sufficient solution
(and may have unintended iatrogenic effects) and offer
suggestions for how the profession can work to better
inoculate itself from these influences.

Institutional Corruption in Psychiatric
Research and Practice

When the term corruption is invoked, the typical image that
comes to mind is of a clandestine and illegal interaction: a
person in a position of power accepting money in exchange
for something. In a democratic society, there are certain ele-
ments common to this interaction: (1) something specific is
given or taken in exchange for something else (quid pro quo),
(2) the parties involved know it to be morally wrong, and (3)
it is illegal, and there will be negative consequences if the
behavior is made public. As Harvard law professor Lawrence
Lessig [39] and philosopher Dennis Thompson [65, 66] make
clear, such quid pro quo corruption is very different from
institutional corruption. In the latter, the trouble is not with a
few corrupt individuals hurting an organization whose integ-
rity is basically intact. Unlike individual corruption, which
occurs when “bent or bad souls” [39, p. 227] engage in clearly
unethical and illegal behavior, institutional corruption results
when an organization is no longer sufficiently independent to
pursue its stated goals or mission effectively. Within orga-
nized psychiatry, there have been many “economies of influ-
ence” or systemic and accepted practices (e.g., serving as
experts on clinical practice guidelines and receiving consult-
ing monies from the drug companies whose products are
recommended in the guideline) that have taken psychiatry
“off course,” undermined its public health mission, and weak-
ened the public’s trust [18].
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Using this framework helps us identify the conditions
under which institutions fail, even though the individuals
within the organization believe they are acting in ways con-
gruent with the organizational mission. Whereas individual
corruption is conscious and explicit — a “bad apple” prob-
lem — institutional corruption is about the “bad barrel” [39].
This is a critically important distinction, not only because it
points to very different etiologies for the corruption problem
but also because it leads to quite different solutions. In quid
pro quo corruption, the cause is greed and weak character;
the solution is blame-oriented and aimed at the individuals
involved. For example, the researcher who willfully engages
in fraud is analogous to the CEO who pays handsomely for
an undeserved corporate privilege. In contrast, institutional
corruption focuses on implicit bias, problematic incentive
structures, and restoring professional/organizational integrity.
Additionally, as bioethicist Carl Elliot [21] has noted, a focus
on conflicts of interest deflects attention away from the sys-
temic nature of the problem: “This way of framing the issue
makes it sound as if these financial ties are a purely individual
problem—that an individual has a problem and we need to
manage it.”

Thus, although outright manipulation of data (research
fraud) certainly occurs, a great deal of research bias occurs
unconsciously. As we shall show in the next section, bias in
psychiatric drug trials or in clinical guidelines is not a “bad
apple” problem. The dissemination of imbalanced and some-
times inaccurate information about psychotropic medication
is not the fault of a few unethical researchers or profit-
minded pharmaceutical companies. The problem is more
insidious and pernicious and, to a large degree, due to implicit
or unconscious bias. In fact, decades of research in social psy-
chology have shown that self-deception and cognitive biases
are common and difficult to overcome. Thus, there is a generic
risk that guild and commercial interests may result in implicit,
unintentional bias [66]. The conceptual and normative frame-
work of institutional corruption can help us map out how
these risks developed in organized psychiatry and how they
can be avoided in the future.
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Distortions in the Psychiatric Evidence Base

The following are examples of why clinicians and patients
need to critically assess claims made about the efficacy and
safety of many psychotropic drugs. These examples also illu-
minate Lessig and Thompson’s position that commercial ties
are not an a priori indictment of wrongdoing but instead
point to a generic risk and the need to “minimize conditions
that would cause reasonable persons (patients, colleagues,
and citizens) to believe that professional judgment has been
improperly influenced, whether or not it has [66, p. 574].

Did the DSM-5 Inadvertently Function as a Vehicle
for High-Profit Patent Extensions?

The controversy that ensued when the DSM-5 was pub-
lished in 2013 has been well-documented. In addition to
criticisms about poor inter-rater reliability, there were also
strong concerns raised about “diagnostic creep” [50, 51] and
pathologizing everyday problems. Indeed, as Appelbaum
and Gold [4] cautioned, the expansion of diagnostic bound-
aries runs the risk of exposing people to unnecessary treat-
ments. [t is noteworthy that many commonly used psychiatric
drugs were blockbusters (defined as those that generate
over US$1 billion in revenue in 1 year). For example, the
antipsychotic drug Abilify was the top prescription drug in
terms of sales in 2013, generating US$6.5 billion [42], and
the second bestselling drug in 2014, generating US$78 bil-
lion [43]. Certainly, pharmaceutical companies have a fidu-
ciary responsibility to serve their shareholders’ interests by
working to increase their shareholder value. However, if the
heavy emphasis on the use of psychotropic medications to
treat new DSM-5 disorders is linked to the financial inter-
ests of the APA panel members and researchers who test
the safety and efficacy of drugs, then it is reasonable to be
concerned about the interplay among industry, DSM panel
members, and principal investigators running psychotropic
drug trials for new DSM disorders.



76 L. Cosgrove and A. Vaswani

Our team examined the financial conflicts of interest
(FCOI) of DSM panel members responsible for decisions
about the inclusion of five new DSM disorders and one major
revision (elimination of the bereavement exclusion for major
depressive disorder) and the pharmaceutical companies con-
ducting clinical trials for drugs to treat these new disorders
[17]. The disorders investigated were bereavement-related
depression, binge eating disorder, disruptive mood dysregula-
tion disorder, autism spectrum disorder, mild neurocognitive
disorder, and premenstrual dysphoric disorder. These disor-
ders were selected because of documented problems with
reliability [11, 63], questions raised regarding their validity
[11-13,24], and concerns that these diagnoses lack specificity
and would result in diagnostic inflation [7]. The elimination of
the bereavement exclusion from the diagnostic criteria for a
major depressive episode was one of the most controversial
revisions in the DSM-5. With this change, individuals who are
actively grieving a loss may be diagnosed with major depres-
sive disorder if they present with symptoms of depression
2 weeks after the loss. Many clinicians argued that people
who are going through the normal process of grieving would
now be diagnosed with depression. It is noteworthy that the
DSM-5 included an explicit recommendation for
antidepressant medication (ADM) for grief for depression
following the loss of a loved one (see Fig. 3.1).

As we previously reported, there were financial ties
between DSM panel members and pharmaceutical compa-
nies in 12/13 of the drug trials for these six disorders that met
inclusion criteria for our study. Also, most of the trials were
for medications that were off-patent or had patents that were
about to expire within the next 2 years.! Of note is the fact

! It should be emphasized that many trials were running before the
DSM-5 was published. In other words, clinical trials were being run to
test drugs for disorders that did not yet officially exist (e.g., binge eating
disorder, mild neurocognitive disorder, disruptive mood dysregulation
disorder, bereavement-related depression). Certainly, pharmaceutical
companies would be delighted by the official inclusion of new DSM
disorders; obtaining 3 more years of exclusivity for drugs capable of
generating over US$1 billion in sales is a boon to industry.
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DSM 5:
DSM IV TR - Criterion E: “A diagnosis [of Major
Depressive Disorder]

“The symptoms are not better 8
based on a single

accounted for by Bereavement : .
i.e., after the loss of a loved one, €Pisodeis

the symptoms persist for longer poss!ble...Qar(:)fuI_
than 2 months...” (p.356) consideration is given to
the delineation of

normal sadness and grief
No statements about carefully  from a major depressive
considering whether grief may episode... and recovery
actually be MDD [from bereavement] may

be facilitated by

antidepressant

treatment.” (p. 155, emphasis added)

FIGURE. 3.1 Comparison of DSM IV and DSM-5

that 70% of the patented drugs included in the trials were
defined as “blockbuster” drugs or drugs that have earned at
least US$1 billion in revenue over 1 fiscal year. Drug compa-
nies are incentivized to widen diagnostic boundaries and to
find new indications (i.e., conditions/diseases) for previously
approved drugs. If a new indication is found, regulatory bod-
ies have the authority to grant the company “exclusivity” for
an additional 3 years for that drug. Pharmaceutical compa-
nies have used “exclusivity” as an informal mechanism to
effectively extend patent protection for that time period [26].

There were three clinical trials for “binge eating disorder,”
testing an antidepressant, a mood stabilizer, and a psycho-
stimulant as potential treatments for this new indication. The
three trial drugs, Cymbalta, Lamictal, and Nuvigil, made
US$5 billion, US$937 million, and US$347 million in revenue
in 2012, respectively. Cymbalta, whose patent was set to
expire in 2013, was also being tested for “bereavement-
related depression” and was one of Lilly’s recent blockbuster
drugs: In just the fourth quarter of 2012, Lilly reported reve-
nue of US$1.42 billion from Cymbalta alone (24% of total
revenue for that quarter; [8]). As can be seen in this brief
summary, new diagnoses in the DSM-5 may have provided an
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opportunity for pharmaceutical companies to effectively
extend their patents on blockbuster drugs. Moreover, these
findings suggest that FCOI might function subtly, but power-
fully, to shift the direction of research, focusing on interven-
tions that are the most commercially attractive but that do
not necessarily represent the best science [17].

Should SSRIs Be Used Routinely in Children
and Adolescents? A Disconnect Between Scientific
Evidence and Common Clinical Practice

For over two decades, the safety and efficacy of the class of
drugs known as selective serotonin reuptake inhibitors
(SSRIs) in pediatric populations have been the subject of
heated debates; the New York Times compared this contro-
versy to a “religious war” (Carey, [14] as cited in New York
Times). However, a well-publicized and heavily marketed
2001 study, funded by SmithKline Beecham (subsequently,
GlaxoSmithKline (GSK)), was instrumental in convincing
many psychiatrists and pediatricians that SSRIs were indeed
safe and effective. This study was influential because it was the
first double-blind placebo controlled trial with adolescents,
(“Efficacy of Paroxetine in the Treatment of Adolescent
Major Depression: A Randomized, Controlled Trial”), and it
was published in the prestigious Journal of the American
Academy of Child and Adolescent Psychiatry (JAACAP) [33].
Investigators reported that withdrawal rates for adverse
effects were 9.7% and 6.9% for paroxetine and placebo,
respectively, and they concluded that “Paroxetine is generally
well tolerated and effective (emphasis added) for major
depression in adolescents” (p. 762). Although in 2004 the US
Food and Drug Administration (FDA) issued a strong warn-
ing about the increased risk of suicide associated with SSRI
use in children [38], the continued dissemination of the
JAACAP study (referred to as “study 329”) proved to be a
strong counter to that warning. In fact, the rates of antidepres-
sant prescription, especially SSRIs, increased worldwide most
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notably for 10-19-year-olds from 2005/2006 to 2012, despite
no concomitant increase in children’s mental health condi-
tions [5]. Moreover, this was observed across all age cohorts
and prescription of all classes of antidepressants in the coun-
tries studied: the United States (+26.1%), the United Kingdom
(+54.4%), Denmark (+60.5%), the Netherlands (+17.6%), and
Germany (+49.2%). In the United States, there was an initial
reduction in prescriptions of antidepressants (in 2005-2006)
following the FDA’s boxed warning (i.e., the strongest warn-
ing that the FDA issues that signals that a drug has been
shown to be associated with serious risks/adverse events);
however this trend did not persist after that time interval [47].

It is noteworthy that at least one of the co-authors of that
study was an employee of GSK, and many others, including
the lead author, had significant financial ties to the company.
The lead author, who was deemed a “Key Opinion Leader”
by GSK,initiated study 329 (see, e.g., Ref.[46]). Pharmaceutical
companies refer to psychiatrists who serve on their speaker
bureaus or advisory boards as “Key Opinion Leaders” or
“KOLs” because they are known to be instrumental to the
marketing of the disease as well as the therapeutic agent [15,
61]. In order to present the results in a way that minimized
“potential negative commercial impact,” GSK contracted a
medical communications company, Scientific Therapeutic
Information (STI), to prepare the manuscript. As McHenry
and Jureidini [46] report, there was substantial evidence that
most of the manuscript as well as responses to peer reviewers
were ghostwritten by an employee from STI; although all
authors could provide their comments and edits, GSK had
the final rights about what was published.

In 2015, after years of trying to get the individual patient-
level data from GSK, an independent group of researchers,
concerned about the underreporting of negative results in the
medical literature, published the results of their analysis in
the British Medical Journal in accordance with the initiative
“restoring invisible and abandoned trials” (RIAT) [37]. They
concluded that paroxetine had no clinical or statistical efficacy
advantage over placebo and there was a “disturbing pattern
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of harms.” Specifically, once they had access to the complete
data set and patient-level data, Le Noury et al. found that
severe adverse events were 2.65 times more frequent in the
paroxetine group compared to those reported in the Keller
et al. paper. There were 11 incidents of suicide in the parox-
etine group versus 1 in the placebo arm. Adverse events,
including suicidality, were underreported, the effects of drug
withdrawal were omitted, and a misleading conclusion that
paroxetine was superior to placebo was reported:

Contrary to the original report by Keller and colleagues, our
reanalysis of study 329 showed no advantage of paroxetine or
imipramine over placebo in adolescents with symptoms of
depression on any prespecified variables. The extent of the clini-
cally significant increases in adverse events in the paroxetine and
imipramine arms, including serious, severe, and suicide related
adverse events, became apparent only when the data were made
available for the analysis. Researchers and clinicians should recog-
nize the potential biases in published research, including the poten-
tial barriers to accurate reporting of harms that we have identified.
([37] p. 13, emphasis added)

Do the Randomized Controlled Trial Data Get
Codified Accurately in Psychiatric Practice
Guidelines?

There has been increasing evidence that the proposed effi-
cacy (i.e., benefit demonstrated under the ideal conditions of
a short-term clinical trial) as well as effectiveness of antide-
pressant medication has been overstated. For example, in the
large-scale sequenced treatment alternatives to relieve
depression (STAR*D) study, where patients were treated in
naturalistic or real-world settings, it was found that less than
one-third experienced a remission of symptoms [64].
Additionally, prescription of multiple drugs (either two anti-
depressants or an antidepressant and another drug such as a
mood stabilizer) or switching antidepressants led to lower
rates of remission and an increase in the dropout rate [55,59].
The STAR*D authors reported a “theoretical cumulative
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remission rate” (p. 1910) of 67%, but a reanalysis of the data
by Pigott et al. [55] shows that only 45.9% of the patients
experienced remission and of these, “36.7% dropped out
within 1 month of their remission and only 108 (5.8%) sur-
vived continuing care and took the final assessment without
relapsing and/or dropping out.” Thus, an important conclu-
sion from this study is that even under conditions of high-
quality care, the effectiveness of antidepressants is far more
limited than was previously believed.

Especially insofar as this was a study designed to replicate
real-world circumstances and thus inform clinical treatment
in a large-scale way, these findings are not promising.
However, they are consistent with many meta-analyses. In a
high-profile study published in PLoS Medicine, Kirsch et al.
[36] found that the degree of response to the medication
depended on the initial severity of measured depression.
They report, “A substantial response to placebo was seen in
moderately depressed groups and in groups with very severe
levels of depression. (The placebo effect) decreased some-
what, but was still substantial, in groups with the most-severe
levels of depression... [and] increased benefit for extremely
depressed patients seems attributable to a decrease in
responsiveness to placebo, rather than an increase in respon-
siveness to medication” (p. 0266).

Similarly, in their patient-level meta-analysis of antide-
pressant RCTs, published in JAMA, Fournier et al. [23]
conclude:

The magnitude of benefit of antidepressant medication compared
with placebo increases with severity of depression symptoms and
may be minimal or non-existent, on average, in patients with mild
or moderate symptoms. For patients with very severe depression,
the benefit of medications over placebo is substantial (p. 47,
emphasis added)... Prescribers, policy makers, and consumers
may not be aware that the efficacy of medications largely has
been established on the basis of studies that have included only
those individuals with more severe forms of depression. This
important feature of the evidence base is not reflected in the
implicit messages present in the marketing of these medications
to clinicians and the public. (p. 52)
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These findings clearly show that treatment with antidepres-
sants should be more judicious with a thorough consideration
of the risk/benefit profile and assessment of depression sever-
ity. It would be expected that such a recommendation be
included in clinical practice guidelines (CPGs); however, in
the American Psychiatric Association’s treatment guideline
for major depressive disorder, antidepressants are recom-
mended as a first-line intervention for all levels of depression
([1], reaffirmed [2]), including mild depression. Further, and
in contrast to the Fournier et al. meta-analyses, and Kirsch’s
assessments, the APA guideline makes the following state-
ment: “Response rates [for ADM] in clinical trials typically
range from 50 to 75% of patients, with some evidence sug-
gesting greater efficacy relative to placebo in individuals with
severe depressive symptoms as compared with those with
mild to moderate symptoms” (p. 31). This statement and the
recommendation for ADM for mild depression stands in
stark contrast to recommendations developed by indepen-
dent and multidisciplinary groups such as the National
Institute for Health and Care Excellence (NICE [53]). NICE
thoroughly addresses the risk/benefit profile of antidepressants
and explicitly states that they should not be used as a first-line
intervention for individuals with mild depression: “Do not
use antidepressants routinely to treat persistent subthreshold
depressive symptoms or mild depression because the risk—
benefit ratio is poor” ([53], 1.4.4.1). Similarly, recent Dutch
guidelines recommend antidepressants only for severe
depression [70]. There are also guidelines developed in the
United States, such as those produced by the Institute for
Clinical Systems Improvement [49], which do not recommend
pharmacotherapy and take a more cautious and stepwise
approach. Of note is the fact that these guidelines were pro-
duced by panels that had no or few FCOI and were interdis-
ciplinary in composition.

A recent study [30] assessing statistical versus clinical sig-
nificance of ADM corroborates findings from Kirsch’s and
Fournier’s meta-analyses and supports a stepwise approach
to depression treatment. The authors found that even though
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SSRIs compared to placebos led to statistically significant
responses, this did not translate to clinical significance (which
they considered a 3-point drug-placebo difference on the
17-item Hamilton Depression Rating Scale). They conclude,
“Even based on our predefined minimal thresholds for clini-
cal significance, the effects of SSRIs did not have a clinically
meaningful effect on depressive symptoms” (p. 21). Moreover,
all of the 131 trials they included for analysis were coded as
being affected by a high risk of bias for several reasons
including incomplete or selective reporting of outcomes. In
addition, the risk of adverse events was found to be much
higher in patients taking an SSRI than among those given
placebo. Additionally, there were very few data on long-term
outcomes, quality of life, or suicidal behaviors.

Can We Trust the Literature When We Read About
“Novel” Psychotropic Medications? Another Case
Study of the Disconnect Between the Data

and What Is Disseminated in the Published

Literature

Meta-analyses that are funded by drug companies have higher
rates of discordance between the published result and the
conclusions thereby giving an exaggerated sense of efficacy
[74]. Such insidious forms of bias escape standard risk-of-bias
assessment tools (e.g., the tool developed by the Cochrane
Collaboration: [29]). This problem is compounded by the well-
documented “spin” — specific strategies, whether intentional
or not, that highlight the benefit of a new drug or treatment
despite a statistical lack of efficacy — that occurs in print and
social media and in press releases (see, e.g., Refs. [9, 16, 75,
76]).

Over a decade ago, Turner et al. [67] provided clear evi-
dence that there is publication bias in psychotropic drug trials
(i.e., negative trials are not published), and negative trial
results are written in a way that convey a positive result (e.g.,
reporting on secondary rather than primary outcome mea-
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sures). Clearly, the relationships among academe, publishing,
and industry can facilitate commercial bias in how drug effi-
cacy and safety data are obtained, interpreted, and presented
to regulatory bodies and prescribers. Recently our team [19]
examined the drug approval process for the serotonergic anti-
depressant, vortioxetine, which was approved by the FDA
and European Medicines Agency (EMA) in 2013. The choice
to focus on a serotonergic agent was purposeful. There are
over a dozen SSRIs already on the market, and weak regula-
tory policies allow for design choices and reporting strategies
that can make marginal products look novel, more effective,
and safer than they are. Additionally, the selective and imbal-
anced reporting of clinical trial data in medical journals can
result in the marketing of expensive “me-too” drugs with
questionable risk/benefit profiles.

Through an examination of published and unpublished
trials submitted to the FDA and EMA for approval of vor-
tioxetine, we found evidence of the “ghost management” of
the information delivery process. For example, in 11 of 13
published articles, the majority of the authors were employ-
ees of the drug’s manufacturer, and 9 of 13 the disclosure
statements state that the manufacturer was also involved in
designing the study as well as collecting, analyzing, and inter-
preting data. The 13 studies were published in 7 journals, and
the editors of 5 of these journals had commercial ties to vor-
tioxetine’s manufacturer [19].

All of the published reports overstated benefit and did not
fully explain the limitations of the trial data, including small
effect sizes and limited trial duration. Also, most of the trials
used a passive adverse event ascertainment protocol: spontane-
ous reports to one open-ended question, “How do you feel?”
The few trials that used an active adverse event design for sex-
ual side effects (a well-known but not thoroughly studied side
effect of SSRIs) were not adequately powered to detect sexual
side effects. However, in the published trial, the following state-
ment is made: “In both men and women ASEX [Arizona
Sexual Experiences Scale] total scores were similar in the pla-
cebo and vortioxetine groups at study end” [44, p. 590]. This
statement gives the misleading impression that vortioxetine
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had a favorable sexual side effect profile compared to placebo.
Most busy clinicians would most likely miss the more accurate
statement that was buried in the discussion section: “The sam-
ple number is too small to draw any conclusions” [44, p. 590].

Most clinicians also would not be aware of the fact that regu-
latory agencies do not require head-to-head comparisons for a
drug to be approved. This regulatory practice of showing supe-
riority only over placebo has spawned a class of “me-too” drugs
that are similar in their actions and efficacy but are marketed as
novel drugs that are more expensive than older, off-patent com-
pounds. Our examination of the seven trials that used an active
comparator (duloxetine or venlafaxine) with vortioxetine
revealed that the comparator was significantly more effective at
three of the four dose levels tested. The FDA and EMA, follow-
ing current regulatory standards, based its approval on a subset
of six positive trials. This regulatory practice is in contrast to
meta-analyses and review standards that call for examining the
full picture of results. In fact, systematic reviews conducted by
non-industry-funded researchers who examined the same data
as the FDA and EMA concluded that vortioxetine was not as
effective as other similar drugs on the market [48] and the sta-
tistically significant effects observed in the placebo controlled
trials may not translate into a meaningful clinical difference
[54]. Unfortunately, however, the public remains ill-informed
and the drug continues to be marketed as a novel effective
ADM that is well-tolerated. Although the generic comparators
demonstrated greater efficacy than vortioxetine, it is novel-in its
cost: whereas duloxetine and venlafaxine cost US$11.43-45.54
for a month’s supply, the lowest price for a month of vortiox-
etine is US$351.45 (goodrx.com, January 2018).

Conclusion

There’s this assumption that a tie with the company is evidence
for bias. But these people [APA guideline authors] can be objec-
tive. ([58] in USA Today)

Not everything that is faced can be changed but nothing can be
changed if it is not faced. [6]
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As the examples in this chapter and other research findings
(see, e.g., Refs. [37 46, 67]) demonstrate, clinical trials in psy-
chiatry are often designed in commercially friendly rather
than scientifically robust ways and are almost exclusively
conducted and interpreted by industry-funded researchers.
These researchers firmly believe that they are objectively
reporting balanced and accurate information about DSM
disorders and therapeutic agents. Although physicians often
believe they are not affected by industry ties, research sug-
gests otherwise: a ProPublica analysis [31] revealed that doc-
tors who received payments from drug companies were more
likely to prescribe more expensive brand name drugs than
were physicians who received no payments. The assumption
that one could will oneself to be immune to implicit bias is
what Lessig has called the “ethically tough-guy assumption
... like avoiding a cupcake, or a drink before driving, the issue
is simply one of will and determination” [40, p. 102]. This
assumption is clearly evidenced in Regier’s response to DSM
panel members and guideline developers having commercial
ties. However, as Lessig succinctly puts it, “Here’s what we
know about the tough guy assumption: it’s completely false.
The influences that operate to bend our judgment don’t oper-
ate at the conscious level. They don’t announce themselves ...
the psychological influences that institutional corruption
must reckon with are the very essence of our species” [40,
p- 103].

The end result is that the evidence base in psychiatry is
distorted and has become a driver of nonrational prescription
practices and low-value care. The tainted evidence base, along
with other factors such as marketing, frequently results in
clinical practice guidelines that are not trustworthy. As we
have shown in this chapter, psychiatrists creating clinical
practice guidelines who continue to broaden the definitions
of psychiatric illness often have extensive links to the very
companies that stand to benefit from expanded markets.
Combined, these practices lead to the medicalization of nor-
mal human experience, overdiagnosis, and overtreatment.

Thus, the combined commercial and guild self-interests
result in undue influence over what diagnostic and treatment
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recommendations are included in the official psychiatric evi-
dence base (e.g., in the DSM, in treatment guidelines).
However, it is not realistic to expect the members of any
guild — including medical specialty groups — to be fully cog-
nizant of the ways in which their behavior may reflect
implicit bias and self-interest [57]. Increased transparency
with regard to both intellectual and financial conflicts of
interest and clinical trial data has helped, but it is clear that
more comprehensive strategies are needed. Below we out-
line the way forward for psychiatry to inoculate itself from
the economies of influence that have taken the profession
off course.

