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			Have you lost a loved one? Your sadness becomes depression. Your child is a little too lively? He or she may be a danger to society. Do you have a penchant for cake? You have a psychiatric disorder. 

			The new standard way of thinking about mental health, dictated by the publication of an international guide, the Diagnostic and Statistical Manual of Mental Disorders, is authorian and overshadows Therapeutic Listening in favor of the drug treatment - its latest version, the DSM-5, lists more than 350 diseases.

			Patrick Landman exposes the abuses of such a takeover - the range of normality is reduced and we all become consumers of psychotropic drugs, and even potential lunatics.

			 

			A child psychiatrist, psychoanalyst and jurist, Patrick Landman was president of the Psychoanalytical Convention and a member of the Board of Directors of Espace Analytique. He is the author of Les Limites du corps (Erès, 2006).
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			Dedication

			In memory of Jean Clavreul and Roger Misès

			To Eva, Quentin, Chloe and to those to come...

			 

			 

		

	
		
			Introduction

			How can the Diagnostic and Statistical Manual of Mental Disorders, or DSM, have the power to manufacture lunatics and one day label you as mentally ill when you are well ensconced in a legitimate sense of normalcy? 

			First published in 1952 in the United States under the aegis of the American Psychiatric Association (APA), the first version of the DSM listed 60 mental disorders. Today, there are more than 350 disorders listed in the DSM-5. If DSM-1 and DSM-2 were still in line with the clinical psychiatric approach, the following versions have gone against it. Hence the increase in the number of disorders listed and the need today to demonstrate the limits and dangers of the DSM.

			In some American states, nearly 25% of school-age children are treated for attention deficit disorder with or without hyperactivity; in France, this figure is currently less than 3% but it is constantly increasing; one French person in five takes psychotropic drugs. The responsibility for these facts of psychiatry, which I would call “DSM psychiatry”, is very important, and I could multiply the examples. But figures are not enough in themselves, they must be interpreted correctly. It can be argued, for example, that these figures reflect a better scientific knowledge of mental illnesses, better prevention with earlier detection, in a word an improvement in the field of mental health. I will show that this is not the case. 

			As a child psychiatrist and a psychiatrist, I have long been reluctant to consider that the DSM could have an impact of this magnitude. I did not use it in my practice for years and it is only recently that I started to take an interest in it. Others in France had been more perceptive, perceiving the importance of the DSM, the change in mentalities that it embodies, the anthropological consequences that it accompanies and the new paradigms that it uses. For my part, I lived with the idea of the “French exception” which, in my opinion, conferred a sort of protection of both professional ethics and good practice applied to patients. This French exception was based on three pillars. The first pillar is the psychodynamic tradition, which comes from psychoanalysis, from Lacan in particular, and which gives a preponderant place to listening, to the history of the subject, to speech, while seeking psychopathological explanations without prejudging the cause of mental illness. The second pillar is the French - and even European - psychiatric clinical tradition, which is schematically based on differentiated structures called neuroses, acute and chronic psychoses, perversions, and dementias. These categories are fundamental for clinical identification, for the practitioner’s understanding and for the action to be taken. In this context, for example, the term “madness” - apart from the use of a substance or a state of dementia - is reserved for the single category of psychosis. The last pillar is due to the initiative of Professor Roger Misès who, because of his dual training as a psychoanalyst and child psychiatrist, understood in the 1980s the danger of the DSM, especially for child psychiatry1. He then set up a working group that set about building a French Classification of Mental Disorders in Children and Adolescents (CFTMEA). The vast majority of French child psychiatrists used this classification, which they recognized2. 

			I had bought the French version of the DSM-3. This book, a worldwide bestseller, fell out of my hands. I came out of this reading reinforced in the idea that such an indigestible and superficial work, in spite of its claim to be built like an expert system, could never supplant the clinical tradition. I was wrong. 

			Several events gradually changed my perception of the impact of the DSM. 

