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            Introduction

         

         Hello, I’m Dean Burnett, and this is Psycho-Logical, a book all about mental health.

         Now, mental health is a very big area, and a sensitive, evocative and emotional one at that. So, let’s clear up a few things from the start.

         Firstly, this is a book about mental health, but it’s not about my mental health. No, this is a more general exploration of the current scientific understanding of mental health, covering what we think is going on in our brains (and sometimes bodies) when our mental health goes awry, why mental health problems are so common, and how people deal with all this and still live relatively normal lives. It’s an as-logical-and-rational-as-possible look at psychological problems, hence the vaguely clever title.

         The reason I don’t talk about my own mental health is that I really don’t have anything to say about it. Thus far, I’ve been one of the lucky ones who’s never really had to deal with any difficulties with it. I’ve had my ups and downs, sure! I’ve encountered the extremes of the emotional spectrum thanks to things that have happened in my life, good and bad. But I’d say that these fall within the normal parameters of everyday human existence, as I’ve never been in therapy, taken psychoactive medication, or struggled to function in the wider world for reasons beyond circumstance, inexperience or just general ignorance. 

         Some people may be surprised to hear that, as pretty much any modern book about mental health focuses on the experiences of the author in dealing with their own issues. Obviously, I can’t do this – at least, not without straying far outside of the non-fiction category. So, what gives me the right to throw my proverbial hat into the ring?

         Well, let me begin by introducing myself. As stated, I’m Dean Burnett. I’m the author of The Idiot Brain, The Happy Brain, Why Your Parents Are Driving You Up the Wall and What To Do About It, and countless blogs, articles and other pieces of work centred around the quirky and weird properties of the human brain. I write about the brain because I’m a doctor of neuroscience. My PhD thesis is available at the British Library or the Cardiff University website if you want to check it out yourself.*

         I was also head tutor and lecturer for Cardiff University’s Masters course in psychiatry for many years, responsible for teaching qualified students and medics all aspects of psychiatry, from the basic science to the latest diagnosis and treatment methods, the rules and regulations governing their use, and much more. A job like that, coupled with years spent studying the workings of the brain itself, will certainly give you a very thorough understanding and appreciation of mental health and all the related aspects. Or so I’d argue, anyway.

         Since then, I’ve written a lot about mental health, and people seemed to really like it when I did. A lot of things I’ve written are now used as training, reference and teaching materials, by groups as diverse as A-level psychology courses, NHS libraries, organisations like the Samaritans, counselling bodies, and so on. 

         Why me, though? I’m not actually certified to diagnose and treat mental health problems, and there are undoubtedly thousands whose knowledge of mental health rivals or exceeds my own. So, why would I get singled out?

         Well, I’m a neuroscientist for one. If it helps, think of me as an experienced car designer; I can tell you all about how cars work, but I can’t necessarily fix yours, and I certainly can’t issue you with a driving licence. Those are different skill sets.

         I focus largely on the workings of the brain, and that’s the one constant in all matters of mental health. You can’t have mental health without the brain being involved, and it’s a thing we can (within reason) look at, measure and analyse with science. By sticking to what’s going on in the brain, I can hopefully make matters of mental health more grounded and relatable.

         Also, I’m told my way of talking about mental health resonates because it’s a lot clearer and more compassionate than most. Flattery this may be, but I will say that I do try to avoid inflexible conclusions and a hectoring tone, I endeavour to avoid stigmatising at all costs, and I always try to point out my own ignorance and the limits to my knowledge, so much so that my editors regularly ask me to stop.

         Part of this tendency comes from the fact that I’ve been doing stand-up comedy as a hobby for close to twenty years now. Spending nearly two decades standing in front of drunken strangers who have no reason to like you, and trying to win them over in five minutes using just words, will patently affect your communication skills. It forces you to at least try to be relatable, likeable, engaging and comprehensible very quickly, or you get eaten alive.

         I don’t mean that literally, of course. Although you hear stories about certain gigs …

         Perhaps a more important aspect was my upbringing, which differs greatly from that of most high-profile academics. I grew up in a pub, in a small dead-end South Wales former mining valley. I’m not having a pop at my childhood home of the Garw valley here – it’s literally a dead end. There’s no through road; it’s basically a massive cul-de-sac.

         It wasn’t a hard or traumatic life by any means. But mental health is heavily influenced by environment, so if you grow up in a drinking establishment in an isolated, impoverished working-class village, you get to become very, shall we say familiar with a lot of mental health problems. And these people were my friends, my community, my extended family. It would be difficult for this not to affect your outlook on all matters mental-health-related.