Solutions for Reform

A leading researcher in medical decision-making, Harold
Sox, succinctly identified the problem in the special issue of
JAMA devoted to COIL: “[When COI’s exist], these individu-
als, their co-panelists, and the public cannot be certain that
their judgments are free from the influence of their compet-
ing interests” [62, p. 1739]. The paradigm shift to a classical
medical model of disease opened the door for industry to
exert an undue influence on psychiatric taxonomy and treat-
ment. The time has come for organized psychiatry (as well as
individual psychiatrists) to acknowledge this influence and
respond accordingly.

First, it should be recognized that semantic decision-
making biases often combine with marketing strategies in
ways that impede critical thinking. For example, psychiatrists
as well as their patients are more likely to remember industry-
promoted indications and benefits of a therapeutic agent
over the adverse events and side effects listed in the product
labeling material. Moreover, physicians are not immune to
automated thinking [27], the “irrational persistence in belief”
[28, p. 640], and a newer-is-better bias. As Gopal et al. [25]
note, many clinicians have internalized the belief that second-
or third-generation antidepressants are always the treatment
of choice. Once prescribing habits are established, they
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become difficult to change. Additionally, pharmaceutical
detailing and marketing encourages questions such as “Which
among this new class of drugs is better than the others?”
rather than “How are these new drugs any better than older
drugs or alternative treatments?” In an industry-dominated
climate, rational prescribing requires extra effort: one must be
mindful of these subtle but powerful influences, be aware of
the ubiquitous nature of cognitive biases, and actively search
for independent information about therapeutic agents (e.g.,
from the Cochrane databases and libraries; RIAT reanalyses;
clinical trials published in medical journals with robust con-
flict of interest policies such as PLoS Medicine and the
British Medical Journal).

Second, embracing the grounding principle in medi-
cine — primum non nocere — is needed. Of course this is a
tall order: the pull to do something, to screen and intervene,
is especially strong in the United States today. As is well
known, the US Preventive Services Task Force has recom-
mended routine depression screening for everyone over 13,
including, for the first time, routine screening during preg-
nancy and the postpartum period [69]. What is less well-
known is the fact that the evidence does not support
routine depression screening and the United Kingdom’s
National Screening Committee [68] and the Canadian Task
Force on Preventive Health Care [34], looking at the same
evidence, did not recommend screening. The importance of
a stepwise approach and watchful waiting in mental health
treatment almost seems like malpractice when in fact it is
often evidence-based and patient-centered care. As Mangin,
Heath, and Jamoulle [45] note, good care “would place
equal value on the art of ‘not doing’ — making complex
decisions not to give treatments, not to order tests, and to
stop current treatments when in the best interests of the
patient.” For example, although rarely taught in medical
school or in psychiatric residency programs, there are docu-
mented high rates of spontaneous remission of depression
symptoms — one review estimates that 23% cases remit
within 3 months, 32% within 6 months, and 54% within
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12 months [72]. Moreover, it has been shown that depres-
sion symptoms remit either with care as usual [20] or pla-
cebo treatment [35]. A reason placebo treatment is
hypothesized to work is that patients with mild to moderate
depression symptoms are particularly amenable to non-
specific therapeutic effects [35]. One such effect in placebo
studies is hypothesized to be a warm and supportive
patient-clinician relationship [32].

To further inoculate against industry-influenced prescrib-
ing, perhaps psychiatry can take the lead from guidelines
published by other medical specialties. For example, a recent
guideline published by the American Academy of Pediatrics
[41] for managing acute otitis media calls for more stringent
criteria before prescribing antibiotics. The guideline develop-
ment group advises against prophylactic antibiotics even for
children with recurrent infection. A leader in the field of
psychiatry famously quipped that psychotropic medication
for mental illness can be compared to insulin for diabetes [3].
Rather than lifelong insulin, perhaps the new model for psy-
chopharmacology should be analogous to the judicious use of
amoxicillin for ear infections.

Finally, and admittedly, the most difficult to achieve is the
need for a climate change, a paradigm shift in the field.
Psychiatrist Dainius Paras, appointed as the United Nations’
Special Rapporteur on Health [56], has been on the fore-
front of such efforts. He has called the mental health field,
and psychiatry in particular, to task for decontextualizing
and over-medicalizing emotional distress. In a recent report
to the UN, he suggested that a focus on the “global burden
of obstacles” should replace the rhetoric and policy initia-
tives directed at the global burden of mental illness. That is,
rather than focusing exclusively on intraindividual factors to
explain the etiology of emotional distress, the social determi-
nants of mental health should take center stage. As historian
of science Mitchell Wilson argued a quarter century ago,
there must be a reconceptualization of psychiatric problems
as “not truly medical but social, political [emphasis added]
and legal” [73, p. 402].
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Chapter 4

An Alternative Approach
to Drug Treatment
in Psychiatry

Joanna Moncrieff

Introduction: Models of Drug Action

Psychiatric drugs are currently understood to exert their ben-
eficial effects by helping to normalise an underlying brain
abnormality that is thought to be responsible for producing
the symptoms of a particular mental disorder. Thus antipsy-
chotics are believed to reverse the pathology that produces
psychotic symptoms or schizophrenia, antidepressants are
believed to act on the biological processes that produce
symptoms of depression, mood stabilisers are thought to help
normalise the processes that produce abnormal mood swings,
and so on. The underlying pathology is sometimes proposed
to consist of an imbalance in neurotransmitters or
neurocircuitry [15], but often it is not specified. This view of
drug action is promoted by the pharmaceutical industry,
whose websites frequently refer to the idea that psychiatric
drugs work by “balancing the chemicals naturally found in
the brain” [12]. Literature produced by professional organisa-
tions like the United Kingdom’s Royal College of Psychiatrists
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TABLE 4.1 Alternative models of drug action
Disease-centred model Drug-centred model

Drugs help correct an Drugs create an altered brain state
abnormal brain state

Drugs as disease treatments  Psychiatric drugs as psychoactive

drugs
Therapeutic effects of drugs ~ Therapeutic effects derive from
derived from their effects the interaction of drug-induced
on an underlying disease alterations on behavioural and
process emotional problems

conveys the same message. The College leaflet on antidepres-
sants, for example, describes how “we think that antidepres-
sants work by increasing the activity of certain chemicals that
work in our brains called neurotransmitters ... the chemicals
most involved in depression are thought to be serotonin and
noradrenalin” [33]. The American Psychiatric Association
suggests that “antidepressants may be prescribed to correct
the levels of chemicals in the brain” [3].

Assumptions about drug action are rarely articulated, but
this view can be set out in what I have called the “disease-
centred” model or theory of drug action (Table 4.1). The
disease-centred model has been imported from general medi-
cine, where most modern drugs are correctly understood in this
way. Although most medical treatments do not reverse the
original disease process, they act on the physiological processes
that produce symptoms. Thus, beta agonists help reverse air-
ways obstruction in asthma and chemotherapeutic agents coun-
teract the abnormal cell division that occurs in cancer. Analgesics
such as paracetamol and non-steroidal anti-inflammatory drugs
also work in a disease-centred manner by acting on the physi-
ological processes that produce pain.

The disease-centred model assumes that drugs exert their
relevant effects only in people with a specific bodily abnor-
mality or disease. The effects of drugs can therefore be mean-
ingfully divided into the therapeutic effects, which are the
effects on the disease process, and other effects, which are
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referred to as “side effects”’ The therapeutic effects will only
be apparent in people who have the underlying pathology.

An alternative explanation for the effects of drugs in psy-
chiatric disorders can be called the “drug-centred” model of
drug action. This model highlights that psychiatric drugs can
be considered to be “psychoactive” drugs in the sense that
they are substances which cross the blood-brain barrier and
affect brain functioning, thereby producing characteristic
mental and behavioural alterations in anyone who ingests
them [22]. There is no essential distinction, according to this
view, between drugs used for psychiatric treatment and recre-
ational psychoactive drugs, like alcohol and cocaine. All psy-
choactive drugs produce altered physical and mental states
which can influence the way people think, feel, and act, with
different sorts of substances having different sorts of effects.
The effects of recreational drugs are experienced as desirable
by at least some people, but some drugs produce mental and
physical changes that are generally disliked (e.g. antipsychot-
ics and lithium). The drug-centred model suggests that it is
these psychoactive properties that explain the changes seen
when drugs are given to people with psychiatric problems.
Drugs like benzodiazepines and alcohol, for example, reduce
arousal and induce a usually pleasant state of calmness and
relaxation. This state may be experienced as a relief for some-
one who is intensely anxious or agitated. But taking a drug
like this does not return the individual to “normal” or to their
pre-symptom state. It is simply that the drug-induced state
may be preferable to anxiety.

There are few examples of drugs working in a drug-
centred way in modern medicine, but historically the psycho-
active effects of alcohol were an important part of its
analgesic properties. Opiates also work partly through a
drug-centred mechanism. Although they reduce pain directly
by inhibiting the conduction of pain stimuli (a disease-
centred action), they are psychoactive drugs which induce an
artificial state of emotional indifference and detachment.
People who have taken opiates for pain often say that they
still have some pain, but they do not care about it anymore.
This is a drug-centred effect.
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According to a drug-centred model, therefore, psychiatric
drugs produce an altered global state characterised by a
range of psychological and behavioural as well as physiologi-
cal changes. These changes may interact with the symptoms
of mental disorders, and sometimes the modifications these
interactions produce are perceived as beneficial, either by the
sufferer themselves or by others.

History of Models of Drug Action

When modern psychiatric drugs were introduced in the 1950s,
they were understood according to a drug-centred model.
Antipsychotics, for example, which were then known as
“major tranquilisers’ were regarded as a special sort of seda-
tive. They were thought to have properties that made them
uniquely useful in situations like an acute psychotic episode,
because they could slow up thought and dampen emotion
without simply inducing sleep, but they were not regarded as
a disease-targeting treatment. By the 1970s, however, this
view was eclipsed, and the disease-centred model of drug
action became dominant. Psychiatric drugs were regarded as
specific treatments that worked by targeting and reversing, or
partially reversing, an underlying disease or abnormality. The
change is demonstrated most clearly in the way drugs have
come to be named and classified. Prior to the 1950s, drugs
were classified according to the nature of the psychoactive
effects they produce. After the 1950s, drugs come to be
named and classified according to the disease or disorder
they are thought to treat. Modern drug classifications

99 ¢¢ ”

therefore classify drugs as “antipsychotics’; “antidepressants’,
“anxiolytics’, “mood stabilisers’, etc.

The ascendance of the disease-centred model of drug
action did not occur because of overwhelming evidence of the
superiority and truth of the disease-centred model. There was
not then, and is not now, any convincing evidence that any
class of psychiatric drugs has a disease-centred or disease-

targeting action [22, 25]. There was not even any real debate
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about alternative theories of drug action. The disease-centred
model just took over the drug-centred view, which then simply
faded away. People forgot there had ever been another way of
understanding how psychiatric drugs might work.

Evidence on Drug Action

Currently, the use of drugs for the treatment of mental health
problems rests on the results of placebo-controlled trials.
These trials do not distinguish whether drugs have a disease-
centred or drug-centred action, however. They only indicate
that drugs have different effects from an inert substance, the
placebo.

Evidence that might indicate that drugs have a disease-
centred action could come from:

Research on the Neurochemical Origins
of Mental Disorders

Hypotheses abound that suggest that certain neurotransmit-
ters are involved in the aetiology of particular psychiatric
disorders. If evidence confirmed that a particular disorder
was related to a specific neurochemical abnormality that was
reversed by a drug, then this might constitute evidence for the
disease-centred theory of drug action. Antipsychotic drugs,
for example, affect dopamine, among other neurotransmit-
ters, but evidence for perturbations in the dopamine system
that are specific to schizophrenia or psychosis, and indepen-
dent of prior drug treatment, remains weak [19, 23]. Studies
of the dopamine content of post-mortem brains and dopa-
mine metabolites are negative, for example. The increased
concentration of dopamine D, receptors, which was identified
in brains of people with schizophrenia, transpired to be due
to the effects of drug treatment. Recent studies report that
indirect measures of dopamine activity are sometimes abnor-
mal in people with acute psychosis. However, we know that
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dopamine is implicated in a range of functions including
arousal, movement, and stress that will confound its relations
with any specific psychiatric disorder [23]. Moreover, the
total number of drug naive participants in these studies is
small.

Evidence on whether depression is caused by abnormalities
of brain chemicals that might be reversed by drugs is even
more contradictory. Studies of serotonin receptors, for exam-
ple, show increased levels in depression in some studies,
decreased levels in other studies, and no difference in some
[26]. There are claims that tryptophan depletion produces
depression, but the research has involved people who had been
previously treated with SSRIs, and studies with volunteers
show no effects [29]. In 2001, the leading American textbook
of psychiatry concluded that “studies of serotonin function in
depression suggest both hypofunction and hyperfunction” [11].
In 2013, psychopharmacologist Stephen Stahl concluded:
“direct evidence for the monoamine hypothesis [of depression
and mood disorders] is still largely lacking” [35, p. 262].

Comparisons with Non-Specific Drugs

Although drugs may exert useful effects through a drug-
centred mechanism, a drug that is believed to have disease-
specific effects should, by definition, be more effective than a
drug that produces only non-specific, drug-induced effects.
Therefore a drug considered to be an “antidepressant” should
be superior to drugs that are not thought to act on the bio-
logical basis of depression, and drugs that exert effects on the
presumed basis of psychotic symptoms should be superior to
drugs that do not act on these processes. The comparative
studies that exist, however, do not strongly support the idea
of specificity. Numerous drugs that are not normally consid-
ered to be antidepressants, for example, have been found to
be superior to placebo in randomised trials or equivalent to
standard antidepressants. The list includes substances with
such diverse actions as antipsychotics [32], benzodiazepines,
and stimulants [21]. Moreover, antidepressants themselves
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come from a wide variety of chemical classes and cause a
huge array of physiological effects, such that it is difficult to
believe that there could be any common underlying pathway
for their action.

There is also little evidence that so-called antipsychotic
drugs are superior to other sorts of sedatives. Two early stud-
ies of patients with schizophrenia did find greater benefits for
people taking chlorpromazine compared with those taking
barbiturates, the most common drug treatment prior to the
introduction of the antipsychotics [8, 9]. However, compari-
sons between antipsychotics and benzodiazepines have given
mixed results, with many finding the benzodiazepine to be
equal or superior [37].

Antipsychotics might be superior to other sedatives, how-
ever, on the basis of the drug-centred model, as was first
postulated by researchers in the early days of their use. In
other words, antipsychotics might be particularly effective
because of the specific neurological state they induce, rather
than because they reverse an underlying disease process.
Only comparisons with drugs that produce a similar state by
mechanisms that are not thought to be involved in the bio-
logical basis of psychosis could confirm that they had a
disease-specific action. It is difficult to find such comparisons.
An old trial of opium is interesting in this respect, since opi-
ate drugs induce a characteristic state of emotional indiffer-
ence, albeit with a different quality from that produced by
antipsychotics, and accompanied by a different profile of
physiological and neurological effects [1]. The trial found no
difference between opium and chlorpromazine for the treat-
ment of people with acute schizophrenia. So overall, evidence
that antipsychotics are more effective than other sedatives is
inconclusive, and their superiority to sedatives with similar
emotion-dampening effects has not been demonstrated.

Lithium is often said to be the best example of a specific
psychiatric drug. However, its psychoactive effects of seda-
tion and cognitive slowing, which are well documented in
volunteers, could easily provide an alternative explanation for
its effects [17 18]. Several comparative studies found that lithium
was not superior to other sedative drugs such as antipsychotics
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and benzodiazepines for the treatment of acute mania or
affective psychosis [6, 10, 16, 31]. One of these studies
claimed to show that although there was no difference in
overall efficacy between lithium and pimozide for people
with mania compared to other forms of psychosis, lithium
was more effective for manic symptoms in people with a
range of diagnoses. However a complex analysis was required
to make this point, and there is no direct comparison of the
two drugs [16]. In contrast, another study found no differ-
ence between lithium and chlorpromazine for typical manic
symptoms [31].

Animal Studies

Animal models of mental disorders have been developed in
order to screen for specific drugs. Numerous criticisms can be
levelled against the validity of animal models, but if they
select specific drugs, this may add some support to a disease-
centred model of drug action. However, as well as giving
varying results in different laboratories, animal models of
depression yield positive results with many substances not
thought to be antidepressants, including amphetamines, in
particular, but also opiates and antipsychotics. Moreover,
recognised antidepressants such as SSRIs often do not give
positive results [5].

Animal models of psychosis include amphetamine-induced
stereotypy (repetitive stereotyped movements), which is con-
sidered a model of psychosis because prolonged stimulant
use is also known to cause psychosis. Dopamine is known to
be involved in the induction of stimulant-induced movement
disorders, although other neurotransmitters may also be
involved [4]. It is not surprising, therefore, that dopamine
blocking drugs reduce stereotypies. However, the test can be
viewed more as a test of dopamine blockade, than antipsy-
chotic action; atypical antipsychotics, such as clozapine, which
have weaker dopamine blocking effects, are not very effective
at suppressing stereotypies [36].



Chapter 4. An Alternative Approach to Drug Treatment... 105

Using Drugs According to a Drug-Centred
Model

If the disease-centred model cannot be definitively sup-
ported, the drug-centred model of drug action has to be
accepted as a possibility. No one disputes that psychiatric
drugs alter normal mental functions, even if these “psychoac-
tive” effects have attracted little attention. It would be
implausible to think these effects have no impact on the
thoughts and behaviours that constitute the criteria for men-
tal disorders.

A drug-centred approach to the use of psychiatric drugs
fundamentally challenges much current psychiatric knowl-
edge and practice. Instead of prescribing treatments for
particular conditions, psychiatrists should see themselves as
offering drugs which produce drug-induced states which
people may or may not find helpful. In order to do this con-
scientiously, prescribers need to have comprehensive infor-
mation about the sort of state that different psychiatric
drugs induce as well as the full consequences of taking them
over short and longer periods. Only then can they help
patients to decide whether taking the drug will offer more
benefit than harm.

Unfortunately, research on psychiatric drugs has been lim-
ited by its focus on the disease-centred model, so that we
have limited information about their full range of effects. We
know little about what it feels like to take them; physiological
and biochemical research has focussed on their effects on
presumed disease mechanisms, such as dopamine or sero-
tonin receptor levels, and ignored the many other effects that
drugs have. There is a particular paucity of research on the
long-term consequences of taking these drugs, including the
rate at which the body develops tolerance to various effects
and the nature and duration of withdrawal symptoms.

We can glean some idea of the sorts of states that different
drugs induce from sporadic accounts by patients and volun-
teers who have taken them and rare studies that have
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TaBLE 4.2 Psychoactive effects of psychiatric drugs

Type of drug Psychoactive effects®

Antipsychotics Sedation, subjective and objective
cognitive slowing or impairment,
emotional blunting/indifference, reduced
libido, demotivation, dysphoria

Tricyclic Sedation, cognitive impairment, dysphoria

antidepressants

SSRIs and related Drowsiness, lethargy, emotional blunting,

antidepressants loss of libido, “activation” (agitation,
irritability)

Lithium Sedation, cognitive impairment, lethargy,
emotional blunting, dysphoria

Benzodiazepines Sedation, cognitive impairment, physical
and mental relaxation, euphoria

Stimulants Increased arousal, vigilance and attention,
euphoria

“The effects of different drugs within each class vary, particularly
drugs classified as antipsychotics. The data provided is necessarily a
summary which glosses over distinctions between individual agents

explored their effects in volunteers in a detailed and
informative way (Table 4.2), although much still needs to be
explored and clarified.

A Drug-Centred Approach to the Treatment
of Psychosis

Different sorts of drugs may be helpful in people who are expe-
riencing an acute psychotic or manic episode. Sedative drugs of
all sorts may also be helpful to reduce arousal, and some studies
suggest that sedatives such as benzodiazepines may also reduce
psychotic symptoms [37]. Antipsychotics produce a specific
state of neurological inhibition, characterised by cognitive slow-
ing, reduced initiative and motivation, and emotional restriction
that is not simply attributable to their (mostly) sedative effects
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[7 27]. These effects are likely to reduce the intensity of emo-
tional distress and psychotic thoughts, and some research shows
that, although antipsychotic treatment does not generally
remove abnormal thoughts altogether, it does make people less
concerned by them [20]. The sedative effects and physical
restriction produced by antipsychotics are also likely to play a
significant part in the effects they exert in people with acute
psychosis and mania, and these effects also make antipsychotics
effective interventions for aggressive behaviour as part of
“rapid tranquilisation” regimes [2].

Itis clear, however, that the alterations induced by antipsy-
chotics may also impair global functioning. This is particularly
significant when they are prescribed for long periods of time,
especially to people who have made a full recovery. In this
situation it is possible that the considerable harms associated
with antipsychotics, including weight gain, diabetes, cardio-
vascular disease, tardive dyskinesia, and brain volume reduc-
tion, may outweigh any reduced risk of relapse that long-term
treatment may confer [24, 30].

A Drug-Centred Approach to the Treatment
of Depression

Tricyclic antidepressants are strongly sedating which suggests
they might be useful for symptoms of anxiety and insomnia
across different disorders, although there are many other types
of sedatives available for this purpose. SSRI antidepressants
have more subtle psychoactive effects and are not profoundly
sedating. They may produce a state of emotional restriction
which may reduce the intensity or salience of emotions. There
may be times when people are so distressed that they desire
this effect. However, most people take antidepressants because
they believe the drugs are helping to reverse an underlying
biochemical imbalance that is producing their symptoms and
thereby helping to return them to a normal state.
Placebo-controlled trials suggest that antidepressants are
barely distinguishable from placebo and their effects are far
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from being clinically significant [28]. Although antidepressants
do not cause the sort of common and serious adverse effects
associated with antipsychotics, they do produce common dis-
abling effects such as sexual dysfunction and rare but poten-
tially life-changing effects such as prolonged withdrawal
reactions and persistent sexual dysfunction [13, 14]. In younger
people, especially, they can cause a state of agitation which may
be linked with suicidal behaviour and aggression [34]. Therefore,
current evidence would suggest that any marginal benefit
obtained from the mind-altering effects of the newer antide-
pressants is unlikely to outweigh the risk of adverse effects.

Conclusion

The conventional view of how psychiatric drugs work, namely,
the idea that they counteract underlying disease processes, is
not supported by evidence. The fact that psychiatric drugs are
psychoactive substances that induce altered physical and men-
tal states provides an alternative explanation for how they
affect people with mental disorders. The emotional, physical,
and cognitive suppression induced by antipsychotic drugs, for
example, may help suppress the symptoms of an acute psy-
chotic episode. Viewing psychiatric drugs as substances that
can produce abnormal bodily states, however, alters presump-
tions about risks and benefits that form the basis of decisions
about whether to use drug treatments. The benefits of being in
an altered state need to be balanced against the damage that
may occur with long-term treatment and against our uncer-
tainty about the nature and extent of both benefits and harms.
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Chapter 5

Clinical Implications
of the Drug-Centered
Approach

Sandra Steingard

Introduction

Although many of the problems that fall under the umbrella
of psychiatric disorder can be addressed adequately in non-
medical ways, medically trained clinicians have a valuable
role to play in evaluating people who experience depression
or hear voices or suffer from debilitating anxiety. There are
identifiable medical conditions such as endocrine distur-
bances, inflammations, vitamin deficiencies, and tumors that
can cause these types of problems. Physicians, among the
ever-growing field of professionals who are trained to help
those in emotional distress, are best qualified to do the assess-
ments these conditions warrant.

When the assessment is complete, then what? If a demon-
strable underlying etiology is identified, it is usually addressed
by other physicians. When no clear etiology is identified, the
problem is considered psychiatric. Although a variety of
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treatment strategies might be helpful, the predominant role
of the psychiatrist focuses on pharmacotherapy. This is not to
say that is all psychiatrists do and practice patterns vary. But
in many settings, there are other professionals who are
trained to offer non-pharmacologic treatments, usually at a
lower cost, and the work of psychiatrists consists primarily of
rendering diagnoses and prescribing psychiatric drugs.

Some psychiatrists critical of the focus on pharmacother-
apy may argue for psychiatrists to return to the era when their
primary function was as psychotherapists. That is not the posi-
tion taken here. Psychiatrists are the professionals within the
mental health field who have had the most rigorous medical
training. People have sought out drugs for millennia to alter
their mental states and moods, and this inclination is not likely
to subside. It is important to have a field of medicine that spe-
cializes in understanding how best to use psychoactive drugs.
But in ways outlined in this book thus far, the current model
of psychiatry is flawed. What is proposed here is that psychia-
try remains the medical subspecialty whose members possess
expertise in prescribing psychoactive substances but that we
do so from the perspective of the drug-centered model that
Dr. Moncrieff has articulated in the previous chapter.