			First of all, my contact with the faculty of medicine made me realize that students and interns were being trained in the DSM and not in the classical clinic: in other words, that the DSM was becoming the main, and sometimes the only, reference for the teaching of this medical discipline that is psychiatry. Just as in politics there had been the “Mitterrand generation”, in psychiatry the “DSM generation” was emerging, for which psychoanalysis was a method like any other, or even an archaism, but in any case not a central reference. 

			Then, a decisive event: my renewed contact with the psychiatric institution via the Jean Macé Establishment, in Montreuil sous Bois, after several years of exclusive liberal practice. This contact allowed me to measure the growing influence of medical economics on the life of these institutions, which did not improve the quality of patient care. I also had the opportunity to measure during meetings, and in their minutes, to what extent the language used in the DSM was taken up by many practitioners, and especially by the health and medico-social administration. 

			And then there were the screening campaigns for “future delinquents” starting in kindergarten, which rightly scandalized many child professionals and citizens; they are also linked to the DSM because it is not content to make random diagnoses - such as Oppositional Defiant Disorder3, or Attention Deficit Hyperactivity Disorder -, but proves to be fixist, with no evolutionary conception of the diagnosis, which is no longer a simple snapshot at a given moment, but rather a final label. It therefore biases the epidemiological studies on which these screening campaigns are based. 

			Finally, I found, with statistics to back it up, that the DSM was the basis for the increasingly widespread prescription of amphetamines to children, first in the United States and the United Kingdom, but also in France to a lesser extent. 

			All this data led me to take action with a few others against the single thought of the DSM. 

			 

			The growing medicalization of affects, especially sadness, which is part of our daily psychic life but whose excessive pathologization is symptomatic of the drift and malaise of our culture - this is what I wanted to express in choosing the title of my book -, the increasingly widespread practice of overdiagnosis and finally the increasingly frequent recourse to psychotropic drugs: these three elements catalyze, in a way, the factory of the insane. It is obvious that its causes are multiple and complex, but the DSM plays a significant role in what can be called a major trend.

			In the days when Henri Ey and Jacques Lacan were interns, it was written in the ward of the Hôpital Sainte-Anne: “Not everyone becomes crazy. This sentence, which is highlighted, demonstrates the relevance of clinical reasoning based on the search for psychic structures: a neurotic does not become psychotic, even if he has to face contrary or tragic circumstances, and a psychotic who is stabilized does not become neurotic. If one accepts that the psychic structures are valid, then the reader can rightly feel reassured that he has a sufficient degree of normality, or in psychiatric language, that he is a normal neurotic without troublesome symptoms. He has nothing to fear, he will not go mad. 

			Unfortunately, everything is not as simple as it seems. First of all, the psychic structures only correspond to clinical categories, they are not validated by any biological marker of any kind, they are not scientifically validated. Moreover, they are not defined in a sufficiently precise way to reach a consensus and a fortiori unanimity. They present borderline forms which, for some, are transitional or intermediate forms and for others, additional categories. The category of borderline states was thus invented. This vagueness was one of the arguments put forward by the promoters of the DSM to justify their refusal to take structures into account and to opt for atheorism in their methodology, which they hoped would be more reliable because it avoided partisan quarrels as well as doctrinal options that were sometimes speculative and often irreconcilable. 

			But if the “classic” clinic does not offer a high-level guarantee to differentiate madness from non-madness and the atheorism of the DSM manufactures madmen, how can one believe a psychiatric diagnosis or know if one is really suffering from a mental illness? All the modifications in relation to the norm that are observed in mental illnesses, and which are real, must be considered as correlations and not as causes. That is to say, for example: if, in such and such a mental illness, one observes a modification of one or more biological constants or a cerebral modification, the interpretation at the present time cannot affirm that this is the cause of the illness, but rather that this or these modifications are correlated to the illness. To try to be even clearer, I would take the example of fever, which is correlated with very different syndromes or illnesses without being the cause, but with a characteristic that does not exist in psychiatry: fever is a sign that testifies to a reaction of the organism and therefore certainly to a pathological process; however, the anomalies of the organism and its physiology observed in psychiatry have failed until now to play the role of a sign

			After these remarks on the lack of scientificity of the classifications of mental illnesses, we must judge these classifications according to criteria other than science. The DSM is responsible for a considerable increase in the number of false positives, in particular “false lunatics”, thereby contradicting the basic rules of the medical art. The usual clinical criteria are not above reproach, far from it, but they are much more demanding than the DSM method, which is expeditious and opens the way to prescribing medication often too quickly and inappropriately. 