In the past 50 years, psychiatry has transformed its
approach from a drug-centered to a disease-centered
approach due to the impact of legal requirements combined
with guild and pharmaceutical company interests. This has
resulted in the dominance of one particular way to best
understand, describe, study, and treat mental distress. A
return to a drug-centered approach would lead to more cau-
tious and collaborative use of the drugs than is the norm in
many current practices. It would open up the discussion of
drug discontinuation to consider withdrawal phenomena as
prominently as relapse risk as well as affect the way psychia-
trists talk to their patients about drugs and the way patients
think about the drugs they chose to take.

Many psychoactive drugs were introduced into clinical
practice in the 1950s and 1960s, and at that time they were
thought about and studied in a drug-centered way; drugs
were classified broadly as tranquilizers and stimulants. Drugs
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were marketed for a wide variety of indications. Combination
drugs were popular. In that era, stimulants, for example, were
marketed to treat depression as well as overeating. A popular
drug called Dexamyl contained both a barbiturate and a
stimulant. It was marketed to treat depression, anxiety, over-
eating, and fatigue among housewives and was diverted onto
the recreational drug scene, where it was known by various
nicknames such as the “purple heart.”

In 1962 in the USA, the Kefauver-Harris Amendments to
the Food, Drug, and Cosmetics Act were passed in response
to the discovery that the drug thalidomide caused severe
birth defects. Going forward, drug makers were required to
demonstrate that a drug approved for the market was not
only safe but also effective for a specific condition or indica-
tion. During that same era, recreational drug use became
more common in the USA, and, as concerns about this grew,
restrictions were placed on the prescription of some drugs,
such as LSD and psychostimulants. Psychiatrists felt a need to
distinguish what they conceived as drugs used as medicines
from drugs used for recreation.

There were other struggles within psychiatry. In the USA,
psychoanalysts led many major academic psychiatry depart-
ments from the 1950s through the 1970s, but a growing group
of psychiatrists wished to reestablish what they considered a
more scientific and medical foundation. They included those
from the Washington University School of Medicine, who
were the leaders in restoring fidelity to psychiatric diagnosis.
Known as the neo-Kraepelinians, they were among the driv-
ing forces behind the emergence of the modern diagnostic
manual, the third edition of the Diagnostic and Statistical
Manual (DSM-IIT), published in 1980.

The neo-Kraepelinians sought an approach to diagnosis
that would allow researchers to use modern scientific meth-
ods to determine the underlying etiologies and pathophysi-
ologies of psychiatric disorders. This required consistent and
systematic classification so that people who were given the
label of schizophrenia, for example, were more likely to bear
relevant similarities to one another, despite where and by
whom their diagnoses were assigned.



116  S. Steingard

The 1962 Food and Drug Act made this system critical for
the ongoing drug development that proliferated over the next
few decades, as diagnostic categories — disease targets — were
required by the law. The publication of the DSM-III addressed
the aspirations of these powerful forces — the neo-
Kraepelinians and the drug companies — and was the final
stage in the transformation of psychiatry’s approach to
understanding psychoactive drugs from drug- to
disease-centered.

But to this day, despite the promise heralded by the
Washington University group and their many adherents, the
etiologies of these disorders remain murky at best; no clear
pathophysiology has been identified for the vast majority of
the disorders in the DSM. In a blog written when he was direc-
tor of the National Institute of Mental Health, Thomas Insel
[1] wrote, “Terms like ‘depression’ or ‘schizophrenia’ or ‘autism’
have achieved a reality that far outstrips their scientific value.
Each refers to a cluster of symptoms, similar to ‘fever’ or ‘head-
ache’ But beyond symptoms that cluster together, there should
be no presumption that these are singular disorders, each with
a single cause and a common treatment.”

In some quarters, there is growing concern about the dam-
age caused by the disease-centered approach to psychophar-
macotherapy [2, 3]. Approval by the US Food and Drug
Administration (FDA) only requires testing over a short
duration; relatively little attention is paid to the impacts of
long-term use. The shift to long-term treatment is based on
studies of drug withdrawal. A disease-centered approach
facilitates the assumption that problems that emerge when
drugs are stopped signal the reemergence of the disease that
was the target of drug treatment. In contrast, rather than con-
cluding that reemergence of problems after a drug is stopped
indicates that the person should remain on the drug indefi-
nitely, a drug-centered approach acknowledges that with-
drawal effects are likely to emerge upon drug discontinuation.
It is helpful to understand the consequences of a disease-
centered versus drug-centered approach by more closely
examining specific classes of commonly prescribed drugs.
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The Psychostimulants

Psychostimulants are old drugs. Amphetamines were first syn-
thesized in the 1880s and methylphenidate appeared in the
1940s. For many years, it was accepted that they had broad
effects that might be helpful to people who were struggling in
a variety of ways. They were given to overweight people to
promote weight loss and to depressed people to improve
mood, and, as noted above, they were prescribed to house-
wives — sometimes in the form of Dexamyl, in which a stimu-
lant was combined with a barbiturate — to give a general boost
to help them deal with the drudgery of daily life. As early as
the 1930s, they were reported to help calm children. But it was
also recognized that they could trigger a host of cognitive
changes including paranoia, agitation, and obsessional and tic-
like behaviors. They were used in research as a model for
psychosis [4]. The essence of the drug-centered perspective is
a recognition of the broad effects of drugs — good and bad —
and an acknowledgement that anyone who takes a drug might
experience a range of responses. For some they would be
pleasant, for some not, and for some they might help to reduce
troubling or impairing experiences. Although it has been
argued that the calming effects of psychostimulants are “para-
doxical” and specific to those with attention-deficit/hyperac-
tivity disorder (ADHD), in fact low doses of stimulants
reduce activity and increase focused attention in animals as
well as humans with and without ADHD [5]. The effects are
not specific to individuals who have a disorder; they affect
anyone who ingests them in these broad ways.

Due to their euphoriant effects, these drugs were widely
abused, and, with the beginning of the “drug wars” in the
1970s, the use of these drugs in the USA was restricted pri-
marily to children diagnosed with ADHD. This was the shift
from a drug-centered to a disease-centered perspective;
stimulants were considered to target ADHD specifically. In
2007, a new drug gained FDA approval: lisdexamfetamine,
marketed as Vyvanse. This drug is a modification of older
drugs; it has a longer elimination half-life and it is harder to
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crush, snort, and inject than prototypic psychostimulants
already on the market, but it is essentially a psychostimulant.

Coincident with the approval of lisdexamfetamine, there
has once again been an expansion of the indications for psy-
chostimulant use, and consequently the number of people
considered good candidates to take them. First of all, there
has been a broadening of the definition of ADHD. Whereas
the DSM-IV [39] required “clinically significant impair-
ment” before age 7, the DSM-5 [40] only requires that “the
symptoms interfere with, or reduce the quality of, social,
academic, or occupational functioning” and that symptoms
be present before age 12. In addition, adults only need to
have five rather than the six symptoms required of children
to meet the diagnostic criteria. These changes coincided with
increased use of these drugs in the adult population. ADHD
was no longer considered a developmental problem that
generally abated with age; it was now considered a life-long
affliction. More people are now diagnosed for the first time
as adults.

Secondly, there has been an expansion of indications for
lisdexamfetamine. The DSM-5 added binge eating disorder
(BED) as a new diagnostic category, and in 2015 the FDA
approved lisdexamfetamine for BED. In 2015, the drug was
studied as an aid to improve cognition in postmenopausal
women [6].

How does a drug-centered approach help us to understand
this contraction and then re-expansion of indications? In a
disease-centered approach, these drugs are treatments for
specific disorders such as ADHD and BED. These drugs are
thought to relieve the suffering of people impaired by these
disorders. But this implication of specificity is illusory; after
all, people who get some relief from these drugs are probably
doing so via the same mechanism of action regardless of the
disorder being targeted. It is not likely that they act in one
way in people who are inattentive and another in those who
overeat. It is just that some of the effects are considered to be
of particular benefit to some people. Put another way, an
overeater will experience an alteration of attention and an
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inattentive person might eat less while on these drugs, but
those are not the reasons why such people choose to take
them. Two college roommates — one diagnosed with ADHD
and the other using the drug to improve his ability to cram for
a test — are experiencing the same impact of the drug. One is
following doctor’s orders and the other may be breaking the
law. With a drug-centered approach it would be acknowl-
edged that stimulants affect cognitive function in everyone
and that they suppress appetite in everyone. It is the require-
ment of the disease-centered approach — the illusion of speci-
ficity — that results in this circuitous route we have traversed
over the past 60 years from broad to narrow and, more
recently, to ever-broadening indications.

There are other serious implications of the disease-
centered narrative. In a disease-centered approach, psychosis
that emerges during the course of pharmacotherapy with a
psychostimulant for ADHD is often conceptualized as the
emergence of a psychotic condition such as bipolar disorder,
resulting in the use of other drugs to target this newly diag-
nosed condition. Likewise, in a disease-centered paradigm,
one might diagnose ADHD in a person being treated with
sedating drugs who was experiencing poor concentration
rather than identify the problems as effects of the sedating
drugs. In a drug-centered approach, one is more likely first to
stop the stimulant when psychosis emerges and to reduce the
sedating drugs when inattention is observed. These problems
would be recognized primarily as drug effects rather than the
uncovering of yet another disorder.

Neuroleptic Drugs

The neuroleptic drugs - or antipsychotic drugs - are among
the oldest class of psychiatric drugs still in common use. They
are considered essential to the treatment of psychosis. For a
variety of reasons, this may be the class of compounds that
many psychiatrists have the hardest time conceptualizing in a
drug-centered manner. Most psychiatrists begin their careers
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on inpatient units where they frequently encounter people
who come in to the hospital extremely psychotic and who,
after taking neuroleptics for a few days, are much less both-
ered by voices and delusional beliefs. Thus, the drugs appear
to have specific antipsychotic effects. How can these observa-
tions be reconciled with a drug-centered approach that posits
that these drugs are not specifically targeting psychosis?

Laborit, the French physician who first suggested that
chlorpromazine might be of benefit to the people housed in
France’s mental hospitals, noted that neuroleptic drugs
induced indifference [7]. In the 2009 edition of the American
Psychiatric Publishing Textbook of Psychopharmacology, the
authors note that these drugs can induce “a state of relative
indifference to the environment leading to behavioral inhibi-
tion and diminished emotional responsiveness” ([8], p. 538).
This cognitive indifference made it easier to “manage” people
on psychiatric wards.

When these drugs were introduced to mental hospitals in the
1950s and 1960s, they rapidly transformed care. By the 1970s,
they were used ubiquitously. Studies compared rate of relapse
between patients who continued on the drugs and those who
had them withdrawn; they found a higher relapse rate when the
drugs were discontinued [9]. This led to the recommendation
that they should be continued indefinitely. In the early 1990s, a
hypothesis that delaying their use would negatively affect out-
comes gained wide acceptance [10]. Consequently, initiating the
drugs as soon as possible became standard practice. All of this
resulted in a system of care in which short-term hospitalization
was deemed not only cost-effective but adequate to providing
good care. A psychotic individual who is admitted to a hospital
is started on a drug almost immediately. Rapid discharge is
encouraged and attempts to slow the process down are often
met with opposition. Once discharged, long-term maintenance
of the drug — sometimes even over the individual’s objection —
is urged. If a person wants to try an alternative approach, there
is little support from any quarter — professionals, insurers, and
even ethicists, who argue that by slowing the process down, we
are depriving people of necessary and effective treatment.
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However, there is a paradox embedded in our current system of
care. Although antipsychotic drugs are widely considered to be
extremely effective drugs, there is growing concern about the
need for more inpatient care and even calls to return to the use
of asylums [11]. A drug-centered approach offers another way
to understand not only how these drugs work but also why we
continue to struggle to address the needs of psychotic
individuals.

As noted, the rationale for long-term use of the drugs is
predicated on what are referred to as relapse studies. In these
studies, individuals are stabilized on antipsychotic drugs and
then randomly assigned to either drug continuation or pla-
cebo substitution. The two groups are then followed over
time, usually for 1-2 years. In a meta-analysis of relapse stud-
ies [9], 64% of those who were switched to placebo relapsed,
as compared to 27% of those maintained on active drug.
Notably, a substantial minority of individuals (36%) do fine
when drugs are stopped. Combined with those 27% who still
relapsed despite continuing to take the active drug, it appears
that only about 40% of patients derive benefit from taking
the drug during the study period. The challenge in clinical
practice is that there is no way of knowing into which group
any given individual will fall.

While a recurrence of psychosis can be a serious and
debilitating problem for many individuals and those who care
for them, the recurrence that occurs when the drug is stopped
cannot necessarily be attributed straightforwardly to the
reemergence of the chronic, persisting condition labeled as
schizophrenia. As early as the 1980s, some psychiatrists won-
dered whether the brain alterations caused by antipsychotic
drugs might render people more vulnerable to psychosis
when the drugs are stopped [12]. This phenomenon, labeled
supersensitivity psychosis, was thought to be a product of the
alterations in the brain brought on by exposure to antipsy-
chotic drugs. There is good evidence that when postsynaptic
dopamine receptors are blocked, the brain adjusts by produc-
ing more receptors [13]. When the drug is no longer present,
the dopamine system becomes hyperactive (as it is now
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unopposed by dopamine-blocking agents), which may
increase an individual’s vulnerability to psychosis [14].
Supersensitivity psychosis remains an underappreciated phe-
nomenon. Almost no research has been done on ways to miti-
gate its impact on recurrence of symptoms.

The relapse studies have a further limitation. They only
study people for up to 2 years, with the majority of studies
following subjects for less than a year. Many individuals are
on these drugs for decades. In recent years, several studies
have suggested a paradox: while over the short-term there
might be benefit from drug treatment, over a longer period of
time this benefit wanes; for many the risks of the drug might
come to outweigh the benefits. Martin Harrow and col-
leagues studied 139 individuals who experienced an initial
episode of psychosis. They followed them over the course of
20 years, conducting assessments at 2-5-year intervals. The
study was conducted to identify determinants of outcomes
such as temperament, cognition, and premorbid functioning.
It began in the era when long-term use of medications was
accepted as best practice and the initial aims did not include
the evaluation of the impact of medications on outcomes.
However, medication adherence was tracked. The research-
ers found that, as predicted, those who scored poorly on
assessments of premorbid developmental achievements had
worse outcomes than those with higher scores. However, they
also found that medication adherence was associated with
inferior outcomes and this effect remained after controlling
for premorbid function [41].

Harrow’s study has the limitation of being naturalistic.
Individuals were not randomly assigned to receive any par-
ticular treatment. Those who stopped medications may have
done so due to factors that contributed to their superior out-
comes. They might have stopped their drugs precisely because
they were doing better. One of his findings, however, chal-
lenges this hypothesis [15]. He compared the level of psy-
chotic symptoms between two groups who were both
diagnosed with schizophrenia. One group was on drug at
every assessment point, and the other was never on drug at
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any point. The groups manifested similar levels of psychotic
symptoms after 2 years. It was only after that time that those
who were not on drugs improved and their improvement
continued over successive assessment points. The magnitude
of psychotic symptoms among the group taking antipsychotic
drugs, on the other hand, remained essentially static. If the
group off drugs stopped them because they had experienced
improvement of their symptoms, that would have been appar-
ent at the 2-year assessment point. The recovery they showed
seemed to begin after year two. Even when controlling for
the presence of positive prognostic indicators, Harrow
reported a negative effect of antipsychotic drugs on long-
term outcomes.

There are several randomized controlled studies that also
suggest that continued use of antipsychotic medications
might result in poorer outcomes, particularly with regard to
indicators of functioning [16, 17]. Wunderink and colleagues
[18] studied a group of individuals experiencing an initial
episode of psychosis who were stabilized on drug for 6
months and then randomly assigned to one of two treatment
groups: one maintained drug therapy (MT) while the other
stopped it (DR), resuming if there was a recurrence of psy-
chosis. The groups were followed for 18 months initially. At
that point, the DR group had a higher relapse rate and there
was no apparent advantage to this approach [19]. However,
the cohort was assessed 5.5 years later. At that time, the DR
group had a much higher level of recovery (40%), defined as
remission of psychotic symptoms along with engagement in
work and social relations, as compared to the MT group
(17%). Furthermore, the difference was accounted for by the
difference in functional outcome - the ability to work and
have friends. The rate of symptomatic recovery — the propor-
tion of each group to achieve an absence of psychotic symp-
toms — was similar (~67%). In addition, at the 7-year
follow-up assessment, the overall rate of relapse was similar
between the two groups; early maintenance of drug appeared
to postpone but not prevent relapse. These findings support
the hypothesis that the drug-induced indifference observed
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by Laborit and others and discussed earlier in this chapter
might, over time, result in impairments in functioning: being
unemployed and having fewer meaningful relationships.
These are aspects of life that are deeply valued by most of us.

Our conceptualization of schizophrenia might have made
it harder for psychiatrists to consider the negative effects of
long-term exposure to antipsychotic drugs, particularly since
Emil Kraepelin characterized dementia praecox, now called
schizophrenia, as a condition with an inevitably chronic and
deteriorating course. However, this conceptualization of the
condition has not been consistently borne out in long-term
outcome studies. A landmark study of patients who were
extremely symptomatic and poorly responsive to chlorprom-
azine and enrolled in an innovative rehabilitation program in
the 1950s [20], found that, 25 years later, 68% of these indi-
viduals were living on their own in the community with few
or no psychotic symptoms. Other studies have found that
outcomes are more varied than predicted by the Kraepelinian
model [21]. It therefore seems imprudent to ascribe all poor
outcomes to the nature of the psychotic condition itself.

If one is trained in a disease-centered model and observes
patients who appear calmer and less bothered by voices after
taking antipsychotic drugs, it is easy to conclude that the
drugs target some pathophysiology specific to this experi-
ence. When the person stops the drug and seems more both-
ered or influenced by the voices, it is easy to assume that the
person is now experiencing a recurrence of the disease that
that the drug had once treated effectively. If one is trained in
the Kraepelinian model of schizophrenia, it is not a stretch to
assume that apathy and the failure to work or have friends is
due to the illness. The growing need for more inpatient beds
despite the availability of these drugs would not necessarily
raise alarm — at least not about the failure of our current
treatments.

A drug-centered paradigm, on the other hand, predicts the
results of the Wunderink study. Drugs whose major impact is
to cause cognitive and behavioral blunting may be expected
to impair function when one takes them for many years. A
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disease-centered approach, combined with an archaic and
unproven notion of the nature of the disease in question,
appears to have made it more difficult for the profession to
become aware of these potential problems.

A significant problem with these drugs is that many people
do not like to take them. Their refusal to accept medical
advice has become associated with a failure to acknowledge
their illnesses. The term “anosognosia” has been used to
describe this phenomenon, and some have argued that this
should be incorporated into the diagnostic criteria for schizo-
phrenia [22]. This conceptualization is consistent with a
disease-centered approach. A drug-centered perspective
allows for the possibility that the cognitive changes people
who take neuroleptic drugs experience — the indifference
observed by Laborit — might not always be experienced as
positive. This topic is discussed in more detail in Chap. 7 in
this volume, but it is important to consider it in the context of
the drug- versus disease-centered models.

From a drug-centered perspective, a different paradigm of
care emerges. First of all, it makes sense to wait, if at all pos-
sible, before drugs are started. Psychosis is complex and still
poorly understood. Stress, sleep deprivation, and substance
use can all contribute to its emergence in a substantial
number of young people. Providing them a safe and support-
ive environment to determine who might emerge from the
psychosis without drugs has been demonstrated to be an
effective approach [23]. Once on a drug, it seems reasonable
to consider stopping them when the target symptoms are less
intense. Delineating optimal ways to taper and discontinue
the drugs is recognized as a vital arena of investigation.
Psychosis is thought of as a condition from which people are
likely to emerge — without requiring life-long adherence to
drug therapies. The relapse risk associated with drug discon-
tinuation, while continuing to be a serious concern, is consid-
ered but one risk to be weighed against those of impaired
functioning, weight gain, and tardive dyskinesia associated
with drug therapy continuation. Clinicians and others
acknowledge that reluctance to taking these drugs can be due



126 S. Steingard

to something other than a lack of awareness that one is ill; it
may be related to experiencing the effects of the drugs as
unpleasant. Individuals who are prescribed these drugs are
invited, along with those who care about them, into careful
and considered discussion about these various risks and
benefits.

Antidepressant Drugs

Drugs thought to relieve depression have been in use for
decades. Their use increased in the 1970s and 1980s with the
introduction of the tricyclic antidepressants and then sky-
rocketed in the 1990s and beyond with the introduction of the
selective serotonin reuptake inhibitors [3, 24]. Along with
depression, their indications have broadened to include anxi-
ety disorders, pain, obsessive-compulsive disorder, post-
traumatic stress disorder, and bulimia. All of this contributes
to an increasingly broad target population for these drugs.
One in 9 Americans now takes an antidepressant, compared
with 1 in 50 three decades ago, and 25% of these people have
been taking it for 10 years or longer [25].

Yet there are serious concerns about short-term efficacy
and adverse long-term outcomes associated with these drugs.
While in some reviews antidepressant drugs are reported to
be more effective than placebo, the impact is a statistically
but not necessarily clinically significant one [26]. That is, there
are large enough sample sizes to detect small differences
between active drugs and placebo on clinical rating scales, but
these differences are not likely to have much impact on a
person’s sense of well-being [27]. The recommendation for
long-term use is based on relapse data; however, similar to
what was found with neuroleptics, these drugs might also
worsen long-term outcome. Vittengyl [28] evaluated 9-year
outcomes among people who experienced depression and
found that those treated with antidepressants had worse out-
comes than those who were not. To examine the competing
hypothesis that this result was due to those on drug having
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more severe depressive conditions, he used a national sample
of individuals that included assessments of symptom severity
and socioeconomic status, as well as treatment exposure. He
found that even after controlling for illness severity, there
continued to be a negative impact of exposure to drug
treatment.

Other studies also suggest that individuals who continue on
drug do worse over time than those who stopped it or were
never prescribed an antidepressant. These findings do not
appear to be explained by differences in the severity of the
condition being treated. In a World Health Organization study
of the efficacy of depression screening tools, researchers found
that those who were identified through screening as having
depression and were treated with antidepressants did worse
than those who were diagnosed with depression but not pre-
scribed drugs to treat it [29]. Baseline severity ratings were the
same between the two groups. If a person responds to drug but
relapses when it is discontinued, reinitiation of drug might seem
the obvious route to follow. However, Posternal and colleagues
[30] studied 84 individuals who had initially responded to anti-
depressant drugs but then relapsed after the drug was stopped.
They did not resume drug treatment, but at 1 year 85% were in
remission of their depressive symptoms.

Shortly after fluoxetine was introduced, there were case
reports that the drug might, in some individuals, be associated
with the onset of intense feeling of suicidality or aggression [31].
This risk appears to be of particular concern among children
and adolescents [32]. However, the risk was minimized by some
experts, and the suicide events were attributed to the underly-
ing condition the drugs were prescribed to treat. Psychiatrists
who raised alarms about the potential hazards of the drugs
were criticized for frightening people away from taking them.
However, when FDA “black box warnings” regarding suicide
risk were added, this seemed to have affected prescribing prac-
tices only for several years after they were issued [33]. In addi-
tion, there is not strong evidence of an association between the
rate of SSRI prescribing and reduction in rates of suicide [34].
Fortunately, suicide is a rare event and correlations do not
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prove causation. Experts often argue about the relative merits
of various statistical analyses. However, there is no reason why
this concern cannot be included in the informed consent pro-
cess when people are prescribed these drugs.

The modest evidence for short-term efficacy combined
with the many questions that exist about negative short-term
effects as well as poorlong-term outcomes support a cautious
approach to using antidepressant drugs.

Benzodiazepines

While it might be more difficult for psychiatrist to consider
neuroleptics from a drug-centered perspective, it is likely less
of a challenge with the benzodiazepines. These are older drugs
with multiple indications. They are recognized as causing
dependence and withdrawal symptoms. Their short-term ben-
efits are obvious to anyone who takes them and are not spe-
cific to those with a particular syndrome or disorder; they are
sedating for everyone, and, if they do not immediately induce
sleep, most will experience the effect as calming. Although
different benzodiazepine compounds are in some instances
prescribed for different conditions, those differences are
entirely due to differential pharmacokinetics, i.e., different
rates of absorption, onset and offset of clinical action, and
elimination. For example, a drug that is absorbed and elimi-
nated quickly will be better as a sleep aid and a drug that has
a slower rate of absorption and longer elimination half-life
would be more helpful to someone with persistent anxiety.
The disease-centered paradigm is relevant to our under-
standing of benzodiazepines because of the impact it has had
on our knowledge base regarding these drugs. Similar to
other drugs, initial studies focused on establishing efficacy for
specific indications in short-term studies with limited assess-
ment of long-term outcomes. While it has long been recog-
nized that they can be addictive and abused, in recent years
there is increasing evidence that use of these drugs is corre-
lated with an overall increased mortality [35]. Lembke and
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colleagues reported that overdose deaths involving benzodi-
azepines increased in the USA almost ninefold from 1999 to
2015 [36]. Chronic exposure to benzodiazepines is correlated
to increased risk for memory impairment [37]. They are asso-
ciated with increased risks of falls, depression, infection, can-
cer, suicide, and overall mortality [35]. Yet despite this, they
continue to be commonly prescribed. In the USA from 1996
to 2013, the number of adults who filled prescriptions for
benzodiazepines increased by 67% [36].

Conclusion

The implications for a drug-centered versus disease-centered
approach to pharmacotherapy can be examined for many
classes of psychoactive drugs. The themes are similar: short-
term efficacy with increased relapse risk when drugs are
stopped, combined with a conceptualization of mental disor-
ders as chronic, leads to recommendations for long-term drug
use. Considerations of withdrawal effects as distinct from
relapse are generally ignored as are data suggesting that
many people recover without drug therapy. Despite an ongo-
ing attachment to the notion of drug specificity, each class of
drugs seems to have ever-widening indications. This results in
more people on ever expanding numbers of drugs for indefi-
nite durations. Over time, evidence emerges suggesting that
those who remain on these drugs appear to do worse than
those who have stopped taking them.

This raises interesting questions about the influences
involved in physician prescribing. First of all, it is important
to understand the notion of the placebo response. Most con-
sider this to be a manifestation of the impact of expectation;
what one expects to happen is more likely to happen. It is
incorrect to interpret the data on short-term outcomes as an
indication that the drugs are ineffective. The controversy,
rather, relates to the question of whether there is a meaning-
ful difference in response between those given placebo and
those given active drugs.
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In clinical practice we frequently face the dilemma that,
although many people report a favorable responses to drug
therapies, we have no way of knowing in each circumstance
the extent to which such improvements represent placebo
responses rather than benefits attributable to specific phar-
macological attributes of the drug we prescribed. Let’s
consider the clinical situation in which a patient has taken
a drug, is feeling better, is not having any major problems
with the drug, but, based on concerns about the potential
risks of long-term adverse outcomes, is considering whether
it makes sense to continue to take it indefinitely. There are
two likely alternative short-term outcomes the person
might experience if the drug is stopped: no change or feel-
ing worse. A doctor and patient who understand the drug-
centered approach might be able to weather the period of
feeling worse because they are aware that this might pass
and that, over time, there might be more benefit to the
patient by enduring this period of difficulty. Doctors tend
to favor resumption of the drug — or not even attempting to
stop it in the first place — and this is likely due to cognitive
biases that influence clinical decision-making.

Daniel Kahneman and other cognitive psychologists have
studied the kinds of biases that affect decision-making when
the outcome is uncertain. In his book, Thinking, Fast and Slow
[38], he describes common heuristics, or “rules of thumb,” that
influence decision-making. While doctors believe themselves
to be acting under rational rules that follow evidenced-based
guidelines, various biases influence everyone, even those who
are well-educated experts in their fields. One powerful bias is
that of loss aversion, being “driven more strongly to avoid
losses than to achieve gains” (p. 302). Another influence is the
availability heuristic; people are influenced by events they can
more easily recall. A “relapse” or worsening of symptoms is
going to be experienced as a negative outcome — a loss — for
both the patient and the doctor. The risks that have been dis-
cussed in this chapter that are associated with long-term expo-
sure to drugs are more distant. They are therefore likely to
have a weaker impact on a physician’s decision-making
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process than the short-term and more immediate risk of
relapse. These biases favor physicians — and many patients —
being averse to drug discontinuation.

Nevertheless, a more modest approach to pharmacother-
apy, predicated on a drug-centered approach, seems war-
ranted. Given that we currently live in a culture where
psychoactive drugs are widely prescribed and actively pro-
moted, many individuals are likely taking drugs that not only
might not be helping them but might in fact be harming them.
In addition, there has been a proliferation of polypharmacy
prescribing in psychiatry and this is, at least in part, attribut-
able to the disease-centered model and the promotion of the
concept of “comorbid” psychiatric conditions.

There are several general recommendations that can be
made, based on the drug-centered approach:

1. Begin with a careful discussion of psychiatric diagnosis. It
is important to emphasize that psychiatric diagnoses are
categories used for identifying common clusters of
experiences but that they do not carry information about
the causes of the problem or distress they name.

2. Consider non-pharmacologic options including watchful
waiting, reducing substance use, and improving sleep and
diet before starting a drug.

3. When suggesting a drug, explain that the drug is targeting
particular symptoms rather than a disease state.

4. Explain what is known about drug action and how that
might affect, in both positive and negative ways, the per-
son’s experience.

5. Offer information on the powerful influences of placebos
across the population.

6. When drugs are initiated, discuss the duration of treat-
ment and plans for tapering and discontinuation.

7. After a person starts a drug, remain curious about general
psychoactive effects. Avoid focusing only on symptoms.

8. If the drug does not help or if adverse effects emerge, con-
sider reducing the dose or stopping the drug before add-
ing another to target the new problems.
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9. Make one change at a time, identify clear target symp-
toms, and systematically track the impact of the drug.
Maintain careful documentation so that progress can be
systematically reevaluated over time. Electronic health
records need to be designed to support, rather than hin-
der, this process.

10. After a person is stable, discuss possible drug withdrawal.

11. Even if a person has difficulty at one time with withdraw-
ing drug therapies, this does not necessarily indicate that
such treatment needs to be continued indefinitely.
Working with a person to minimize withdrawal symptoms
is important. In addition, drug tapering can be revisited
over time depending on the person’s life situation.

Often, people come to us already having been prescribed
medications, in many cases, more than one. The next chapter
will discuss approaches to withdrawing these drugs.
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Chapter 6

Deprescribing and Its
Application to Psychiatry

Swapnil Gupta and Rebecca Miller

The Concept of Deprescribing

People are increasingly likely to develop medical conditions
as they grow older, and this often results in their being pre-
scribed multiple medications with potential serious adverse
effects due to drug interactions, changes in drug metabolism
with aging, and/or high dosing of individual medications. With
the potential increase in morbidity and mortality due to inap-
propriate medication prescriptions, geriatric and palliative
medicine introduced the term deprescribing to describe the
practice of reducing or discontinuing medications whose
“current or potential risks outweigh their current or potential
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benefits, keeping in mind the patient’s medical status, func-
tioning, and preferences” [1].

Recently, other branches of medicine, such as primary care
medicine, cardiology, neurology, and, specifically of interest
here, psychiatry, have begun to question the long-term use of
medications. With that in mind, these specialties have begun to
adopt the framework of deprescribing to approach the issue of
potentially unnecessary medications. For example, in primary
care, proton pump inhibitors have emerged as a class of drugs
targeted for deprescribing, as the data on their long-term effi-
cacy is insufficient [2-4]. Cardiologists have challenged the
established practice of the long-term use of aspirin, statins,
beta-blockers, and angiotensin-converting enzyme inhibitors
following a myocardial infarction. Gaps in the current guide-
lines regarding the use of these drugs, problems with poly-
pharmacy, and absence of drug withdrawal trials have spurred
on this interest [5]. Similarly, clinical trials demonstrate the
feasibility [6] and advantages [7] of reduction of anti-epileptic
drugs in individuals who have been seizure-free for a specific
amount of time. The Italian League Against Epilepsy, for
instance, has proposed guidelines to identify individuals in
whom anti-epileptic drugs can be deprescribed and for the
management of the process of tapering the medications [8].

Deprescribing in Psychiatry

In psychiatry, clinical trials have explored the possibility of
medication reduction or discontinuation in persons experienc-
ing chronic psychotic disorders [9-12]. These trials almost
uniformly concluded that reduction or discontinuation of
antipsychotic medications ultimately led to a relapse of the
primary psychotic illness, and thus standard guidelines [13]
now recommend indefinite treatment with antipsychotic
medications. Similarly, in recurrent depressive disorders,
guidelines recommend the indefinite use of antidepressant
medications following two or more episodes, based on trial
data that showed a higher recurrence in persons who stopped
taking them as compared to persons who continued to take
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them [14]. However, both these groups of trials add a caveat
that further research is needed to identify persons who derive
ongoing benefit from continued treatment with psychotropic
medication (antipsychotics in the case of chronic psychotic
disorders and antidepressant in the case of recurrent depres-
sive disorders) versus those who are less likely to relapse after
the discontinuation of a psychotropic medication.
Antipsychotic medications have serious neurological and
metabolic side effects with both long-term and short-term use,
while antidepressant medications have been known to cause
weight changes and sexual dysfunction that can persist in the
long term and cause distress [15, 16]. Thus, for certain patients
at a given point in their illness, with consideration of the con-
text and life goals of the patient, the reduction or discontinu-
ation of medication may be indicated. Further, when the
patient’s preferences, values, and medical status are factored
into the choice of treatment, we propose the framework of
deprescribing as useful for making collaborative decisions to
implement psychotropic medication reduction in the safest
possible manner. While some physicians and patients may
perceive deprescribing as a withdrawal of care rather than a
positive intervention, deprescribing may very well end up
being more time- and labor-intensive than the introduction of
medication to a treatment plan. The careful consideration of
multiple factors, including stakeholders, supports, and inter-
ventions, is key to a well-thought-out trial of medication
reduction or discontinuation. The following outlines situations
in which deprescribing might be considered, recommended
steps and practices in deprescribing, and areas of further
research.

Clinical Situations in Psychiatry When
Deprescribing May Be Considered

Apart from serious or life-threatening side effects and drug
interactions, there are situations which are not as clearly
guided by the risk/benefit ratio in which deprescribing may
be considered.



140 S. Gupta and R. Miller

When the Current Treatment Is Misaligned with Patient’s
Preferences

Patients may voluntarily choose to experience symptoms
from time to time rather than take medication every day. This
may not necessarily be due to side effects but relate more to
the effect of the medications on their functioning and to the
meaning that the medication and the act of taking it every
day carries for them.

Maintenance Phase of Treatment of Chronic Psychotic Disorders
or Bipolar Disorder

It has been shown that the dose of antipsychotic medication
required for relapse prevention (maintenance) may be lower
than the dose required for acute symptom control [17]. In
people with bipolar disorder, an antipsychotic or antidepres-
sant medication may be added to a mood stabilizer to man-
age acute mania or acute depression. In such patients, it is
important to gradually taper the doses of medication to a
minimum effective dose or withdraw the medication com-
pletely after the acute manic or depressive episode has
remitted.

Unjustified Polypharmacy

Even if a patient is not experiencing side effects or at risk for
known drug interactions, situations where continuous poly-
pharmacy is unjustified may require a deprescribing interven-
tion. Second antipsychotic or antidepressant medications and
augmenting agents, such as buspirone or aripiprazole, should
be a priority for deprescribing because there are no guide-
lines for the duration of their use.

Medications Prescribed for Specific Side Effects

Medications such as anticholinergics used to treat extrapyra-
midal symptoms may not be needed beyond a certain period
of time due to the development of tolerance to the parkinso-
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nian effects of antipsychotic medications [18]. When used for
longer periods, they may provide no additional benefit while
significantly increasing side effects.

Medications Prescribed for Off-Label Uses

Highly sedating antipsychotic medications such as quetiapine
are often prescribed for management of insomnia in patients
with psychiatric disorders. Similarly, antipsychotic medica-
tions are often prescribed for aggression and other behavioral
problems not necessarily caused by psychosis or for the con-
trol of transient psychotic symptoms in post-traumatic stress
disorder. These off-label uses put the patient at risk for seri-
ous side effects when other less risky medications or behav-
ioral interventions such as cognitive behavioral therapy for
insomnia [19] may be equally or more effective.

The Pros and Cons of Deprescribing

In addition to reducing the side-effect burden, drug interac-
tions, and financial burden, deprescribing can have other
beneficial effects. When implemented in a collaborative fash-
ion, it may improve the person’s adherence to the remaining
prescribed medications by increasing patient engagement in
their own treatment [20]. It may increase the person’s invest-
ment in non-pharmacological treatment strategies such as the
development of coping skills or the use of individual or group
psychotherapy. For individuals who find it stigmatizing to
take psychotropic medications, even the possibility of depre-
scribing can offer hope, empowerment, and a sense of iden-
tity different from that of the “career mental patient.”

The biggest risk of deprescribing is a relapse of the under-
lying illness, the effects of which could range from negligible
to severe. In some instances, the crisis might warrant hospital-
ization which may cause suffering that could have been
avoided and can be devastating to employment, education, or
relationships. The risks of deprescribing must be tailored to



142 S. Gupta and R. Miller

each patient based on past psychiatric history, the timing of
the deprescribing intervention and the medication that is
being considered for deprescribing. Both the risks and the
benefits of the intervention must be discussed with the
patient, in terms of available evidence and potentially accept-
able and unacceptable consequences.

The Process of Deprescribing

Reeve and colleagues [21] have reviewed the five essential
elements of a deprescribing process described by various
research groups. These elements include obtaining a com-
plete medication history, identifying medications that are
potentially inappropriate, evaluating the possibility of reduc-
ing and/or discontinuing the medication, implementing a plan
for reducing and/or discontinuing the medication, and ongo-
ing monitoring, documentation, and support. This process was
expanded and adapted for use in psychiatry [22] with an
additional focus on the timing of the intervention and bol-
stering other psychosocial supports. Box 6.1 summarizes the
steps of deprescribing in psychiatry.

Box 6.1 Deprescribing for Psychotropic Medications [22]
STEP 1: Choose the right time/review psychiatric history

e Avoid times of psychosocial crises/acute phase of
illness

e Establish strong treatment alliance

e Use caution with active substance abuse

STEP 2: Compile a list of all the patient’s medications

e Dose, route, expected duration, and original
indication

e Document current therapeutic and adverse effects

e Estimate potential drug-drug interactions and future
risk/benefit ratio
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STEP 3: Initiate the discussion with the patient

e What is the patient’s knowledge and attitudes about
their medications?

e What is their perception regarding the benefits and
risks of each?

e Explore the meaning of medication(s) to patient

STEP 4: Identify which medication would be most
appropriate for a taper

e Collaboratively weigh pros and cons of deprescribing
each medication
e Solicit preferences

STEP 5: Introduce deprescribing to the patient

e Inform about potential indications for and process of
deprescribing

e Solicit ideas, concerns, and expectations

e Address any anxieties on the part of the prescriber,
patient, family, or clinical care team

* Get family and caregiver buy-in

STEP 6: Develop a plan

e Start date and rate of taper

e [s switch to another medication/formulation indi-
cated for taper?

e Reinforce alternative biopsychosocial strategies

e Inform about expected and possible discontinuation
effects

e Agree on monitoring/follow-up schedule and crisis
plan

STEP 7: Monitor and adapt, if necessary

e Adjust rate of taper.
e Treat discontinuation syndrome or relapse.
e Abort/defer deprescribing.



144 S. Gupta and R. Miller

Persons for Whom Deprescribing Might
Be Appropriate

Deprescribing should be considered (but not necessarily
implemented) for any person who is exploring the idea of
managing their psychiatric illness without medications. An
ideal candidate for deprescribing is someone who is engaged
in treatment, largely free of symptoms, has not demonstrated
risky behaviors such as self-harm or violence in the recent
past, does not have active substance use, and has social sup-
ports who can assist in the quick identification and manage-
ment of a relapse. If the prescriber determines that the
current medication regimen is problematic in some way (e.g.,
use of two antipsychotic or mood stabilizer medications, with-
out clear indication and history), the physician may consider
approaching the person with the possibility of deprescribing,
especially if there are indications that the medications may be
contributing to a lower quality of life (e.g., due to sedation).

Using Shared Decision-Making
in Deprescribing

Whether deprescribing is initiated at the request of the
patient or prescriber, a model of shared decision-making will
support an exchange of information, attitudes, feelings, and
preferences and combine best evidence with the individual
patient’s experience with a given medication [23]. This, in
turn, can increase satisfaction with treatment [24] and empow-
erment of the patient [25]. This strategy may also strengthen
the alliance between prescriber and patient and facilitate
transparency and communication leading to better life out-
comes. The development of a relapse prevention plan, such as
Wellness Recovery Action Plan or WRAP [26], can be
included in the shared decision-making process. These plans
typically include identification of early warning signs, specific
preferences in times of crisis, and post-crisis planning to assist
the person in returning to home or work. The development of
these plans can provide reassurance as well as specific mark-
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ers for family and treaters to help prevent or at least identify
a relapse in the early stage.

The Implications of the Psychiatric History
for Deprescribing

A past history of relapse or rehospitalization precipitated by
medication discontinuation may tempt the prescriber to prema-
turely dismiss the idea of deprescribing. While such a reaction is
certainly reasonable and understandable, there are additional
considerations when interpreting the past psychiatric history.
These may include the rate of taper, whether it was in collabo-
ration with the psychiatrist, the reason for discontinuation, the
context and life situation of the person at the time, substance
use, the severity of the previous relapse, and other variables
unique to the person. Further, the patient’s preferences may
have shifted in favor of a willingness to risk relapse in order to
try a reduction of medications. In other words, a past history of
relapse in response to medication discontinuation may not nec-
essarily mean that deprescribing should never be considered
again. Box 6.2 lists some factors to note in the psychiatric his-
tory when deprescribing is being considered.

Box 6.2 Factors in the Psychiatric History That May Have
Important Implications for Deprescribing

Past history of attempts at discontinuing medications

— Which medication was discontinued and at what
dose?

— What was the rate of the taper?

— What were the person’s symptoms at the time?

— Was the attempt assisted by the prescriber or not?

— Were there additional psychosocial supports at
the time?

— Did any withdrawal symptoms develop?

— If a relapse occurred, when did it occur?
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History related to the last hospitalization

— How many months or years ago was the last
hospitalization?

— What precipitated the hospitalization?

— What were the main symptoms?

History of risk

— Suicide attempts

— Violence (including homicide)

— Other behaviors that the patient or their family
may find concerning such as excessive spending,
gambling, reckless driving, or drug use

Legal history
— Mandated medication treatments

Appropriate Timing of Deprescribing

Ideally, deprescribing would be avoided during times of acute
psychological or social crisis, such as loss of a job, unstable
housing, bereavement, or separations (including separations
from a therapist or prescriber with whom the patient is well-
engaged). Each patient may have a preference for timing of
the intervention. For instance, some may wish to avoid a holi-
day season, a busy season at work, or other impending stress-
ors such as an exam or planned surgery.

A different set of deliberations arises when determining
the timing of deprescribing in relation to the course of the
underlying illness. For instance, would one consider reducing
the dose of an antipsychotic medication three months after
the full remission of a single psychotic episode? Similarly,
would one consider withdrawing an antidepressant medica-
tion after a person has experienced two depressive episodes
of moderate severity? In such situations, the prescriber
should openly discuss the available treatment guidelines and
evidence while also upholding patient preferences and safety.
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Managing Withdrawal Symptoms

Many psychotropic medications (beyond benzodiazepines)
can cause distressing withdrawal symptoms. Benzodiazepines
are widely recognized as causing dependence and potentially
severe withdrawal. However, the SSRI withdrawal syndrome
is well-described and characterized by flu-like symptoms, diz-
ziness, paraesthesias, mood lability, and even mania [27].
Withdrawal or supersensitivity psychosis [28] has been
described following the abrupt discontinuation of antipsy-
chotic medications. It has been proposed that the mechanism
of withdrawal psychosis is the upregulation of dopaminergic
D, receptors due to the prolonged blockade caused by anti-
psychotics [29]. Although formal scientific literature in the
management of withdrawal syndromes is lacking, consumer
forums such as the withdrawal project of the Inner Compass
Initiative [30] and publications of the Icarus Project provide
guidance from first-hand experience of withdrawal syn-
dromes [31]. Table 6.1 describes some of the commonly
encountered withdrawal symptoms and suggests strategies
for their management.

The Ethics of Deprescribing

Reeve and colleagues argue that since deprescribing may be
considered an error of omission, it becomes even more cru-
cial to bolster its ethical bases [37]. Poor insight and judgment
as well as societal interests have been used as arguments in
favor of coercive or mandated treatments in psychiatry.
However, medical ethics dictate that patient autonomy must
be upheld at all times [38]. If patients express interest in
deprescribing and are cognizant of the potential risks and
benefits, a prescriber may offer them the least distressing
methods of reducing the dose of a given medication. In a situ-
ation where a patient is unable to make medical decisions
due to cognitive deficits, a legal surrogate may participate in
the discussion with the prescriber. Further, if a deprescribing
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intervention potentially leads to the reduction of side effects,
improvement in social or occupational functioning, and a
reduction in costs, it adheres to the principles of non-
maleficence and beneficence.

Documentation of Deprescribing

Documenting the process of deprescribing is crucial as stan-
dard guidelines are not available and this may raise medico-
legal concerns. Documenting the original indication (if
available), along with benefits and side effects of each medi-
cation, will be helpful in justifying an intervention and dem-
onstrating adequate planning before execution. Accurate
notes on the decision-making process undertaken before
identifying the specific medication for deprescribing, a plan
of management for potential relapse, any reading materials
provided to the patient, consultations with the pharmacist or
primary care physician, and meetings with family and signifi-
cant others will further establish due diligence. Finally, docu-
menting follow-up visits including phone calls and gathering
of collateral information is essential. In addition to address-
ing medicolegal concerns, thorough clinical notes may assist
future treatment of the same patient as well as other patients
with similar case histories.

Future Directions

Discussion and research regarding deprescribing are only
starting to emerge in psychiatric literature. Randomized con-
trolled trials of antipsychotic medication discontinuation
need to be conducted again in selected individuals with the
use of newer modalities such as neuroimaging and genetics to
potentially identify individuals who are less likely to relapse.
Evaluation of the effectiveness of different tapering strate-
gies is warranted. Further, new technologies such as mobile
applications for tracking mood and behaviors can be har-
nessed in early identification and management of relapses. It
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is also crucial to determine the needs, attitudes, preferences,
and experiences of the consumer both through surveys and
qualitative interviews. “Deprescribing clinics” are a promis-
ing development as a part of a larger outpatient psychiatric
service or even as a consultation service. Studies that com-
bine medication management and specifically medication
tapering, along with a personal treatment plan, are required
in the field of deprescribing.
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Chapter 7

Coercion and the Critical
Psychiatrist

Nicolas Badre, Shawn S. Barnes, David Lehman,
and Sandra Steingard

Introduction

Psychiatrists in many parts of the world play a role in society
not only in defining what it means to have a mental illness
but also in determining the fate of those so afflicted. This
authority can have profound effects on people; psychiatrists
have authority to compel hospital admissions, seclusion and
restraint within hospital, and administration of psychoactive
drugs. Psychiatrists are called upon to offer opinions
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regarding people’s capacities to make financial and medical
decisions and to determine who should be sent to a hospital
rather than a jail. The many concerns explored in this book
raise urgent questions for critical psychiatrists regarding the
underlying justification and wisdom for the assumption of
these responsibilities. While many psychiatrists can avoid
this dilemma by choosing to practice in settings where these
issues do not arise, this is not an option for psychiatrists who
work with people who experience psychosis or other extreme
states where behavior may be so affected that individuals
pose risks to themselves or others or are not able to behave
in ways that comport with societal expectations.

There are several questions that critical psychiatrists need
to address. Each one, if answered affirmatively, leads to the
next question. By examining these questions sequentially,
psychiatrists can determine the extent to which they can par-
ticipate in coercive practices. First, is force ever necessary?
Second, if one concludes that force might sometimes be nec-
essary, is there a role for the medical profession in this pro-
cess? Third, if one accepts that there is a role for physicians,
how does one accept this responsibility in an ethical and
intellectually coherent manner?

Is Force Ever Necessary?

Even in states where individual liberty is highly valued, gov-
ernments may sometimes put the public interest over those of
the individual. Those functions include not only managing
financial and territorial rights but also promoting social ben-
efit and legal order. To achieve those latter two goals, some
societies have instituted the death penalty, policies for remov-
ing children from parents’ control, and involuntary confine-
ment, be it civil or criminal. Doctors have been involved in
many of those tasks. Some functions carry moral ambiguity
and can put a physician at odds with professional ethical obli-
gations, for example, administering death penalty drugs, diag-
nosing and treating slaves, making recommendations for how
to make torture more effective, or promoting euthanasia.
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There are varying opinions on the extent to which involun-
tary psychiatric hospitalization and treatment raise questions
about professional ethics.

During the nineteenth and twentieth centuries, Social
Darwinism posited that purportedly heritable, undesirable
traits of individuals posed public health and even national
security risks and warranted involuntary sterilization of
those deemed unworthy of procreation. Those ideas, widely
accepted in medical, psychiatric, and popular culture at the
time, have since fallen in disrepute after the horrors of the
Holocaust, which was framed by the Nazis as a public health
response to the national security threat posed by genetically
inferior Jews and others — including the disabled and men-
tally ill — compromising the health of the Aryan
population.