			We can help in a less invasive way than medication, avoiding the risk of making patients dependent and causing sometimes irreversible side effects. Using the DSM to make a diagnosis is very convenient, within everyone’s reach - which is a considerable advantage in these times of shortage of psychiatrists; but the answer it provides is most often medication. However, the vast majority of patients who consult a psychiatrist, and a fortiori a general practitioner, do not present a severe mental pathology, but rather existential difficulties or crises, problems of adaptation in the broadest sense, moments of professional or sentimental rupture, particularly painful bereavements, educational or couple difficulties, etc. Faced with these demands, it is very satisfying to be able to offer a response that relieves, calms or anaesthetizes anguish or moral pain: this is the purpose of prescribing psychotropic drugs, whose short-term success is undeniable, but questionable in the long term. On the other hand, an instrument such as the DSM makes it possible to provide a rational framework, to constitute these existential complaints as mental disorders and to avoid practitioners the prolonged confrontation with the care of patients. This is one of the reasons why the consumption of psychotropic drugs is at such a high level in France.

			 

			The DSM is not the only one involved, of course, but it has a responsibility of its own. It is increasingly used as a reference by the social security system - for example, it has sent general practitioners a guideline on major depressive disorder which is modelled on the DSM and encourages them to screen for depressive states in a few minutes using a structured interview. Moreover, the DSM lends itself very well by its form and its method to a policy of standardization which requires an accelerated evaluation of clinical situations and a homogenization of practices.

			The DSM was originally designed for research; its application to practice came from a contagion between the field of clinical drug trials and daily practice. A patient in everyday psychiatric practice is far from being the same as an individual included in research on the efficacy of a drug. It is not obvious to me that psychiatric patients should all be treated in the same way without taking into account their singularity. 

			For all these reasons, I consider the DSM to be detrimental to health.

			 

			 

			

			
				
					1. Roger Misès (1924-2012) also developed a “new psychiatric clinic”, based on multidisciplinary work involving educators, psychologists, pedagogues, psychiatrists, nurses, etc. His main concept is the institutional cure.

				

				
					2. There are two main types of classification which correspond to two types of approach. On the one hand, the classifications that we will call “clinical classifications” for simplicity’s sake, which are based on traditional clinical reasoning, such as the CFTMEA, and on the other hand, the atheoretical classifications such as the DSM or the classification of the World Health Organization (WHO) - the International Classification of Diseases (ICD) - which, in its tenth version, is similar to the DSM.

				

				
					3. Oppositional Defiant Disorder is defined by the DSM as a pattern of hostile or defiant behavior toward authority figures that goes beyond typical childhood behavior.

				

			

		

	
		
			1. The new factory of fools

			In the popular representation, the madman is the one who sees things that do not exist for the others, who hears voices that the others do not hear, who says things that the others judge incoherent, shocking for the common sense or without relationship with what they perceive of the reality. There exists in everyone and very early on a naïve opinion of what psychic normality is, which is neither entirely spontaneous nor entirely constructed by culture. This opinion resists, in my opinion, all the theories, it is anchored in each one of us and it testifies to a certain common sense. It could be expressed in these terms: psychic normality exists. But as soon as it is a question of giving a precise definition or contents to this psychic normality which is apprehended naively, one runs up against very great, even insurmountable difficulties. Nevertheless the “normal” man confronted with a “crazy” neighbor will feel an affect of fear, rejection or compassion testifying of a feeling of rupture. 
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