As the state took an interest in the mental health of its
workers and consumers in order to maintain a healthy, func-
tioning economy, the psychiatric profession was there to claim
powers to address the problem. The horrible and unintended
result was that the state discovered that psychiatric care of the
mentally ill is an expensive undertaking and perhaps not
worth the effort; the Sonnenstein Clinic in Germany, where
Ernst Pienitz attempted to create a therapeutic asylum [38],
eventually came under the influence of the Nazi’s infamous
T4 Program and became one of the world’s first gas chambers
[22]. Most countries discovered, over the course of approxi-
mately a century of developing inpatient treatment, that asy-
lums are extremely expensive and that mental illness can be
frustratingly difficult to understand and treat. It became
tempting to make the problem disappear using a variety of
tragic solutions, including murder. The United States never
resorted to murder, but neglect (and certainly not of a benign
kind) and euthanasia were employed [3, 39]. While the Nazis
might be held up as an extreme, their connection to once
popular, albeit now-discredited, theories is widely cited by
those critical of psychiatry and, at the very least, is a caution-
ary tale for the profession.

Nevertheless, it is generally accepted that governments
have a legitimate role in enforcing community safety. When
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an individual cannot comport themselves in accord with com-
munity standards, law enforcement intervenes. Such a person
can be charged with a crime and, if convicted, face punish-
ment. The challenge is how to address those who behave in
irrational ways. In Western cultures, mental health profes-
sionals have been called upon to be the arbiters of the “mad
vs. bad” question. Those deemed “mad” are sent to mental
institutions and those deemed “bad” to prisons. Even those
most critical of psychiatry’s role in coercive practices do not
necessarily argue against some response to those who are
violating the law.

In 1961, Thomas Szasz published the Myth of Mental
Iliness. He argued that mental illness is an inherently incoher-
ent combination of medical and psychological concepts. He
opposed the use of psychiatry to forcibly detain, treat, or
excuse what he saw as mere deviance from societal norms or
moral conduct. He “insisted that mental hospitals are like
prisons not hospitals, that involuntary mental hospitalization
is a type of imprisonment not medical care, and that coercive
psychiatrists function as judges and jailers not physicians and
healers.” He was not against force, but he was against psychia-
try’s participation in the use of force; he opined that danger-
ous people should be incarcerated if they break the law and
that medical professionals should not participate in this
police function [35].

Organizations such as the Bazelon Center were estab-
lished to protect the rights of those with mental disabilities.
While they argue for improved protections, they have not
argued for a complete elimination of force. Some of their
most important legal successes have been to enforce the right
to treatment. MindFreedom International is an organization
whose members are primarily drawn from those who have
experienced psychiatric treatment, often against their will,
and want to protect others from coercion. Among their goals:
“Support the self-determination of psychiatric survivors and
mental health consumers” and “Promote safe, humane and
effective options in mental health.” [23]. Their challenge to
the profession also addresses fundamental premises of
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psychiatry. Similar to Szasz, they challenge the legitimacy of
psychiatric illnesses as well-defined entities that fall within
the legitimate purview of medicine. These arguments against
force do not ultimately hold that there is never a need to use
force to intervene when a person is behaving in a dangerous
or erratic manner. Rather, they question the legitimacy of
psychiatry’s role in this endeavor. They argue for alternative
approaches and promotion of the civil rights of those at risk
for involuntary treatment.

What Is the Role of the Medical Profession
in This Process?

Philippe Pinel, at the end of the eighteenth century, argued
for more humane approaches to those residing in asylums.
Pinel and Pussin introduced concepts and practices that were
radical for an era when internment of the mentally ill in asy-
lums represented punishment more than therapy. The so-
called moral treatment replaced shackles, endless seclusion,
and corporal punishment with kindness, increased social
engagement, participation in daily activities, and minimiza-
tion of restraints. This period has been memorialized by the
long tradition of teaching psychiatrists in training about
Pinel’s unshackling of the mentally ill at the Bicétre Hospital.
This humanization of mental health treatment has been at the
cornerstone of subsequent attempts by psychiatrists and oth-
ers to reform the approach to involuntary commitment.
Psychoanalysts have long called into question mainstream
approaches to the conceptualization of psychosis by postulat-
ing that psychosis might be a psychic defense in response to a
stressor. An extension of this belief is to argue that psychosis
1s sometimes natural or even beneficial. In his doctoral thesis,
Jacques Lacan [20] discussed the case of Aimée. He argued
that she represents a case in which the psychotic experience
was meaningful and useful to her recovery. Aimée’s psychosis,
he claimed, served a need for self-punishment. When her
psychosis led her to commit a crime and she was subsequently
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found guilty, her psychosis disappeared as it no longer was
needed to serve the purpose of reprimanding her. Lacan’s and
other psychoanalysts’ teaching can be used to theorize that,in
certain cases, psychosis was a manifestation of a psychologi-
cal need and not simply a meaningless detachment from real-
ity. The concern would be that forcing someone to stop
communicating in this manner may be more psychologically
harmful than therapeutic.

In the 1960s, psychiatrists R. D. Laing and David Cooper
spearheaded the Philadelphia Association. Their work was
based on the idea that mental suffering, including psychosis, is
best dealt with by living in ordinary settings with people who
can relate using their own personal experience. This resulted in
the use of Kingsley Hall as an open and voluntary treatment
household where there was no distinction between patient and
professional. Patients came to Kingsley Hall to live rather than
to be treated. This form of repudiation of standard mental
health treatment was seen as so controversial as to be consid-
ered a precursor of the anti-psychiatry movement [5].

Michel Foucault has been one of the most notable critics
of psychiatry. His book Madness and Civilization [12] has
influenced many on the subject of the limitations of modern
society’s approaches to the treatment of those deemed men-
tally ill. He argued that history shows us examples of different
and less stigmatizing treatments. During the Renaissance, he
pointed out that psychotic patients were considered to have
wisdom and a role within society. However, as societies
evolved, psychotic patients were deemed to be a burden and
exiled from the rest of the population. Modern society’s
attempt to repair this harm has been to assign their care to
doctors. Having worked in asylums, Foucault argued that this
was simply an improved rationale for the continued
internment of the mentally ill. Foucault claimed that asylums
and the involvement of psychiatry in involuntary treatment
have rendered psychiatrists officers of the state and no longer
at the service of their patients.

Foucault argued that capitalist economies require healthy
populations to maintain both steady production and
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consumption of goods and services. The state, therefore, has
an economic interest in the health of the population; the
medical profession assumes the role of nurturing the popu-
lace in order to maintain the economic health of the wider
society. It is from this relationship that the treatment of men-
tal illness becomes of such crucial interest to the state. Mental
illness is a serious problem to address in a capitalist economy.
Addiction, depression, psychosis, and dementia are expensive
disruptions to the style and schedule of work that originated
with the industrial revolution and modern conceptions of
time. Agrarian economies had more flexibility in terms of
allowing for lateness, intoxication, and impaired social skills.
Factory work, in contrast, cannot tolerate these infractions.

These arguments underlie prohibitions against the use of
psychiatric authority in a coercive fashion or as cause for a
cautious approach to the use of force. The challenge is that
some individuals act in irrational ways that appear to be dis-
tinct from what is typically considered criminal behavior.
Even if one attributes the causes of such behavior to the rav-
ages of neoliberalism or other societal factors, one neverthe-
less faces the quandary of how to respond to people who act
erratically or seem unable to use reason. For centuries, most
societies have felt it cruel to treat these individuals as crimi-
nals and have wanted to offer treatment rather than punish-
ment. This has led to the establishment of guidelines for
determining criminal culpability.

Judge Bazelon, in Durham v. United States [9], expressed
the moral justification for the insanity defense by noting:
“Our collective conscience does not allow punishment where
it cannot impose blame.” Most jurisdictions in the United
States base the assignment of guilt on the M’Naghten Rule of
1843 [24]. This involves establishing if a person, at the time of
the offense and as a result of mental illness, lacked the ability
to understand the nature of the act committed or, if such abil-
ity were present, lacked the capacity to distinguish between
right and wrong [14]. Mental health professionals are called
upon to make these determinations. In some instances, they
are called to intervene even when there have not been
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unlawful behaviors but when people appear to pose risks to
themselves or others because of mental disorder.

Recognizing that some critical psychiatrists (among oth-
ers) might disagree, the authors of this chapter believe there
is a legitimate role for a society to attempt to make these
kinds of determinations and for some individuals to be
offered alternatives to criminal sanctions or to be forced into
what is essentially protective custody when they appear to
pose significant risks. We consider that it is reasonable to
assign this task to mental health professionals, including psy-
chiatrists. This leads to the next question regarding the role of
critical psychiatrists in this process.

Can Forced Treatments Be Effective
in Reducing Harm?

In psychiatry, there can be an illusion of certainty pervading
our discussions of both diagnoses and treatments. The
Diagnostic and Statistical Manual implies to many a sense
that there are discrete illnesses delineated by scientific
inquiry. The problems with this assumption are discussed in
detail in Chap. 2 in this volume. The medications psychiatrists
prescribe are often explained to patients as correcting a
chemical imbalance, “just like insulin for diabetes.” Forty-six
of fifty states have enacted involuntary outpatient commit-
ment laws on the assumption that long-term antipsychotic
medication is effective. Unfortunately, as discussed earlier in
this book, these assumptions have been challenged. When
involuntary treatment is considered, we would want strong
evidence in support of the efficacy and safety of treatment
administered against a patient’s will. We will focus on some of
the illusions of certainty surrounding involuntary treatment
and examine the evidence.

Involuntary psychiatric treatment has been on the rise in
recent years [30], but does the evidence support its use?
Psychiatrists can involuntarily hospitalize a person on the
basis of assessing there to be a significant risk of suicide or
harm to others. However, the idea that suicide or future
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dangerous acts can be accurately predicted is contrary to
empirical evidence. Prevention of the death of a patient is
one of the most fundamental goals of medicine. In the face of
poor predictive abilities, physicians need to weigh the risks of
errors of omission versus errors of commission. It is impera-
tive for physicians to weigh the relative harm in admitting
individuals to a hospital over their objections as compared to
the risk of not admitting individuals who might go on to harm
themselves or others.

Suicide

To our knowledge, there is no randomized controlled study or
systematic review that has found any reliable evidence that
involuntary intervention reduces or prevents suicide [1].
While there are potential harms of admission (physical isola-
tion, restrictions on personal items, stigma, social isolation
from friends and family members, etc.), there is little evidence
to suggest that involuntary admission alters risk of death by
suicide. Huber and colleagues [17] compared outcomes for
nearly 150,000 patients admitted to locked versus open psy-
chiatric units in Germany. Controlling for severity of symp-
toms, they found that locked units were associated with a
slightly higher rate of eventual death by suicide compared to
open, voluntary units. Fulton County, Georgia, was forced to
reduce admissions to its locked psychiatric hospital in 1996,
due to budgetary constraints. Patients with substance use dis-
orders, personality disorders, and recidivism were not admit-
ted during that year, resulting in a 56 % decline in admissions.
However, the suicide rate in the county remained essentially
unchanged, suggesting that hospitalization, forced or not,
does not seem to reduce suicides [13].

Dangerousness

Another area in which there are distorted beliefs relates to
the dangers posed by people with mental illness. The mass
murders in the United States committed in Aurora, Newtown,
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Santa Barbara, and Charleston have magnified attention paid
to mental illness and violence despite none of those crimes
having been judged to have been consequences of psychosis.
Politicians on all sides have promoted the belief that patients
with mental illness cause violence. Donald Trump once said,
“This isn’t a gun problem; it’s a mental health problem ...
these are sick people” [41], while Barack Obama has stated
that “incidents of violence continue to highlight a crisis in
America’s mental health system” [10]. This message has been
amplified by the media with headlines like, “Get the violent
crazies off our streets” [6] and “They threaten, seethe and
unhinge, then kill in quantity” [11].

Despite this common public belief in a high rate of danger-
ous behavior among those identified as mentally ill, the scien-
tific evidence contradicts those views. Most reviews of the
topic come to conclusions similar to those of Pinals and
Anacker [27], who wrote: “Despite media accounts to the
contrary, persons with mental illness account for only a small
percentage of persons who commit acts of violence.” Swanson
and colleagues studied more than 10,000 people with and
without mental illness over the course of a year and found
that serious mental illness could only be attributed to 4% of
the aggressive acts. They found three factors that predict its
occurrence: whether the perpetrator was male, poor, or abus-
ing drugs [34]. “That study debunked two myths,” Swanson
reported, “One: people with mental illness are all dangerous.
Well, the vast majority are not. And the other myth: that
there’s no connection at all. There is one. It’s quite small, but
it’s not completely nonexistent” [19].

The problem of violence and the role of psychiatry in its
prevention presuppose an ability to predict future acts of
aggression. Encouraged by financial incentives, tests and
tools that predict violence have proliferated. The popular
actuarial approach involves using weighted risk and protec-
tive factors found to be statistically associated with criminal
behavior to assign scores to individuals. However, in a meta-
analysis, Singh and colleagues [31] found that studies done by
the authors of a predictive instrument found a twofold
greater ability to predict future violence than studies done by
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independent researchers. Hart and colleagues [16] report that
the validity of such tests at the individual rather than the
population level is limited.

Antipsychotic Drugs

As discussed in Chaps. 4 and 5 of this volume, long-term use
of antipsychotic drugs is recommended as essential for the
optimal treatment of people with psychotic disorders, yet
there is substantial evidence that challenges this convention.
It is, therefore, worrisome that long-term antipsychotic drug
treatment can be administered involuntarily in many places.
Outpatient commitment laws in the United States (referred
to euphemistically as assisted outpatient treatment (AOT))
can be used to compel individuals to comply with treatment,
including medications, as a condition of maintaining freedom
in the community [2]. These commitments are usually long
term. In New York State, which has the most data collected
on its AOT program, 61% are involuntarily committed for
over 1 year, and 25% are committed for over 2.5 years [28].
While there is strong evidence that antipsychotic drugs
reduce symptoms during the acute phase of psychosis, evi-
dence for the efficacy of long-term antipsychotic drug ther-
apy is lacking.

A 2012 Cochrane review found diminishing effects of
antipsychotics through time with relapse prevention rates
approaching zero after 2 years [21]. Sohler and colleagues
[33] evaluated studies that compared outcomes among those
who had been exposed to antipsychotic drugs for longer than
2 years with those who had not. They found most studies
were of poor quality and concluded that the data were incon-
clusive. In a randomized study, Wunderink and colleagues
[40] studied 128 people after they were treated for a first
episode of a psychotic disorder. For 2 years, one group
remained on antipsychotics continuously, and another group
was tapered off drug when stable and restarted on them if
psychosis recurred. They subsequently reevaluated 103 of
the initial cohort 5 years after the first study had ended.
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Although those in the dose reduction/discontinuation group
were more likely to have an initial relapse within the first
2 years, both groups were found to have roughly equal rates
of relapse over the course of 7 years; drugs appeared to post-
pone but not entirely prevent relapse. While groups were
similar with respect to the presence of psychotic symptoms
at 7 years (about 30%), there was a striking difference, in
functional recovery (returning to work, maintaining relation-
ships). The group initially randomly assigned to dose reduc-
tion/discontinuation had a functional recovery rate that was
twice that of the continuous treatment group (40% com-
pared with 18%). The outcome correlated to dose; those on
low doses of antipsychotic drug had much better functional
outcomes than those on higher doses.

The data challenging existing treatment guidelines
prompted a recent expert review [15]. The authors could
only conclude that there was no definitive evidence that
long-term antipsychotic exposure results in a worsening of
psychosis. The article cited the increased risk of relapse as a
reason to continue current guidelines but was notably silent
on other benefits of long-term antipsychotic drug use [15].
They do not challenge the observation that relapse risk is
only established to be higher early in treatment. While some
individuals might choose to take antipsychotic drugs
indefinitely, such data raise questions about forcing indi-
viduals to remain on them against their wishes.

Informed Consent and Capacity

Modern medicine requires informed consent of patients to
participate in medical treatment. This involves advising
patients about the nature of their conditions, the proposed
treatments, and the risks and benefits of both agreeing to and
declining the treatments proposed. Participating in this pro-
cess requires patients to have capacity to make decisions
regarding their medical conditions. Capacity refers to an indi-
vidual’s ability to make rational decisions.
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Capacity determinations are clinical evaluations, often a
component of psychiatric assessments, that involve determin-
ing a person’s ability to:

1. Demonstrate an understanding of the situation: e.g., “I was
brought to the hospital because the police thought that I
was acting strange” versus “The CIA brought me here
because they want to do experimental brain surgery on
me.”

2. Express a choice: e.g., “I would like to leave the hospital
because I prefer being at home” versus “This is the devil’s
den, take me out of here to somewhere safe.”

3. Express the risks, benefits, and alternatives of treatment:
e.g., “The psychiatrist recommends risperidone to improve
my behavior but it might cause me to gain weight; alterna-
tives include psychotherapy, waiting, and other medica-
tions” versus “You are trying to poison me, the water is
poisoned in here, I am scared, I am going to stop eating
altogether.”

4. Express a coherent rationale for the decision being made:
e.g., “I refuse treatment because I have seen others in simi-
lar situations do fine without medical treatment” versus “I
refuse treatment because I think that if I take haloperidol,
my mother will die.”

The examples listed above underscore that when individu-
als are psychotic, their fundamental perspectives on their
situations may be altered. Individuals with delirium might not
be able to attend adequately to understand they are in the
hospital. The inattention will make it difficult for physicians
to explain the nature of the recommended treatment.
Individuals who are psychotic might be perfectly attentive
but lack a shared sense of consensual reality. Because capac-
ity requires a person to demonstrate an understanding of the
condition for which the physician offers treatment, capacity
will by definition be impaired when an individual considers
the problem to be external (e.g., related to aliens inserting
thoughts into one’s head) rather than internal.

This is an important consideration because the issue of
“insight” has been a prominent one in psychiatry with regard
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to decision-making capacity. Some have appropriated from
neurology the term anosognosia which refers to the striking
lack of awareness associated with neurological damage. This
is most commonly observed in people who have had right
hemisphere strokes who become oblivious to their left-sided
hemiplegia. The use of the term to describe those who do not
accept they have a mental illness implies that there is a simi-
lar, specific neurological abnormality. Critical to this discus-
sion is that some organizations that promote the use of
forced treatment use the concept of anosognosia to buttress
their arguments [37]. They assert that differences found in
brain imaging between those who have psychiatric symp-
toms including anosognosia, as compared to those who do
not prove these conditions, are the result of a disease process
which legitimizes the use of force. Variability in imaging,
however, is not synonymous with brain pathology; people
who are right-hand dominant, for example, may have differ-
ent findings in an imaging study from those who are left-
hand dominant, but this is not evidence of a disease process.
In addition, although brain abnormalities have been found in
those identified as having anosognosia, studies do not report
consistent findings [36]. While the term might be an apt
description of a person who has sustained frostbite but is
oblivious to the damage and insists on continuing to sleep
outside in subfreezing weather, inadequately dressed for the
conditions, it is less helpful when considering a person who
declines the drugs because the side effects of sedation and
weight gain do not outweigh the benefits. We caution against
using this term to provide validity to arguments for coercion.
It not only implies a type of brain dysfunction that has yet to
be substantiated by the evidence but also implies that the
presence of a brain difference is an adequate rationale for
forced treatment.

There are often differing opinions about the observed ben-
efits of treatment. The clinicians might notice significant calm-
ing and coherence of thought which the individual might
discount. These are complex conversations which do not seem
well served by inaccurately using a sophisticated neurological
term. While the decision to accept that someone has capacity
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is subjective and should be subject to strict and thorough over-
sight by the legal system, it is an important and often over-
looked topic in the involuntary treatment debate. We
understand that involuntary treatment is polarizing, but fail-
ing to notice a difference between involuntary treatment with
and without capacity simplifies the problem unnecessarily.
The term nonvoluntary has been advocated to separate
those types of commitment for patients without capacity,
using the term involuntary only for commitment of patients
with capacity [32]. This type of nomenclature risks sanitizing a
serious and important act of committing someone. Nonetheless
the distinction is useful. Societies have long permitted the
medical treatment of patients with diminished capacity. In
most jurisdictions, when patients enter the hospital delirious,
or severely incapacitated, treatment decisions are guided by
advanced directives, designated medical powers of attorney,
next of kin, or, if the former are not available, the clinical judg-
ment of the treatment team. Medical decision-making capac-
ity is returned to patients as soon as they regain capacity.
When decisions regarding treatment occur in the context of
psychiatric care, court orders supersede these other mecha-
nisms, and patients often are required to return to court for
restoration of their rights to make medical decisions.

Coercion and the Critical Psychiatrist

A physician who accepts a role in coercive interventions is
not likely to be perceived as helpful to those who are forced
into hospitals or forced to take drugs. In some situations, such
as forensic or guardian evaluations, the person conducting an
evaluation is not treating the individual. However, in civil
commitment hearings in many countries, psychiatrists serve a
dual function; they may petition the court for commitment
and testify in a hearing while also serving as the person’s psy-
chiatrist. This is a difficult situation that will be explored in
the context of the critical psychiatric perspective.

Interfering with a person’s liberty and right to self-
determination is probably the most serious and difficult act
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for any psychiatrist. It is particularly vexing for a critical psy-
chiatrist who may question many basic tenets of the profes-
sion. The authors find judicious use of coercion the least bad
alternative in certain situations. When a person has broken
the law or is at risk of being charged with a crime due to an
inability to conform behavior to accepted societal norms,
psychiatric hospitals can be a better option than jail for indi-
viduals who are in the midst of extreme mental distress such
as psychosis. When a person appears to pose a serious risk of
violence to others, psychiatric hospitalization may benefit not
only that individual (who is at risk of committing acts that the
person might regret when in a different mental state or might
result in incarceration) but also others who could be the tar-
gets of the aggression. When someone expresses serious
intent to self-harm, hospitalization may give that person time
to reconsider the act. The commonly cited study of people
who survived jumping from the Golden Gate Bridge suggests
that some people who have near-death experiences through
acts of attempted suicide express relief that they survived
[29]. When a person seems so incapacitated as to lack the
wherewithal to attend to the most basic needs for food and
shelter, we believe forced hospitalization is more humane
than a strict respect for individual choice. At the same time,
we recognize that there is judgment in each of these decisions;
errors of commission will be made. Individuals will be hospi-
talized who might never have harmed others or themselves.
Individuals who seem extremely impaired might have the
ability to survive. A high level of judicial oversight in these
processes is warranted, including the provision that those
subjected to involuntary hospitalization and medication are
provided with adequate legal counsel.

An important role for critical psychiatrists is to use their
authority to acknowledge the risks and harms that our inter-
ventions may confer as well as advocating for societal prog-
ress that reduces the need for involuntary treatment. In
studies of forced outpatient commitment, it can be hard to
determine if improved outcomes are the result of the force or
the enhanced services offered as part of the commitment [26].
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This increased access to care should be offered without force
prior to pursuing involuntary care. Developing and funding
programs that offer a flexible array of treatment, including
non-medicalized approaches to care, is important. Soteria,
peer respite, and wet shelters are examples of these kinds of
programs. Mental health courts are another alternative that
give individuals the ability to avoid both hospital and jail.
Voluntary, non-medicalized centers such as peer-run
respites will offer some a welcomed alternative to traditional
services. One of these programs is the Western Mass Recovery
Learning Community’s Afiya. Their director, Sera Davidow,
asserts “‘stigma’ happens when someone is unable to confess
the magnitude of their pain without facing the consequence
of involuntary incarceration (aka hospitalization)” [7]. She
acknowledges the difficult position one is in when someone
expresses a strong intent to die. She describes a person who
stated that he was planning on killing himself during his stay
at Afiya. “I had to explain to him that actually attempting to
kill himself while staying at the house felt like an angry act
toward us, as well...I had to explain how it wouldn’t be fair
of him to go there specifically to ask us to sit by while he
dies.” In discussing their evolving relationship, she describes
a turning point when “instead of asking if there’s anything I
could do to support him to consider living, I simply said,
“Okay, I hear that you want to die. That you are going to die.
But, is there anything you want to do before that happens?”
[8]- This person goes on to find a way to live in this world and
make meaningful contributions to his community. Davidow
and colleagues have developed “Alternatives to Suicide”
which include peer support groups and trainings so that
these groups can be available in other communities. In
describing this training, she writes, “What we offer is more
unlearning than anything else; more self-exploration so that
you’re better positioned to explore with others without
needing to sound alarms.” This approach focuses less on
whether people will or will not act on their suicidal thoughts
but more on the validation of and curiosity about their expe-
riences as well as building community and connection.
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Although developed as an alternative outside of the tradi-
tional system of care, these are approaches that can be incor-
porated into conventional settings. Other perspectives on
this topic are discussed in Chap. 8 of this volume. Psychiatrists
have much to learn from those who have been the recipients
of our care.

Critical psychiatrists can also promote research that is
informed by those who have been the recipients of our
treatments. A growing body of literature offers a different
perspective than that of randomized controlled trials (RCTs)
which historically are most commonly conceived of and
conducted by those who prescribe (and market) rather than
ingest the drugs psychiatrists prescribe [25]. RCTs are con-
sidered the gold standard for evidenced-based medicine and
have a great influence on not only treatment guidelines but
also the medical opinions offered in commitment hearings.
Research informed and, sometimes, conducted by those
with lived experience offers a rich understanding of the
experience of taking these drugs. This is valuable in all
domains of psychiatric practice and is an important addition
to the process of seeking informed consent but has particu-
lar salience when psychiatrists are forcing people to take
medications.

Sometimes we meet a person for the first time in a crisis,
but often we meet people before a crisis has occurred. We
advocate for honesty and transparency in all matters including
the potential use of coercion. Informed consent is as relevant
to the use of involuntary actions as it is for voluntary treat-
ment. Patients can be educated about when a psychiatrist
may be compelled to resort to involuntary interventions.
Encouraging individuals to complete an advanced directive
or a tool such as the Wellness Recovery Action Plan [4] can
be helpful to increase a person’s sense of agency as well as
encourage a person to express what kind of treatments are
considered helpful. This may be particularly important when
a person has already been subject to involuntary interven-
tions. It can be a way to help the person address the trauma
of the experience and reduce the sense of powerlessness in
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the face of psychiatric authority. People admitted to the hos-
pital can be informed about the use of seclusion and restraint
and the criteria for discharge. Those should be based on
objective behaviors and not questions of diagnosis or engage-
ment in treatment, including adherence to prescribed medi-
cation regimens. For instance, refusal to take a pill from a
physician who is forcing a person to stay in a facility should
not, in and of itself, be grounds for continued hospitalization.
However, behaviors such as ongoing violence toward self and
others, lack of eating, lack of grooming, and lack of ability to
communicate a plan for self-care are more appropriate rea-
sons for extending inpatient hospitalization. The damage
caused by not attempting to build a relationship based on
trust and humility may outweigh the benefits of protective
confinement.

Transparency is a key aspect of optimizing relationships
with all patients, but it is considered especially important
when a person is subject to coercion. This includes sharing
with the person the limitations of our knowledge about the
benefits of treatment as well as acknowledging that inter-
ventions that might have some benefit may also simultane-
ously do harm [18]. Using terms, such as anosognosia, does
not advance transparent and honest discussions of these
complex issues. Acknowledging the limitations of our pre-
dictive powers is preferred over unfounded certainty. For
instance, telling a patient, “Based on what you have told me
today, I do not want to take responsibility for letting you
leave. If something were to happen to you, I would have to
answer to others — your family, my supervisors, and myself —
and I would not be able to justify not keeping you here
where I think you will be safe.” That is a very different kind
of conversation from stating, “I am keeping you here
because you are ill and you are not safe.” When we commit
a person to a hospital, we admit that we are making a judg-
ment that could be wrong. This cognitive dissonance —
understanding an act can be simultaneously beneficent and
harmful — can be hard to sustain and that might be why
many psychiatrists appear to retreat to a more certain and
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less ambiguous position. However, we suspect that greater
transparency improves our ability to work in a therapeutic
manner with those who are forced into our care.

Coercion in psychiatry is arguably the reason why the anti-
psychiatry movement exists. The authors offer some guide-
lines but are under no illusions that what is offered here will
resolve fundamental questions and differences of opinion. At
the very least, we hope our colleagues acknowledge the
power society bestows on us and exercises it with judicious-
ness and humility.

References

1. Albert M. Coercion breeds coercion: response to Sashidharan
and Saraceno. Br Med J. 2017;357:j2904.

2. Barnes SS, Badre N. Is the evidence strong enough to warrant
long-term antipsychotic use in compulsory outpatient treat-
ment? Psychiatr Serv. 2016;67:783-5.

3. Bouche T, Rivard L. America’s hidden history: the eugenics
movement. Learn science at scitable. [online] Nature.com. 2014.
https://www.nature.com/scitable/forums/genetics-generation/
america-s-hidden-history-the-eugenics-movement-123919444.
Accessed 05 Aug 2018

4. Copeland ME. Wellness recovery action plan. Brattleboro:
Peach Press; 1997

5. Crossley N. RD Laing and the British anti-psychiatry movement:
a socio-historical analysis. Soc Sci Med. 1998;47(7):877-89.

6. Daily News. Nov. 19, 1999.

7. Davidow S. Suicidal tendencies, part II: The real ‘stigma’ of
suicide. 2018a. https://www.madinamerica.com/2018/03/suicidal-
tendencies-part-ii-real-stigma-suicide/. Accessed 10 Aug 2018.

8. Davidow S. Suicidal tendencies, part III: So when do I get to
call the cops? 2018b. https://www.madinamerica.com/2018/08/
suicidal-tendencies-part-iii/. Accessed 10 Aug 2018.

9. Durham v. United States, 214 F.2d 862 (D.C. Cir. 1954).

10. Fact sheet. 2016. New executive actions to reduce gun vio-
lence and make our communities safer. Obama white house
archives.  https://obamawhitehouse.archives.gov/the-press-
office/2016/01/04/fact-sheet-new-executive-actions-reduce-gun-
violence-and-make-our. Accessed 05 Aug 2018.


https://www.nature.com/scitable/forums/genetics-generation/america-s-hidden-history-the-eugenics-movement-123919444
https://www.nature.com/scitable/forums/genetics-generation/america-s-hidden-history-the-eugenics-movement-123919444
https://www.madinamerica.com/2018/03/suicidal-tendencies-part-ii-real-stigma-suicide/
https://www.madinamerica.com/2018/03/suicidal-tendencies-part-ii-real-stigma-suicide/
https://www.madinamerica.com/2018/08/suicidal-tendencies-part-iii/
https://www.madinamerica.com/2018/08/suicidal-tendencies-part-iii/
https://obamawhitehouse.archives.gov/the-press-office/2016/01/04/fact-sheet-new-executive-actions-reduce-gun-violence-and-make-our
https://obamawhitehouse.archives.gov/the-press-office/2016/01/04/fact-sheet-new-executive-actions-reduce-gun-violence-and-make-our
https://obamawhitehouse.archives.gov/the-press-office/2016/01/04/fact-sheet-new-executive-actions-reduce-gun-violence-and-make-our

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Chapter 7. Coercion and the Critical Psychiatrist 175

Fessenden F. 2000. They threaten, seethe and unhinge, then kill
in quantity. New York Times. Available at https:/www.nytimes.
com/2000/04/09/us/they-threaten-seethe-and-unhinge-then-kill-
in-quantity.html. Accessed 05 Aug 2018.

Foucault M. Madness and civilization: a history of insanity in the
age of reason. New York: Vintage Books; 1988.

Garlow SJ, D’Orio B, Purselle DC. The relationship of restric-
tions on state hospitalization and suicides among emergency
psychiatric patients. Psychiatr Serv. 2002;53(10):1297-300.
Giorgi-Guarnieri D, Janofsky J, Keram E, Lawsky S, Merideth P,
Mossman D, Schwart-Watts D, Scott C, Thompson J Jr, Zonona
H. AAPL practice guideline for forensic psychiatric evaluation
of defendants raising the insanity defense. ] Am Acad Psychiatry
Law. 2002;30(2 Suppl):S3—40.

Goff DC, Falkai P, Fleischhacker WW, et al. The long-term
effects of antipsychotic medication on clinical course in schizo-
phrenia. Am J Psychiatr. 2017;174(9):840-9.

Hart SD, Michie C, Cooke DJ. Precision of actuarial risk
assessment instruments: evaluating the margins of error of
group v. individual predictions of violence. Br J Psychiatry.
2007;190(49):s60-5.

Huber CG, Schneeberger AR, Kowalinski E, et al. Suicide risk
and absconding in psychiatric hospitals with and without open
door policies: a 15-year naturalistic observational study. Lancet
Psychiatry. 2016;3(9):842-9.

Katsakou C, Priebe S. Outcomes of involuntary hospital admis-
sion — a review. Acta Psychiatr Scand. 2006;114(4):232-41.
Konnikova, M. Is there a link between mental health and gun
violence? The New Yorker, November 19 2014. https://www.
newyorker.com/science/maria-konnikova/almost-link-mental-
health-gun-violence. Accessed 22 July 2018.

Lacan J. De la psychose paranoiaque dans ses rapports avec la
personnalité. Paris: Editions du Seuil; 1975. (Original work pub-
lished 1932)

Leucht S, Tardy M, Komossa K, et al. Maintenance treatment
with antipsychotic drugs for schizophrenia. Cochrane Database
Syst Rev. 2012;5:CD008016.

Lin Strous RD. Nazi euthanasia of the mentally ill at Hadamar.
Am J Psychiatr. 2006;163(1):27-27

Mind Freedom “Who We Are” http://www.mindfreedom.org/
who-we-are. Accessed 04 Aug 2018.

M’Naghten’s Case, 10 ClL. & F. 200, 8 Eng. Rep. 718 (H.L. 1843).


https://www.nytimes.com/2000/04/09/us/they-threaten-seethe-and-unhinge-then-kill-in-quantity.html
https://www.nytimes.com/2000/04/09/us/they-threaten-seethe-and-unhinge-then-kill-in-quantity.html
https://www.nytimes.com/2000/04/09/us/they-threaten-seethe-and-unhinge-then-kill-in-quantity.html
https://www.newyorker.com/science/maria-konnikova/almost-link-mental-health-gun-violence
https://www.newyorker.com/science/maria-konnikova/almost-link-mental-health-gun-violence
https://www.newyorker.com/science/maria-konnikova/almost-link-mental-health-gun-violence
http://www.mindfreedom.org/who-we-are
http://www.mindfreedom.org/who-we-are

176

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

N. Badre et al.

Ostrow L,Jessell L,Hurd M, Darrow SM, Cohen D. Discontinuing
psychiatric medications: a survey of long-term users. Psychiatr
Serv. 2017;68(12):1232-8.

Phelan JC, Sinkewicz M, Castille DM, Muenzenmaier K, Link
BG. Effectiveness and outcomes of assisted outpatient treat-
ment in New York state. Psychiatr Serv. 2010;61(2):137-43.
Pinals DA, Anacker L. Mental illness and firearms: legal context
and clinical approaches. Psychiatr Clin North Am.2016;39:611-21.
Program Statistics: Length of Time in AOT. Albany, New York
State Office of Mental Health. 2016. Available at: https://www.
omh.ny.gov/omhweb/statistics/. Accessed 06 Aug 2018.

Rosen DH. Suicide survivors. A follow-up study of persons who
survived jumping from the Golden Gate and San Francisco-
Oakland Bay bridges. West J Med. 1975;122:289-94.
Sashidharan SP, Saraceno B. Is psychiatry becoming more coer-
cive? Br Med J. 2017;357:j2904.

Singh JP, Grann M, Fazel S. Authorship bias in violence risk
assessment? A systematic review and meta-analysis. PLoS One.
2013;8(9):e72484.

Sisti DA. Nonvoluntary psychiatric treatment is distinct
from involuntary psychiatric treatment. ] Am Med Assoc.
2017;318(11):999-1000.

Sohler N,Adams BG, Barnes DM, et al. Weighing the evidence for
harm from long-term treatment with antipsychotic medications:
a systematic review. Am J Orthopsychiatry. 2016;86(5):477-85.
Swanson JW, McGinty EE, Fazel S, Mays VM. Mental illness and
reduction of gun violence and suicide: bringing epidemiologic
research to policy. Ann Epidemiol. 2015;25(5):366-76.

Szasz TS. The myth of mental illness: foundations of a theory of
personal conduct. New York: Harper Perennial; 1974.
Treatment Advocacy Center. Serious mental illness and
Anosognosia. 2016. http://www.treatmentadvocacycenter.org/
key-issues/anosognosia/3628-serious-mental-illness-and-anosog-
nosia. Accessed 10 Aug 2018.

Treatment Advocacy Center. #Anosognosia is a key issue. 2017
http://www.treatmentadvocacycenter.org/fixing-the-system/fea-
tures-and-news/3826-anosognosia-is-a-key-issue. Accessed 10
Aug 2018.

Wallace ER, Gach J, editors. History of psychiatry and medical
psychology: With an epilogue on psychiatry and the mind-body
relation. Springer Science & Business Media; 2010.


https://www.omh.ny.gov/omhweb/statistics/
https://www.omh.ny.gov/omhweb/statistics/
http://www.treatmentadvocacycenter.org/key-issues/anosognosia/3628-serious-mental-illness-and-anosognosia
http://www.treatmentadvocacycenter.org/key-issues/anosognosia/3628-serious-mental-illness-and-anosognosia
http://www.treatmentadvocacycenter.org/key-issues/anosognosia/3628-serious-mental-illness-and-anosognosia
http://www.treatmentadvocacycenter.org/fixing-the-system/features-and-news/3826-anosognosia-is-a-key-issue
http://www.treatmentadvocacycenter.org/fixing-the-system/features-and-news/3826-anosognosia-is-a-key-issue

39.

40.

41.

Chapter 7. Coercion and the Critical Psychiatrist 177

Wharton L, Wharton T. The black stork. New York: Sheriott
Pictures Corp; 1917

Wunderink L, Nieboer RM, Wiersma D, Sytema S, Nienhuis
FJ. Recovery in remitted firstepisode psychosis at 7 years of
follow-up of an early dose reduction/discontinuation or main-
tenance treatment strategy: long-term follow-up of a 2-year
randomized clinical trial. JAMA Psychiat. 2013;70(9):913-20.
Yablon A. The political strategy behind the GOP’s post-shooting
‘Mental health’ playbook. The trace. 2015. Retrieved from:
https://www.thetrace.org/2015/09/gop-mental-health-republican-
trump/. Accessed 05 Aug 2018.


https://www.thetrace.org/2015/09/gop-mental-health-republican-trump/
https://www.thetrace.org/2015/09/gop-mental-health-republican-trump/

®

Check for
updates

Chapter 8

Listening to Those
with Lived Experience

Emily Sheera Cutler

Introduction

One of the most important critiques of the dominant model
of biomedical psychiatry comes not from psychologists or
other mental health professionals but from individuals who
have experienced emotional distress and have been given
psychiatric diagnoses and/or psychiatric treatment. In the
critical psychiatry academic discipline and activist commu-
nity, these individuals are often referred to as “people with
lived experience.”

Many scholars, advocates, and activists with lived experi-
ence have spoken or written about psychiatry’s colonizing
effect on their identities. According to the American
Psychiatric Association, psychiatry is “the branch of medicine
focused on the diagnosis, treatment and prevention of mental,
emotional, and behavioral disorders” [3]. Arguably, psychia-
try constitutes a system of categorizing individuals as men-
tally disordered or mentally healthy; the Diagnostic and
Statistical Manual of Mental Disorders (DSM) serves as a
framework to define the types of internal experiences and
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outward expressions that are pathological. Within this frame-
work, psychiatrists and other mental health professionals are
seen as the experts on the value, meaning, normality, healthi-
ness, and rationality of their clients’ experiences. The main-
stream model of psychiatry is one in which clients tell their
psychiatrists about their experiences and then are provided
with the diagnostic terminology, language, and paradigm
through which to understand them. Clients are taught to see
their experiences as symptoms that need to be managed
through one or more forms of treatment.

Scholars, advocates, and activists have critiqued this model
of psychiatry on the basis that it provides little room for
people with lived experience to come to their own under-
standings and conceptualizations of their internal states and
outward behaviors. Many people with lived experience find
meaning or value in their so-called symptoms and prefer to
approach their distress and/or differences in a non-
pathologizing way. Clients may, for example, view their expe-
riences not as illnesses in need of treatment, but instead as
positive aspects of their identities, rational reactions to trau-
matic circumstances, temporary states that will pass with time,
or all of the above.

People with lived experience have developed a number of
alternative frameworks for conceptualizing distress and dif-
ference. Two frameworks that this chapter will focus on are
the principles of Mad Pride and the field of neurodiversity.
The field of neurodiversity seeks to redefine thoughts, feel-
ings, characteristics, and traits categorized as symptoms of
mental disorders as naturally occurring, valid forms of human
diversity. Similarly, the Mad Pride movement is made up of
people with lived experience who find value and even pride
in their experiences that have been constructed as madness
or mental illness. Central to both of these paradigms is the
notion of people with lived experience deciding for them-
selves what terminology and meaning they would like to
ascribe to their own states and characteristics.

This chapter will discuss some of the primary principles,
ideas, and tenets of both the Mad Pride and the neurodiver-
sity movements. It should be noted that not all Mad Pride and
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neurodiversity activists share the same views; in fact, both
movements could be described as loose coalitions of indi-
viduals and organizations rather than unified campaigns. This
chapter does not aim to capture the views of all Mad Pride
and neurodiversity activists but instead some of the principles
behind the development of both movements. It should also
be noted that there are significant differences between the
Mad Pride and neurodiversity movements, but this chapter
will focus on similarities.

Questioning Dominant Assumptions

Both the Mad Pride movement and neurodiversity field radi-
cally question some of the fundamental assumptions underly-
ing the traditional model of psychiatric care. Both paradigms
call upon mental health professionals, researchers, advocates,
and the public to re-examine some of their beliefs about what
we consider madness or mental illness. Below are some of the
assumptions the two paradigms seek to challenge.

That Which We Consider Madness Is an Illness
That Needs to Be Cured or Managed

Many Mad Pride and neurodiversity advocates argue that the
states and characteristics that we categorize as madness are
not illnesses that need to be prevented, treated, or cured, but
rather part of the human experience. They often view feeling
emotions intensely, experiencing auditory or visual
hallucinations, and being highly sensitive as part of the con-
tinuum of differences that make humans uniquely them-
selves. These experiences are seen as just some examples of
the characteristics that make up each person’s idiosyncratic
way of responding to the world around them.

Rather than referring to themselves as “mentally ill,” many
neurodiversity advocates refer to themselves as “neurodivergent,”
i.e., having a brain or personality that differs from what is per-
ceived as normal. People who do not have traits or characteristics
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categorized as mental illness may be referred to as more “neu-
rotypical” or “neuroconforming” to reflect the notion that their
cognitive styles, emotions, and behaviors are perceived as being
more typical or more conforming to societal norms, rather than
mentally healthier with better functioning brains. In the Mad
Pride and neurodiversity frameworks, divergence from the
norm and diversity of thoughts, feelings, and internal states are
seen as positive, just as we generally view cultural, racial, ethnic,
and gender diversity as positive.

In speaking about the value of her own lived experience,
neurodivergent activist Darien Rachel Welch says, “I think
the value in neurodivergence is being afforded the opportu-
nity to experience life on the other side of acceptance. Having
to play with what that means while constantly being taught
that you are broken, on a regime to be fixed. Being impervi-
ous to the standard glyph of human behavior and recognizing
how flawed and dangerous it is. I see people labeled as neu-
rodivergent sustaining what makes them unabashedly human
in a society that demands their conformity” [37].

Madness Is an Objective, Discrete Category. People
Can Be Proven to Be Either Mad or Sane

Mad Pride and neurodiversity advocates also emphasize the
culturally constructed, rather than objective or binary, nature
of madness and neurodivergence. They seek to challenge the
notion that a person is either mentally healthy or mentally ill
by pointing out all of the social and systemic factors that
shape a person’s likelihood of being placed in one of these
two categories. For example, in some geographical locations
and time periods, being queer or questioning one’s sexual
orientation is or has been seen as a sign of mental illness; in
other contexts, queerness is not or has not been patholo-
gized. Additionally, in some cultures, experiencing auditory
hallucinations is seen as a religious experience and a sign
that a person may be spiritually gifted; in other cultures,
experiencing auditory hallucinations is seen as a sign of
schizophrenia.
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Mad Pride and neurodiversity advocates also highlight the
ways that a person’s individual life circumstances may inter-
sect with broader societal factors to shape whether they are
or are not considered mentally ill. For example, in a variety of
cultures and contexts, mental health clinicians would not
diagnose a parent who has just recently lost a child and is
experiencing sadness with major depressive disorder. Yet, a
parent who continues to experience a predominantly sad
mood after 5 years may or may not receive a diagnosis
depending on contextual factors, such as cultural customs and
definitions of appropriate grieving, as well as a clinician’s
individual views and diagnostic preferences. What about a
situation in which a parent who has just recently lost a child
has begun to experience auditory hallucinations? Whether or
not this parent is categorized as mentally ill would also
depend on contextual factors and a clinician’s individual
judgment. The same factors apply to situations in which an
individual meets the diagnostic criteria for a mental disorder
after a breakup, divorce, job loss, or other major life transi-
tions. Mad Pride and neurodiversity advocates point out
these various contextual factors in order to demonstrate that
whether someone is deemed mentally ill does not depend on
objective, discrete pathology but on clinical and societal judg-
ments around what constitutes rationality and normality.

That Which We Consider Madness Is Dangerous

Many dominant psychiatric and societal ideas about the
experiences categorized as madness assume that these expe-
riences are dangerous. The notion of just letting people expe-
rience the so-called symptoms of mental illness without
receiving treatment often leads to the question, “But what if
someone ends up getting hurt?”

Mad Pride and neurodiversity advocates point out that
people diagnosed with mental illness are no more likely to be
violent than anyone else. In fact, people diagnosed with men-
tal illness are more likely to be victims of crimes than perpe-
trators [15]. Additionally, there are many traits and experiences
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that are associated with a risk of danger — such as extreme
sports, sleep deprivation, and risky sexual activity — and are
not categorized as signs of mental illness or madness. While
some individuals do commit violence precipitated by halluci-
nations or extreme states, this is not a reason to categorize all
hallucinations or extreme states as signs of mental illness, any
more than engaging in extreme sports should be seen as a
sign of a mental illness due to motorcycle racing deaths.

That Which We Consider Madness Is Uncommon
or Abnormal

One of the underlying assumptions of the psychiatric para-
digm of care is that the traits and experiences categorized as
mental illness are uncommon. Part of a psychiatrist’s or men-
tal health professional’s job is to determine whether a client’s
experiences are phenomena shared by the majority of people
or whether they are abnormal. While neurodiversity advo-
cates do not focus as much on challenging this particular
assumption, Mad Pride advocates and scholars seek to show
the ways in which that which we consider madness is, to some
extent, a universal experience.

For example, many Mad Pride advocates have spoken
about the ways in which hearing voices is more or less a
universal phenomenon. Whether we experience horrifically
self-critical internal voices or antagonizing external voices,
many of us relate to the experience of being told insulting
messages by different parts of ourselves. Additionally, every-
one experiences life hardships, losses, and obstacles that can
lead to intense sadness and pain as well as even apathy,
mania, and hallucinations for some [1,32]. Mad Pride activists
point out that in finding meaning and value in that which we
consider madness, we are not only making the world more
inclusive to those diagnosed with mental illness, we are also
giving everyone a bit more freedom to experience and
express emotions and idiosyncrasies without being stigma-
tized or pathologized. A core principle of the Mad Pride
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movement is that rather than conceptualizing distress and
difference as a justification for othering a person or catego-
rizing them as abnormal, we can view a person’s distress or
difference as an opportunity to connect with and relate to
them. In accepting and embracing our shared vulnerability,
we can pave new paths to forming more meaningful relation-
ships and communities.

That Which We Consider Madness Is Irrational

Another underlying assumption of the traditional model of
psychiatric care is that the experiences categorized as mental
illness represent an irrational way of thinking, feeling, or
behaving that needs to be corrected and adjusted. Many Mad
Pride and neurodiversity advocates seek to convey that which
we consider madness as a natural, rational reaction to exter-
nal circumstances. Numerous written and spoken testimonies
by people with lived experience speak to the roles that
trauma, oppression, and life hardships play in causing emo-
tional distress and extreme states [14, 18,21, 22, 35], [25].
Mad Pride and neurodiversity advocates tend to support
trauma-informed care, a paradigm whose core principle is to
ask not “What’s wrong with you?” but “What happened to
you?” In the paradigm of trauma-informed care, the definition
of trauma is not limited to physical acts of violence and sex-
ual abuse, although these forms of violence can certainly play
a major role in leading to distress and extreme states. Trauma-
informed care also considers the role of societal oppression
and systemic injustices in affecting our well-being; individuals
who practice and advocate for trauma-informed care recog-
nize that not only overt forms of discrimination and hate but
also more subtle forms of bigotry, such as microaggressions
and social exclusion, can drive individuals to experience what
we consider madness. Additionally, they recognize the role
that economic hardships and class factors can play, ranging all
the way from the burden of living in poverty to the pressure
upper middle-class individuals might feel to be successful and
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maintain their status. Furthermore, trauma-informed care
acknowledges the impact of life hardships, including not only
death and loss but also breakups, divorce, unemployment,
and workplace stress.

In short, Mad Pride, neurodiversity, and trauma-informed
care recognize that life is difficult for everyone, and any reac-
tion or response to life’s hardships is understandable and can
be seen as rational. Mad Pride and neurodiversity advocates
usually do not see it as helpful or constructive to judge which
kinds of reactions and coping styles are valid and which are
disproportionate to an individual’s circumstances. Instead,
their goal is to validate all reactions to our often painful and
burdensome existence.

That Which Is Uncommon Is Unhealthy

Another assumption underlying the psychiatric paradigm is
that a trait’s abnormality or rareness in society potentially
signifies that it is a symptom of mental illness. While some
amount of suffering, quirkiness, or divergence is to be
expected, one of the purposes of the DSM is to capture those
whose differences veer unacceptably or unhealthily far from
the norm. Abnormality in of itself is seen as pathological.

The Mad Pride and neurodiversity frameworks argue that
just because one trait might occur less frequently than
another trait in society, that does not necessarily correlate
with the healthiness of either trait. English speakers are not
any healthier than French or Italian speakers; white people
are not any healthier than people of color. One prime exam-
ple of this, of course, is people who identify as
LGBTQ. Although homosexuality was once pathologized in
the DSM due to its rareness or minority status, we now know
that being queer is not necessarily associated with increased
suffering, apart from the societal oppression LGBTQ indi-
viduals experience as a marginalized group.

Mad Pride and neurodiversity advocates often pose the
question: What else might the DSM pathologize that is not
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necessarily correlated with suffering, apart from societal
oppression? While the DSM no longer pathologizes homo-
sexuality, many people with low sex drives are diagnosed with
hypoactive sexual desire disorder or inhibited sexual desire.
Yet, one can easily discover in the literature about, and activ-
ism of, the asexual community that for many people, having a
low sex drive is not at all problematic in of itself [6].
Theoretically, the diagnoses of hypoactive sexual desire disor-
der or inhibited sexual desire do not apply to asexual people;
the DSM states that these diagnoses cannot be given to peo-
ple who identify as asexual or to people who feel their low
sex drive is not interfering with their lives or causing them
any suffering. However, for many individuals, it may be
nearly impossible to separate the effect of societal biases
against a particular trait from inherent suffering correlated
with that specific trait. For example, people who have been
told that they need to have a high sex drive in order to con-
form to their prescribed gender roles or be good spouses
might experience low self-esteem and negative effects on
their well-being. They may not wish to identify as asexual and
may instead hope that their low sex drive is fixed or changed.
For this reason, a diagnosis of hypoactive sexual desire disor-
der or inhibited sexual desire might be given, despite the fact
that some people’s low sex drives might not have caused
them problems apart from societal pressures and biases.

The Mad Pride and neurodiversity frameworks strive to
examine all diagnoses through this lens. For example, experi-
encing hallucinations might not in of itself be problematic or
cause suffering. Some accounts from people who experience
hallucinations, however, speak to the content of their halluci-
nations worsening and becoming more distressing as a result of
societal stigmas and biases against these experiences [9, 21].
Similarly, many autistic people report not experiencing distress
resulting directly from their autism, but have experienced sig-
nificantly increased levels of distress resulting from discrimina-
tion, exclusion, and societal pressure to act less autistic [20, 28,
34]. Numerous accounts written by autistic advocates focus on
the trauma that has resulted from their experiences of applied
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behavior analysis (ABA), a therapy designed to reduce the
behaviors associated with being autistic [5, 29].

As mentioned above, Mad Pride advocates often acknowl-
edge that the traits that are constructed as madness or mental
illness are actually much more common (or even universal)
than we are led to believe by the psychiatric paradigm.
Growing acceptance of the LGBTQ community has led more
people to come out and identify as queer; even those who iden-
tify as straight may view their own orientations as more fluid
than people did in the past, and the public is generally more
open to a range of experiences with and conceptualizations of
gender and sexuality. Similarly, destigmatizing and depatholo-
gizing mental distress and differences may lead to more people
“coming out” and identifying with these phenomena as well as
recognizing how even some of the experiences that we do not
consider mental illness — such as internal voices — can be
viewed along the continuum of mental diversity.

At the same time as recognizing and promoting this mes-
sage of universality, though, both Mad Pride and neurodiver-
sity advocates emphasize that the healthiness or validity of a
given experience or trait should not depend on its universality
or commonality. Even if only a very small percentage of the
population identified as LGBTQ, being queer would not be
pathological. Correspondingly, even if only a very small per-
centage of the population experiences the traits and charac-
teristics considered to constitute madness, those traits and
characteristics are not necessarily pathological. A trait’s
prevalence within the general population should be consid-
ered separately from its healthiness.

Mad Pride and Neurodiversity in Action:
Examples

Individuals with a variety of different mental, cognitive, emo-
tional, and behavioral experiences have conceptualized their
own identities in alignment with the Mad Pride and neurodi-
versity frameworks. Below are four examples of how these
frameworks have been employed.
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A Mad Pride/Neurodiversity Approach
to Auditory and Visual Hallucinations
and Extreme States

As mentioned above, many people who experience hallucina-
tions and extreme states, such as mania and depression, do
not consider these characteristics to be inherently pathologi-
cal, instead viewing these phenomena as positive aspects of
their identities. Some view their hallucinations as helpful
influences on their lives, guiding and encouraging them and/
or ensuring that they never feel alone. Others take a more
trauma-informed approach, conceptualizing distressing hal-
lucinations as reactions to trauma; while these experiences
may not be framed as positive or enjoyable, they are still seen
as valuable and helpful because they may alert the individual
to unresolved trauma. Still others have a more spiritual per-
spective on hallucinations and extreme states, conceptualiz-
ing them as part of being spiritually awakened; for example,
some people find that the state we call “mania” allows them
to feel more spiritually connected.

The Hearing Voices Network (HVN) is an international
organization that provides and advocates for non-
pathologizing approaches to hearing voices, seeing visions,
and other unusual perceptions. Although many HVN mem-
bers have been diagnosed with schizophrenia or bipolar dis-
order, they may not identify with their diagnosis and instead
refer to themselves as “voice hearers” or “people who experi-
ence extreme states.” One can find Hearing Voices groups
across the USA and abroad in which voice hearers and peo-
ple who experience extreme states come together to talk
about and find meaning in these phenomena as well as pro-
vide one another with support. People hearing distressing
voices, for example, may be supported in listening to and
engaging in dialogue with those voices to better understand
what their experiences might mean. They may find that the
voices represent perpetrators of trauma that has not yet been
processed, intense emotions they have been too afraid to
speak about, or friends or family members whose deaths they
have not fully grieved.
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Additionally, some HVN members may interpret their hal-
lucinations or extreme states as coming from external sources
such as deities, spiritual entities, or extraterrestrial beings.
While not all HVN members share the same spiritual belief
systems, group members are respectful of one another’s
beliefs and understandings of their experiences. Hearing
Voices groups support members in coming to whatever inter-
pretations of their voices is most helpful and feels most truth-
ful to them.

Autism: Divergence, Not Disorder

The neurodiversity paradigm was developed primarily by
autistic advocates and scholars who view autism as a way of
being and existing in the world that is not pathological or dis-
ordered. Many autistic advocates point out that the traits and
characteristics categorized as autism do not inherently cause
suffering apart from the demands of the society in which we
live. For example, autistic styles of communication — such as
not making small talk, employing more blunt or direct expres-
sions of needs, and using text-to-speech technology or sign
language in the place of oral speech — can be viewed through
the lens of cultural differences rather than deficit or disorder.
If an immigrant has difficulty grasping the norms and customs
surrounding communication in the USA, we would not con-
clude that the immigrant is disordered, but rather is accus-
tomed to a different cultural style of communication. Similarly,
the neurodiversity paradigm recognizes autism as a different
cultural style of communication with its own norms and cus-
toms. In fact, some autistic advocates even capitalize the word
“Autistic” when describing themselves to emphasize the
notion of Autistic as a culture and identity, not a disorder.
The Autistic Self Advocacy Network (ASAN) is just one
example of many organizations led by and for autistic people
that advocate for increased acceptance and accommodation
of autistic individuals. ASAN states on their website that their
organization “promotes social acceptance of neurological dif-
ference as part of the broad landscape of human diversity and
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seeks to bring about a world in which Autistic people enjoy
the same access, rights, and opportunities as all other citizens.
Acceptance of difference is essential to understanding,
accomodating, and benefiting from the contributions of
everyone in our society, thus allowing all people to live up to
their potential” [4]. While ASAN does not advocate in favor
of treatments that aim to make individuals less autistic and
more neurotypical or neuroconforming, the organization
does advocate for services that accommodate autistic indi-
viduals’ unique needs such as facilitated communication and
occupational therapy, as well as therapy and support groups
that assist autistic individuals in coping with the harmful
effects of discrimination and bigotry.

In speaking about her own identity and culture, neurodi-
vergent activist Christa Mullis shares some of the positive
aspects of her experiences as an autistic person: “Something
important to me is a greater sense of self-awareness. Ironically,
people think we [autistic people] lack that. But ‘neurotypical’
people have no reason to have to think about how their brain
works, to intimately explore how and why they react to things
a certain way, why something makes them uncomfortable,
why they like or dislike certain things, etc. And while it’s
awful that the world isn’t already built for us, I think I've also
come to a better understanding of who I am by having to
build a more accommodating world for myself, in what adap-
tive equipment I use or how I communicate with others. I
know who I am and what I need because I have to” [24].

Multiplicity: Divergence, Not Disorder

Another community that often views their identities and
experiences through a lens of cultural and neurological differ-
ence, rather than disorder or deficit, is the community of
multiple or plural systems. Being a multiple or plural system,
or system for short, means existing as multiple people in one
body. Although this way of being is commonly diagnosed as
dissociative identity disorder, the neurodiversity and Mad
Pride paradigms hold that there is nothing inherently disor-
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dered or pathological about existing as multiple people. Just
as it is perfectly valid and healthy for an individual born in a
male body to identify as a woman, it is also valid and healthy
for multiple individuals who exist in a singular body to iden-
tify as more than one person.

There exist many variations within the community of mul-
tiple systems on how each system conceptualizes their experi-
ence and identification of systemhood. For example, some
systems identify as having been born as one person and expe-
riencing the emergence of other members of the system as a
result of trauma or other factors, while other systems identify
as having been born as a multiple system. Some systems
conceptualize members as fictional characters, aliens, or
other types of beings. Regardless of each system’s origin story
or members’ individual characteristics, many advocates agree
that multiplicity is an important form of diversity that should
not be cured or treated.

In a blog for the critical psychiatry web magazine Mad in
America, neurodiversity activists Missy and Skylar Freels,
who exist as a multiple system, wrote, “We’re not dysfunc-
tional or bad just because there are two of us in here. What’s
more important than being a socially acceptable single per-
son is that we know how to get along and manage our
trauma and our life together. Knowing this, we now strive to
advocate for other systems and reach out to those that may
not understand systems, to show that existing as we do is
okay and that we can learn to navigate the world by cooper-
ating. We don’t need the psychiatric system or its labels to
allow us to exist, or to try to fix us. We just need to be
accepted as we are” [17].

Many systems view their multiplicity as a similarly positive
experience. Pride, a plural activist of the system Nu Upsilon
Xi, lists a variety of positive aspects that have come with the
system’s plurality. For her, being a member of a plural system
has led to a greater understanding of inter- and intrapersonal
dynamics, a profound sense of insight and awareness, and
heightened empathy. She says that members of her system are
“able to draw on each other’s strengths to complete necessary
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tasks we otherwise would not, or could not do” and that exist-
ing as a system has created a more stable and solid sense of
identity for each member [2].

A Mad Pride/Neurodiversity Approach to Suicide

As stated previously in this chapter, the Mad Pride and neu-
rodiversity paradigms acknowledge that life is difficult for
everyone and recognize all reactions to life’s hardships and
traumas as valid. In these paradigms, desiring to die is a natu-
ral and rational reaction to experiencing violence, oppression,
exclusion, abuse, and life hardships including death, loss,
illness, breakups, divorce, and unemployment. Suicidal ide-
ation, therefore, is not a sign that an individual is thinking
irrationally and needs mental health treatment. Rather, it is a
sign that a person’s life circumstances have become unbear-
ably painful. It is a sign that whatever circumstances have
driven such a person to experience suicidal thoughts are, for
them, worse than death.

David Foster Wallace [36] once wrote the following about
suicide: “The so-called ‘psychotically depressed’ person who
tries to kill herself doesn’t do so out of quote ‘hopelessness’
or any abstract conviction that life’s assets and debits do not
square. And surely not because death seems suddenly appeal-
ing. The person in whom Its invisible agony reaches a certain
unendurable level will kill herself the same way a trapped
person will eventually jump from the window of a burning
high-rise. Make no mistake about people who leap from
burning windows.”

“The terror of falling from a great height is still just as
great as it would be for you or me standing speculatively at
the same window just checking out the view, i.e. the fear of
falling remains a constant. The variable here is the other ter-
ror, the fire’s flames: when the flames get close enough, falling
to death becomes the slightly less terrible of two terrors. It’s
not desiring the fall; it’s terror of the flames. And yet nobody
down on the sidewalk, looking up and yelling ‘Don’t!” and
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‘Hang on!’, can understand the jump. Not really. You’d have to
have personally been trapped and felt flames to really under-
stand a terror way beyond falling.”

In the case of a person about to jump out the window of a
burning building, it would be absurd to shut the window and
celebrate having “prevented suicide” without making some
attempt to put out the flames; the Mad Pride and neurodiver-
sity paradigms posit that it is absurd to focus on the goal of
“treating suicidal ideation” or “restoring sanity to a suicidal
person” without addressing the cruelty and hardships in our
world that drive people’s desire to escape.

The Mad Pride movement and neurodiversity field pay
close attention to all of the subtle and overt forms of
prejudice and oppression that neurodivergent people and
people diagnosed with mental illness experience. For many
neurodivergent people, being constantly stereotyped as
violent, perceived as weird or sick, discriminated against in
hiring and housing processes, excluded socially, subjected
to forced psychiatric drugging, or confined against their will
are just some of the consequences they have faced merely
for expressing who they are. Many neurodivergent people
also experience or have experienced other intersecting
forms of oppression such as economic inequality, sex- or
gender-based violence such as sexual assault, institutional
racism, and sizeism and lookism. This is their reality. And
for many people, this reality feels like a burning building
from which desiring to escape makes complete logical
sense. Mad Pride and neurodiversity advocates often
believe that suicide prevention efforts should focus on sys-
temic and cultural change rather than individual treatment
programs.

Of course, sometimes suicidal ideation may result from
factors independent of systemic oppression or social issues.
For example, severe chronic pain is commonly associated
with suicidal ideation. Sometimes individuals may not even
wish to die due to any unbearable pain or suffering at all; for
example, some have reported wanting to kill themselves as a
means to reclaiming control over their deaths instead of suc-
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cumbing to unpredictable or involuntary ends. Like other
traits and characteristics categorized as “mental illness,” the
desire to die should not be seen exclusively as a sign of
incompetence or pathology but rather viewed as rational and
justified. At the heart of the Mad Pride and neurodiversity
movements lies the notion that individuals’ decisions about
their own bodies, minds, and lives should be respected.

The Social Model of Disability

It is not the intention of the Mad Pride movement or neuro-
diversity field to suggest that the experiences constructed as
madness, mental illness, or neurodivergence do not come with
suffering or limitations. Taking pride in one’s “madness” or
neurodivergence is not the same as claiming that these char-
acteristics are solely positive. In fact, the Mad Pride move-
ment and neurodiversity field both advocate for societal
acceptance of limitations.

Both the Mad Pride movement and neurodiversity field
are aligned with the social model of disability. The social
model of disability posits that individuals are disabled by
societal barriers to access and exclusion rather than by medi-
cal conditions. For example, many deaf advocates have
expressed that while their ability to hear is indeed limited,
deafness would not be disabling or problematic if every deaf
individual had access to sign language interpretation, closed
captioning, and other accommodations. Similarly, most wheel-
chair users indeed have limitations on their ability to walk,
but this would not be disabling or problematic (or at least
significantly less disabling and problematic) if every building
were wheelchair accessible and every environment accom-
modating to wheelchair users. For this reason, many disability
activists refer to themselves as “disabled people” rather than
“people with disabilities” to convey that disability is some-
thing that actively happens to people as a result of systemic
injustices, rather than medical conditions or physical
differences.
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Disabled advocates often recognize that every individual
has limitations and is accommodated in some way. For exam-
ple, most people in contemporary society cannot grow their
own food or build their own shelter; they rely on others to do
this for them. Additionally, most people in the USA are reli-
ant on their employers for their income and benefits, includ-
ing health insurance and retirement. We consider it normal to
rely on external sources for these needs; why should needing
other types of accommodations be considered pathological?

There is no denying that many autistic people do experi-
ence difficulty with executive functioning such as limitations
in memory, attention, and time management. Many people
who experience extreme states may be limited in their ability
to perform self-care tasks and activities of daily living while
in those states. Many people who feel suicidal or depressed
are limited in their ability to get out of bed and work at full-
time jobs. But according to the social model of disability,
these limitations are only problematic because individuals
are not accommodated. Instead of focusing on curing or
eradicating these limitations, the social model proposes solu-
tions that provide accommodations, such as personal care
attendants, work schedule flexibility or the ability to work
from home, and/or disability payments to relieve individuals
from work responsibilities.

Sometimes, accommodations can even include having
access to different types of drugs and substances that reduce
physical or emotional pain and improve individual function-
ing. Just as almost everyone has used coffee or some other
caffeinated beverage to be more alert, some neurodivergent
people may wish to use mind-altering drugs to improve daily
functioning. Just as the limitation of needing to drink coffee
every morning to function at one’s best is not pathologized,
the limitation of needing psychotropic drugs to function at
one’s best should not be pathologized. Neurodiversity and
Mad Pride advocates do maintain, however, that all individu-
als deserve the right to informed consent about whatever
substances (or other accommodations) they choose to use,
and accommodations should never be forced upon anyone.
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Disability rights activist Cal Montgomery speaks of the
importance of providing a model in which the strengths and
limitations of neurodivergent identities can coexist: “We talk
a lot about traits people — ourselves and others — have that we
don’t like, but we never seem to investigate how they are con-
nected to traits we value. For instance, I know people who
don’t always show up when you want them to, and if you fol-
low the threads, this seems largely connected to what we call
depression and anxiety.”

“And, fair enough, it would be nice if they came to things
when I wanted them to, so there is a temptation to think I
would be happier if they had less of those issues. But, those
same traits are also connected to some of my favorite things
about them. Anxiety often seems to be related to a deep
concern with behaving ethically. Depression often seems con-
nected to empathy. Not always. But often.”

So then when I evaluate how personally annoying I may find it
that So-and-So wasn’t at Event, I start asking myself, do I care
enough about what a profoundly kind and considerate person
So-and-So is to gladly accommodate that sometimes they can’t be
there? The answer is usually yes. [23]

Why Mad Pride and Neurodiversity Are
Incompatible with Coercion

Central to the frameworks of Mad Pride and neurodiversity
is the idea that distress and difference should be accepted.
Sometimes the characteristics that are categorized as mental
illness are embraced and celebrated. Other times, celebration
is not called for, such as when these characteristics cause suf-
fering or result from trauma. However, even in these latter
instances, they can be accepted as valuable and rational. The
Mad Pride and neurodiversity paradigms propose that under
no circumstances should people be punished for their differ-
ences or distress.

Numerous accounts from people with lived experience
speak to the traumatic and harmful nature of involuntary com-
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mitment, forced drugging, and forced electroshock treatment [7,
8,13,16,19,23,26,27 33]. Many people who identify as “psychi-
atric survivors” have spoken out about the violent nature of
having these acts forced on them. The author, a victim of invol-
untary commitment and forced treatment, has contributed
several such accounts [10-12, 30, 31]. Underlying the principles
of Mad Pride and neurodiversity is the notion of Mad and neu-
rodivergent autonomy: people should be considered the experts
and sole proprietors of their own minds and bodies; no matter
how much distress individuals are in and how different they are
from what is considered “normal,” they still deserve the right to
make decisions about their own brains and bodies.

One conceptual framework that is closely related to Mad
Pride and neurodiversity is the notion of cognitive liberty.
Cognitive liberty advocates support the right of each indi-
vidual to experience any and every thought, feeling, belief,
state, and expression of such as long as it does not violate
another person’s bodily autonomy. Another way of saying
this is that cognitive liberty activists support the right of all
people to alter their minds and consciousness however they
choose (including the decision to cease being conscious) and
not have their consciousness altered against their will.
Cognitive liberty encompasses the right to experience “mad-
ness” and be neurodivergent; it also encompasses the right to
use mind-altering drugs.

Many psychiatrists, including some who identify as critical
psychiatrists and have contributed to this book, argue that
coercion may be justified for individuals in instances in which
all nonrestrictive alternatives have been attempted and they
appear to be at legitimate risk of harming themselves or oth-
ers. While Mad Pride and neurodiversity activists recognize
this as an improvement upon current practices of coercion in
mental healthcare, the movements tend to support abolition-
ist, not reformist, stances on coercion. They believe that indi-
viduals should retain full autonomy over their bodies, even if
this results in death or bodily injury; the choice to value lib-
erty and autonomy over life should be a choice an individ-
ual — regardless of mental state — has the right to make.
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As a Mad Pride and neurodiversity activist and a survivor
of forced psychiatric treatment, I am not fully safe from psy-
chiatric coercion unless all of us — all Mad and neurodiver-
gent people, people labeled “mentally ill,” and all people in
general — are safe from psychiatric coercion. Just a few mem-
bers of this group being subjected to this kind of violence has
an effect on the entire community; not only do community
members experience the vicarious trauma of their friends’
and comrades’ loss of autonomy, but they also experience the
fear that if they reach a certain degree of perceived madness
or departure from societal norms, they, too, may lose their
liberty. Although I remain free from force and coercion, I am
not free from its threat — and I am certainly not free from
witnessing the pain of my friends and comrades whose auton-
omy continues to be violated.

At the same time, | have also experienced the pain and
trauma of losing a friend and comrade to suicide, and I can
empathize with the instinct to prevent suicide at all costs. I do
not minimize the pain resulting from the death of any loved
one. However, the Mad Pride and neurodiversity communi-
ties privilege the values of liberty and personal autonomy; to
experience a loved one’s loss of liberty can also involve a
process of mourning and pain.

Chapter 7 of this volume, “Coercion and the Critical
Psychiatrist,” places emphasis on conversing with clients in a
transparent way when discussing coercive practices. While
increased honesty about the intentions of these practices is
certainly an improvement, countless survivors of psychiatric
coercion would argue that no words or language can take
away the violent and traumatic nature of this act. I was forced
to miss my college graduation due to being involuntarily com-
mitted; even having been committed by a compassionate and
transparent psychiatrist would not have made up for the fact
that I was forced to be absent at a milestone event I had spent
years working arduously to achieve. While I was hospitalized
for passive suicidal thoughts, my ideation became active as
soon as I experienced the intensity of the regret, guilt, and
shame resulting from being excluded from this occasion.
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But What if Someone Gets Hurt?

As mentioned earlier in this chapter, people diagnosed with
mental illness are far more likely to be victims of violent
crimes than perpetrators. However, there are instances in
which the experiences categorized as madness can lead to
violence toward others. For example, people may hear voices
or experience hallucinations telling them to harm others.

Many Mad Pride and neurodiversity advocates recognize
that violent impulses are often shaped by systemic and con-
textual factors. Sometimes, individuals are driven to violent
impulses and actions by being made to feel fearful and pow-
erless; repeated victimization in the form of abuse, ostraciza-
tion, or trauma can lead a person to use violence or aggression
as a recourse to regain power. Many psychiatric survivors and
victims of involuntary commitment report becoming more
aggressive after being confined or forcibly drugged, as these
acts led to intense fear and panic. In the Mad Pride and neu-
rodiversity paradigms, it is important to recognize the factors
in people’s lives that may contribute to their thoughts of
harming others. In this way, we can humanize those whose
actions seem irrational and incomprehensible at first glance.
Sometimes, the recognition that violent impulses are coming
from feelings of powerlessness and abuse along with working
to address ways to change a person’s circumstances is enough
to prevent violence and resolve any potentially dangerous
situation.

This does not mean, however, that society should be
unprotected from actions that put them in danger by violat-
ing their bodily autonomy. The majority of Mad Pride and
neurodiversity advocates believe that detention or confine-
ment is called for when a person has made an active threat to
harm others. However, Mad Pride and neurodiversity advo-
cates would maintain that such confinement or detention
should not be dependent on an individual’s neurodivergence
or psychiatric diagnosis. Instead, we should seek to protect
society from potentially violent acts in the most humane,
compassionate way possible that considers the contextual
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and systemic circumstances surrounding the threat or act of
violence that has occurred. Many Mad Pride and neurodiver-
sity advocates support the development of alternative meth-
ods for addressing violence besides the criminal justice or
psychiatric systems. The proposed alternatives often focus on
addressing systemic inequality and injustice rather than
attributing violence to an inherent characteristic within an
individual such as criminality or mental illness.

Going Forward

Although the Mad Pride and neurodiversity movements rep-
resent a radical shift from the dominant paradigm of psychia-
try and mental healthcare, these movements are not
irreconcilable with the practice of psychiatry. As mentioned
previously in this chapter, psychiatrists and mental health
professionals once pathologized queer identities and prac-
ticed forms of conversion therapy; now, many psychiatrists
and mental health professionals practice LGBTQ-affirming
therapy, respect their clients’ queer identities, and validate
the trauma of experiencing queer antagonism. In the same
way, it is possible to practice psychiatry and psychotherapy
that is affirming of madness, neurodivergence, and all of the
traits and phenomena categorized as “mental illness.”

Such a practice could include introducing clients to para-
digms like Mad Pride and neurodiversity and assisting clients
in deciding what traits they want to change or alter and what
traits they would prefer to accept and embrace as part of their
identities. Psychiatrists and mental health professionals could
help clients explore the positive or valuable aspects of these
characteristics and support clients in developing greater self-
acceptance. Therapy may also include an exploration of how
clients’ particular traits or phenomena may represent valid
responses to systemic issues or external circumstances and
how they may be helpful, not harmful, coping mechanisms.

One major role that a psychiatrist or therapist can play in
affirming, rather than pathologizing, a client’s identity can be
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determining what kinds of changes could be made to the cli-
ent’s external environment in order for the client to feel more
accepted and included on a day-to-day basis. For example,
many young neurodivergent clients may face family rejection
or peer victimization; they may be bullied by their classmates
due to being perceived as different or seen as burdensome by
their parents. Psychiatrists and mental health professionals
can help young clients’ families and schools shift their nega-
tive attitudes toward neurodivergent youth by providing edu-
cational information about the importance of inclusion and
the traumatic impact of exclusion or sanism, i.e., prejudice or
discrimination on the basis of a person’s mental or emotional
characteristics. Psychiatrists and mental health professionals
can also advocate for their clients to receive accommodations
from their workplaces, schools, or housing or assist their cli-
ents in finding support groups or other social settings that are
inclusive toward people with their particular characteristics.
Another way psychiatrists and mental health professionals
can practice this “mad-affirming” or “neurodiversity-
affirming” care is by validating the trauma of the discrimina-
tion and prejudice clients face on account of their “madness”
or neurodivergence. Too often, clients are blamed for the
prejudice and exclusion they experience. They are told that
they should act more “normal” and “healthy” in order to not
be victimized. Additionally, they are often told that they
should be grateful for having been involuntarily committed or
forcibly treated or that they should forgive the well-intentioned
people who carried this out against them. Critical psychiatrists
and mental health professionals can instead recognize the
real, tangible effect of involuntary commitment and sanism on
the brain and body and assist clients in healing from, coping
with, or addressing this trauma in whatever way they choose.
Underlying “madness-” and “neurodiversity-affirming”
mental healthcare would be the principle that clients reserve
the right to their own conceptualizations and interpretations of
their experiences, traits, characteristics, and phenomena. Their
voices, experiences, and wishes regarding their minds, bodies,
identities, and course of care would be respected above all.
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Clients would always be presumed to be competent to make
their own decisions, including the decision as to whether a par-
ticular trait or internal experience (including suicidality and
self-harm) should be celebrated, embraced, accepted, man-
aged, treated, cured, or some combination of all of the above.
This form of mental healthcare would involve a collaborative,
non-authoritative relationship — an equal partnership between
psychiatrist and client that is free from coercion.

While it is unlikely that coercion can immediately be elimi-
nated from the practice of psychiatric care, one way to recon-
cilecurrentlegal requirements with practicing “mad-affirming”
and “neurodiversity-affirming” care could be to be as open
and honest with clients as possible about when commitment
or other reporting would become necessary. This gives clients
the option to choose not to disclose any information that
might result in involuntary commitment or forced treatment.

Psychiatrists and mental health professionals can also
choose to support the principles of Mad Pride and neurodi-
versity outside of the therapy room. They can speak out about
these ideas in both informal and academic writing as well as
introduce these ideas to their colleagues, students, and profes-
sional organizations they may belong to. They can always look
for ways to center the voices and perspectives of people with
lived experience in their research, writing, and speaking.

As a final note, attention should be paid to the privilege
and power afforded to psychiatrists and mental health profes-
sionals. Within society and the healthcare system, they are
assumed to be the experts on the cognitive and emotional
characteristics categorized as “mental illness.” This idea does
not apply to any other marginalized group: white race studies
scholars are not assumed to be the experts on what it is like
to be a person of color, and straight queer studies scholars are
not given the authority to define and theorize the queer expe-
rience. Yet psychiatrists and mental health professionals carry
significantly more credibility and weight when speaking
about “mental illness” than do people who have been diag-
nosed with mental illness, who are often discredited and dis-
missed as “crazy” or “irrational.”



204 E.S. Cutler

Until this changes, psychiatrists and mental health profes-
sionals have tremendous power and authority to legitimize
and validate the perspectives of people with lived experi-
ence, such as neurodiversity and Mad Pride. They have the
ability to be taken seriously when introducing these ideas
into the conversation, and that ability should be considered
heavily. It is imperative that, going forward, critical psychia-
trists closely examine how they can use the power they have
to elevate and center the voices of those who are taken less
seriously due to being perceived as mentally ill, pathological,
or incompetent. In this way, critical psychiatrists and mental
health professionals can add a great deal to the Mad Pride
and neurodiversity movements by striving to bring rights-
based, madness-affirming, context-informed care into a field
that has historically been paternalistic and oppressive.
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Chapter 9

A Path to the Future
for Psychiatry

Sandra Steingard

This book began with a review of the history of critical psy-
chiatry. Early critiques tended to focus on the quality of care
(or lack thereof) for people treated in psychiatric asylums. In
many parts of the world, closure of large mental institutions
has created different challenges as we struggle to understand
how best to support those who experience mental distress
while living in our communities. As outlined in this book, the
problems transcend the impediments posed by underfunded
community systems. Fundamental assumptions including the
concept of diagnosis and the nature of drug action are chal-
lenged. Serious questions are raised regarding conflicts of
interest that pervade the field. Vaswani and Cosgrove, in
Chap. 3 in this volume, argue that this runs deeper than the
personal conflicts of any individual psychiatrist; it involves
institutional corruption that results from economies of influ-
ence posed by both guild and commercial interests.

Some might conclude that the profession is so flawed that
it is beyond reform. Others might choose to practice within a
niche, for instance, working outside of the public system of
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care where entities such as governmental bureaucracies and
insurance companies exert less constraint over practice.
Others might limit their practices to those who have experi-
enced and then rejected standard care and come seeking an
alternative. However, there may be ways to remain within the
dominant medical and public institutions of care while prac-
ticing with integrity. The suggestions that follow are directed
toward those psychiatrists who chose to practice within the
mainstream structure, as this is where most people will con-
tinue to seek access to care. If critical psychiatrists practice in
the public system, they can be agents of change.

Proposals for reform are often predicated on the assump-
tion that the problem is fundamentally one of access; increas-
ing screening for psychiatric disorders and providing greater
availability of psychiatric care are considered of primary
importance. There are recommendations that psychiatrists
(and their surrogates) see ever more patients' in shorter
intervals. In the collaborative care model advanced by the
American Psychiatric Association, intermediaries consult
with psychiatrists and share results of screening. These
intermediaries report back to the primary care clinicians with
the psychiatric recommendations [9]. In this scenario, the
psychiatrist, who has not met the patient, opines on optimal
treatment as if the problem can be characterized adequately
with rating scales and the like. Alternatively, some who share
the concerns raised in this book suggest that the solution is
for psychiatry to return to the era when psychiatrists worked
primarily as psychotherapists.

This book takes a different stance, positing that there is a
distorted demand for psychiatric care that is based on an
ever-expanding notion of what constitutes psychiatric disor-
der compounded by an inaccurate gauge of the efficacy of
psychiatric treatments, particularly pharmacological ones.
Rather than increasing access, psychiatrists should constrain
their purview. Many people who experience emotional dis-

! Some might object to the use of the term “patient,” since it can be
interpreted as an implicit endorsement of a medicalized view of the
problems under discussion. Here and elsewhere in this chapter, it is used
merely to denote a person who consults with a physician.
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tress do not require medical attention. They can often be
helped by the many others who have considerable expertise
in this area. Access to food, housing, and employment and the
development of meaningful social connections are not medi-
cal interventions but can be enormously important in reduc-
ing emotional distress. Working with people who have their
own lived experiences of such distress is another valuable
resource.

At the same time, there are people who benefit from psy-
chiatric evaluation, and many will seek out pharmacologic
remedies, as they have for millennia. Psychoactive drugs will
remain on the market. In recent years, there has been a resur-
gence of interest in hallucinogenic drugs, and society may
turn to psychiatrists to determine who might benefit from
these agents. It not only makes sense but is imperative for
there to be a branch of medicine that includes expertise in all
psychoactive drugs — those that are legal and illegal and those
that require access to someone with prescribing privileges as
well as those that can be grown in one’s backyard. The chal-
lenge is that psychiatrists are currently charged with being
the gatekeepers to psychoactive drug use through employ-
ment of a flawed diagnostic system. This was described in
Chap. 5 in this volume in the discussion of psychostimulants.
Psychiatrists are asked to distinguish those who “need” drugs
to treat what they have determined to be “illness” from those
who merely “want” them. This is problematic for anyone who
recognizes the ambiguities inherent in the construct of “ill-
ness,” as outlined in this book.

Nevertheless, expertise in psychopharmacology needs to
remain a core proficiency for psychiatrists. Our suggestion is
to contract the scope of psychiatric concern, use a
drug-centered approach to psychopharmacotherapy, and,
when psychiatrists do become involved, allow the time neces-
sary to understand those seeking consultation and their social
contexts. The problems experienced by the people psychia-
trists are asked to evaluate, as well as the considerations
psychiatrists face regarding the conceptualizations and sug-
gested therapeutic approaches to those problems, are com-
plex. This process requires thought, care, and time.
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Good care needs to incorporate the following principles:

Acknowledge the limitations of psychiatric diagnosis
while working in a system that demands the use of DSM
or ICD labels.

. Determine, through the thicket of research and market-

ing, which, if any, psychiatric treatments have value.

. Explain to patients and their families why one might have

reached conclusions about psychiatric drugs that are at
odds with commonly held and highly promoted opinions.

. Employ a drug-centered rather than a disease-centered

paradigm in conceptualizing drug action. Uncouple the
need for a label from understanding when and if a drug
might provide some benefit to an individual.

. Study not only how to initiate treatment with drugs but

whether and for how long they need to be continued.

. Acknowledge that some form of withdrawal is an expected

consequence of drug discontinuation. Develop an under-
standing of withdrawal effects and the impact of accom-
modation to a drug.

Acknowledge the biases that might influence psychiatric
decision-making and increase aversion to drug
discontinuation.

. Incorporate patients’ preferences and values into clinical

decision-making.

. Acknowledge that coercion — even when used to prevent

harm - can nevertheless also cause injury.

Determine how to bring into the consultation room the
valuable perspectives of those with lived experience of
psychic distress.

Acknowledge the epistemic authority that is granted to
psychiatrists, and actively work to privilege other kinds of
knowledge and understandings, specifically those of the
people we are asked to treat.

The challenge with any set of principles is that it is easier
state them than to incorporate them into everyday work.

The framework of need-adapted treatment (NAT) is sug-
gested as a model that can help critical psychiatrists incorpo-
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rate these values into their practices. A way forward for the
field is to integrate a drug-centered paradigm of prescribing
with the need-adapted frame of engagement. NAT offers a
way in which the challenges and uncertainties of the field can
be openly acknowledged, discussed, and integrated into care.
It is a more democratic way of working that allows for mul-
tiple epistemic perspectives to be both acknowledged and
respected.

Need-adapted treatment was developed in Finland in
1970s and 1980s. At that time, multiple theoretical frame-
works were considered helpful [1]. That posed a dilemma:
how to determine which treatments would be most helpful to
any given individual. The Finnish clinicians made the revolu-
tionary decision to discuss this openly with both patients and
their families as part of a plan to determine collaboratively
how to proceed. When they did this, they found that such
meetings often led to clinical improvement. This approach
was the forerunner of Open Dialogue that evolved in Tornio,
Finland. Seikkula and colleagues have written extensively
about this work [11]. Over time, a broader array of practices
has evolved in Scandinavia and northern Europe. Tom
Andersen and colleagues were simultaneously working on
reflecting therapies [2]. Carina Hakansson started the Family
Care Foundation, which incorporated these principles into
their work [6]. They found homes for people who were strug-
gling and offered support to individuals in these home set-
tings. Currently, there is increasing interest in these approaches
around the world. In the discussion that follows, the expres-
sions “need-adapted treatment” and “dialogic practice” will
be used as to refer to this growing movement.

While there are variations in practice, what is shared
among them are common values. Chief among them is a deep
appreciation of the importance and worth of social networks
in helping to both develop understandings of human prob-
lems and support people through their crises. Diagnosis — and
the diagnostic process — is held lightly in these models.
Uncertainty is not only acknowledged but valued. Treatment
proceeds from individual and network needs rather than
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from expert-derived diagnoses. Treatment remains flexible,
and the system evolves in its understanding of problems. This
psychotherapeutic attitude is considered at least as important
as the technical aspects of the treatment. In keeping with the
value placed upon relationships, there is also a recognition of
the benefit of psychological continuity. Thus, to the extent
possible, the team involved remains constant. At the same
time, there is nothing in this model that precludes the intro-
duction of other therapeutic interventions. Pharmacologic
treatment, cognitive behavioral therapy, and supported
employment, for example, can all be incorporated. The dis-
tinction is how they are introduced and suggested. The clini-
cian may bring them up and network members can talk
together about their potential benefits and risks. If profes-
sionals disagree, they share these perspectives openly with
other members of the network.

This contrasts with the more traditional medical approach
in which there is a focus on the individual who is presumed to
be experiencing some sort of psychopathology that the experts
seek to characterize through the evaluative process. Families
are a source of further history and support. When they are
involved in treatment, it is often in the form of psychoeduca-
tion: they are educated about the expert-derived diagnosis and
given information on how to support their afflicted family
member. This has the tendency to reify diagnosis rather than
reinforce the fundamental uncertainties of the diagnostic and
prognostic process. The treatments that are offered are based
on this evaluative process. Treatments are considered in a tech-
nical way, and it is often tacitly assumed that they work in a
way that is independent of the relationship.

A drug-centered approach aligns with NAT because it is not
predicated on expert-assigned diagnosis. It acknowledges that
we understand more about drug action than we do about the
underlying causes of peoples’ troubles, although our knowl-
edge is certainly incomplete on the former subject as well. A
need-adapted approach provides a framework in which we can
talk about psychiatric drugs, acknowledge the many uncertain-
ties, and support a person in deciding whether to take them. It
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acknowledges that this is likely to be an ongoing process that
may be revisited from time to time. It allows for the person’s
own values and understanding of the problem to be both rec-
ognized and respected, and it offers the space for many views
to be heard. It acknowledges that what psychiatrists consider
“symptoms” might not be the most important focus for a per-
son. It provides opportunity for people to identify what is most
important to them and places the discussion of drug treatment,
or indeed any treatment, within that context. It allows for a
physician to be on the team but not necessarily as the leader.
There may be discussion of drugs, the brain, what the physician
has observed in others in similar situations, and whether there
are studies relevant to the patient’s situation, but it does not
require that the physician be the only expert or authority. If
there is discussion of brain function and dysfunction, this in no
way precludes a person finding additional sorts of meaning in
the experience. It allows for a frank discussion of what psychi-
atric nosology is (a classification system) and is not (a reflec-
tion of deep understanding of the nature of the problems it
classifies). And it accepts that all of this occurs in the context
of a relationship — usually multiple relationships — that will
exert their influences on this process.

In the principles discussed above, there is a need for criti-
cal psychiatrists to manage the risks of working in a way that
does not fully adhere to accepted community practice. For
instance, the decision to delay initiation of a drug or to sug-
gest a drug taper may be considered controversial. Two core
principles of clinical practice are informed consent and stan-
dard of care. Informed consent refers to the process of
explaining the nature of a clinical condition (typically framed
in the context of diagnosis), discussing recommended treat-
ments, and outlining risks and potential benefits of accepting
or rejecting those recommendations. Standard of care refers
to what an average physician in a given time and place might
recommend under similar circumstances. Although standard
of care is a legal construct, it exerts significant influence over
physicians’ actions because of its application in medical mal-
practice cases. NAT allows for extensive discussion of risks,
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including those of both starting and stopping drugs. Families
are invited into the process and thus are also informed and
have a venue for expressing their concerns. NAT provides a
setting for critical psychiatrists to outline the ways in which
some recommendations might differ from those of more con-
ventional colleagues and to allow individuals — along with
their families when they are included - to decide which treat-
ments to accept. This is the essence of informed consent and
allows psychiatrists to be honest and open.

Shared decision-making (SDM) is promoted as a way of
working with patients that respects and honors their wishes
and preferences [5]. The values reflected in SDM overlap sub-
stantially with the principles outlined above in that SDM privi-
leges patients” knowledge and experiences. Common Ground
is an online clinical support tool developed by Patricia Deegan,
a researcher who is both a person with lived experience and
leading academic in this field [3]. When used in clinical prac-
tice, a patient, with assistance from a peer, completes the online
decision-making tool prior to meeting with the psychiatrist.
The patient is then empowered to bring this information into
the consulting room. While finding great value in this approach,
it remains nevertheless incumbent on the psychiatrist to
actively demonstrate that the patient’s perspective is valued. In
addition, it is important that critical perspectives are incorpo-
rated into the information the patient receives, regardless of
whether it is from an online support tool, a peer, or a
psychiatrist.

Philosopher Nancy Potter [10] has elucidated the process
of “giving uptake” as a form of communication that allows
the speaker to understand that not only has the listener heard
his words but acknowledges “the speaker as a subject whose
communications are worthy of consideration.” Potter argues
that giving uptake is crucial for psychiatrists as a means of
restoring some balance to the power differential inherent in
the psychiatrist-patient relationship. She describes giving
uptake as a virtue that can be learned: “[G]iving uptake well
is a disposition to attend carefully, actively, and openly to the
communication of another. As with other dispositional states,
it has to be learned.”
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Because psychiatric assessment relies on verbal communi-
cation, psychiatry as a profession has long valued clinical inter-
viewing skills. Dialogic practice and giving uptake challenge
the notion that psychiatrists are as careful at attending to their
patients as they might believe themselves to be. When psychia-
trists enter the room as experts and move quickly to character-
izing the patients’ experiences as symptoms, that might interfere
with the opportunity to help patients fully communicate expe-
riences in their own ways. Even with therapeutic practices that
value careful listening while employing interpretation, such as
psychodynamically oriented psychotherapy, giving uptake can
be missing. Responding to a person’s utterances with interpre-
tation transforms what has been said into the structure of the
therapist’s theoretical framework.

In contrast, NAT and dialogic practice can be considered
ways of interacting with others in which giving uptake is a
value that has been embedded into the very core of the work.
Careful attention is given to the nature of communication,
but clinicians try to avoid imposing their own implicit or
explicit models — be they biological, psychoeducational, psy-
chodynamic, or anything else — upon the patient or the net-
work. Therapists are encouraged to listen to each person’s
utterances, use each person’s language, and stay in the pres-
ent moment. Multiple perspectives and viewpoints are elic-
ited. These are forms of giving uptake, to use Potter’s
language. Training in dialogic practice trains one to embody
a spirit of giving uptake.

In the principles listed above, there is mention of the value
of including the perspectives of those with lived experience.
In recent years, some models of NAT have incorporated indi-
viduals with lived experience into their teams. The presence
of peers as valuable team members — and not just surrogates
of the professionals — signals another important aspect of this
way of working. In NAT, epistemic authority is shared among
team members. While the psychiatrist is acknowledged as
having a certain kind of expertise, it is accepted that the psy-
chiatric conceptualization is not the only way to make sense
of the situation. Similar to the process of Common Ground,
where a peer assists the patient in completing the online
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decision tool, the peer in the NAT setting may be able to help
the person in the patient role to articulate his own under-
standings of the problem. By including the peer in the meet-
ing, the psychiatrist demonstrates that other perspectives are
valued.

In dialogic meetings, those in the therapist or facilitator
roles talk to each other in the presence of members of the
network. These discussions can include disagreements. One
clinician might advocate that a person requires hospitaliza-
tion, while another might hold a differing opinion. One might
suggest that a drug could be helpful while others might not.
Having respectful and considered discussions of disagree-
ments in the company of patients and family members dem-
onstrates, without needing to explain explicitly, that there is
room for different perspectives. It can relieve pressure from
family members who might themselves have differences of
opinion on how best to proceed.

There are other advantages to having discussions among
clinicians in front of the network. In clinical practice, there
are many conversations happening daily about patients and
their families that occur behind closed doors. By having these
conversations with the network, it minimizes the tendency in
clinical practice to blame patients or family members when
treatment does not go well. Under such circumstances clini-
cians commonly conclude that people have “treatment-
resistant” conditions or that their failure to respond to
recommended therapies has revealed underlying personality
disorders. In dialogic practice, we are forced to find ways of
talking that avoids objectifying a person or using pejorative
language. We share the responsibility and disappointment if a
person is struggling; we are more likely to acknowledge our
own limitations and consider how we might improve our
means of gaining understanding and connection.

People who experience and have been labeled with psy-
chiatric disorders have often experienced epistemic injus-
tice. This is a concept that has been applied to those whose
worldviews are often discounted as a reflection or conse-
quence of their membership in marginalized groups. Their
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complaints or perceptions of their experiences are often
discounted by those in more dominant positions. Crichton
and colleagues [4] discuss how this affects psychiatric
patients. However, they tend to focus on ensuring that
because people diagnosed with schizophrenia might, for
example, hold false beliefs, we should be careful not to dis-
count all of their beliefs. In dialogic practice, however,
therapists are careful to honor and respect all beliefs.
Therapists are slow to label ideas as delusional, although
they might share with patients that their own experiences
and interpretations might differ. In this way, dialogic prac-
tice could be said to place a high value on epistemic justice.
The network is approached with respect and an assumption
that there is knowledge and wisdom held by all members,
even those who express ideas others consider to be unusual
or even false. This empowers all members of the team and
may be critical to maximizing the likelihood that individuals
remain open and engaged with the network.

SDM was developed, to some extent, to address the mat-
ter of nonadherence to treatment recommendations, and
Potter discusses the value of giving uptake in situations in
which a patient is defiant. However, many people accept the
main narratives of modern psychiatric discourse. Acceptance
of the dominant psychiatric paradigms does not begin in the
consultation room. People are exposed to these ideas
through the media and the general culture. Many patients
walk into the office not complaining of sadness but of
“depression,” not of distractibility but of “ADHD.” They
look to psychiatrists as the sanctioned deliverers of diagno-
ses and pharmaceuticals, and this is often both their hope
and expectation. Working with people who accept the pre-
dominant psychiatric narrative can pose more challenges
for critical psychiatrists than working with those who reject
it. There are patients who insist on finding a drug cure even
in the face of having experienced many failed drug trials
and negative consequences of drug treatment. There is no
easy solution to this dilemma, but the model of interaction
remains the same. The psychiatrist does not discount the
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patient’s belief system but is honest and transparent when
there are different perspectives.

This problem is particularly challenging when drugs that
are used recreationally are adopted into the psychiatric phar-
macopeia. Benzodiazepines are sought-after drugs, and in our
current system, the psychiatrist is asked to determine who has
the “real” condition that warrants their use. Cannabis is now
characterized in some states as either “recreational mari-
juana” or “medical marijuana.” While varying strains may
have different psychoactive effects, there is not a fundamen-
tal, principled distinction between medical and recreational
cannabis. Hallucinogenic drugs are once again garnering
interest in a variety of settings. Psychiatrists and other physi-
cians may be called upon to be the gatekeepers to legal
access. They are most likely to do this by determining who has
the “appropriate” diagnosis to justify their use. This is prob-
lematic for a critical psychiatrist who questions the validity of
the psychiatric diagnostic process.

David Healy [8] has pointed out problems that arose after
physicians were giving prescribing authority. It was thought
that medical knowledge and training would inoculate the
profession against fads and commercial influences, but, as
discussed in Chap. 3 in this volume and Healy’s book,
Pharmageddon, this has not always been the case. While it is
unlikely physicians will lose this privilege in the foreseeable
future, we urge caution in using prescriptive authority as a
vehicle for restricting access to psychoactive drugs. This is
another context in which a drug-centered approach is of great
value. Rather than putting psychiatrists in the role of deter-
mining who can and cannot have legitimate access to such
drugs, psychiatrists can be the experts on drug action. They
can advise people on what drugs do, including their risks and
the associated uncertainties, and then allow people to make
informed decisions on their use.

Recently, there has been a call for psychiatrists to have
training in structural competency. As developed by Helena
Hanson and colleagues [7], this approach acknowledges that
psychiatrists need to both acknowledge and become educated
in the ways in which social determinants — poverty, various
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forms of discrimination, for example — affect our patients.
While explorations on how psychiatrists can act on both an
institutional and community level are beyond the scope of
this book, these efforts are not at odds with the thrust of this
book and suggest crucial areas of future development for the
profession. Oppression, in its many forms, will continue to
occur and wreak havoc on people’s lives. This book attempts
to offer guidelines at the level of the interaction of the psy-
chiatrist and the patient.

Practicing with humility while openly and actively loosen-
ing the epistemic authority society has given to psychiatrists
is a core recommendation for reform. This is not anti-drug or
anti-psychiatry but pro-humility. Psychiatrists need to be
active in exercising that humility. They need to relinquish or,
at the very least, share epistemic authority, and NAT gives a
frame in which to do that. Integrating a drug-centered
approach with NAT allows a psychiatrist to work comfortably
within a network that values humility, uncertainty, and
respect for multiple perspectives.

The healthcare system is complex, and there are limitations
on the extent to which any individual can reform practice
within it. The suggestions offered in this book, in the spirit of
this chapter, are offered with humility and the knowledge
that change is difficult. They do, however, offer an alternative
to capitulation to the status quo.
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