         In many ways, my learning about mental health later in life was like someone who grew up in the jungle doing a zoology course, being given a textbook full of familiar plants and animals and saying, ‘Oh, that’s what they’re called.’ I’d seen a lot of this stuff before; I just didn’t have the vocabulary to describe it.†

         I promise I don’t usually begin a book with an extensive complimentary profile of myself and my qualifications. But it’s important to do that here because the modern world is, unfortunately, not short of people who like to lecture and harangue others on all matters mental health, despite having zero qualifications or even experience with the issues. If you’ve ever opened up about mental health problems of your own, you’ve almost certainly experienced this, having someone breezily telling you just to cheer up, or go for a run, or snap out of it, or think positively, or something like that. Or they’ll tell you how you don’t need medications because it’s all a scam, or it’s all in your head – like that’s some breathtaking insight, rather than a statement of the thunderingly obvious. It’s like telling someone with arthritis that it’s all in their joints.

         Even if their often unsolicited advice is one hundred per cent well meant – and that’s something I remain sceptical about – such people invariably make matters worse. So, I want to make it abundantly clear that, for all my faults, I’m definitely not one of them. Because we’re dealing with a subject matter that’s very sensitive and deeply personal for millions of people. We’re not talking about car tyre manufacturing methods here, or the agricultural policies of seventeenth-century mainland Europe.‡

         Of course, it’s basically impossible to be one hundred per cent objective and rational about mental health. Therefore, I’ll probably still say things in the coming chapters that people will strongly disagree with or disapprove of. Apologies in advance if that happens. But at least now you’re aware of the perspective from which I’m approaching all this. 

         So, that covers why I felt I could write this book. Now, why did I want to? What am I hoping to achieve here?

         Well, it’s probably safe to assume that you, dear reader, are reasonably aware already of mental health and matters associated with it. I base this conclusion on the fact that you’re currently voluntarily reading a book all about this subject.

         But consider how big a deal mental health awareness is in the modern world. We have World Mental Health Day, and many individual countries hold a Mental Health Awareness Week (or Month) every year. As well as this, there are countless books, copious websites, blogs, documentaries, and more. And that’s not even counting the dedicated charities and organisations expressly set up to help people deal with mental health matters and learn more about them. We even have big-name celebrities opening up about their struggles and experiences. So, yes, raising mental health awareness is a big thing in present-day society.

         To be clear, I support these efforts one hundred per cent. Much of my career has been about achieving exactly this. However, step back a second and ask yourself, how effective are these efforts at raising mental health awareness?

         One answer to this is: very. In the past decade, I’ve noticed dramatic shifts in the discussion around mental health. It’s now very common, for example, to see angry exchanges about whether or not antidepressants are valid treatment for depression, whereas not too long ago you were more likely to see people arguing that depression isn’t a thing at all. So obviously, this awareness drive has been doing something right, even if there’s still far to go.

         But here’s my main concern: awareness is great, but awareness does not automatically result in understanding. A lot of the time, campaigns and efforts impart a surprisingly simple message, amounting to little more than, for example, ‘Depression is real – pass it on.’ For the record, this statement is completely correct, but there are still people out there who believe otherwise. Unfortunately, the human brain is often quite a stubborn organ, meaning that if you want to change someone’s beliefs, it requires more than simply telling them they’re wrong.

         Granted, you might say it’s not just one person saying mental health problems are real, it’s millions, and that’s bound to be more persuasive, right? Quite possibly. But then, there are over a billion Christians in the world, a lot of whom are very vocal about their beliefs. And yet, atheists still exist.

         Part of this is the fact that the human brain is more responsive to tangible, visceral experiences than it is to abstract, theoretical information. You can spend weeks learning dull material about, say, seventeenth-century European agricultural policies, and promptly forget it all once the exam is over. But you’ll never forget your first kiss, or that terrifying car accident. Similarly, you can be told repeatedly that mental health problems are a genuine concern and never truly accept it, but if your own mental health encounters serious problems, then you know it’s for real. 

         Think of all the complex systems that are omnipresent in the world around us, like cars, smartphones, plumbing, internet, the electrical grid, and so on. We’re often utterly dependent on these things for our everyday existence, but how many of us actually know how any of them work? How many of us even give them a moment’s thought, as we go about our daily lives?

         The moment our car or central heating stops working, though, we’re straight on to Google to look up timing belts and thermostats and whatnot. Because now it’s a problem, so we’re motivated to know what’s going on.

         This makes sense, in a way; our brains have finite resources to deploy moment to moment, so we’re always more concerned with the things that seem more pressing and potentially hazardous than things that are familiar and reliable. So, if something’s working as it should, we feel we don’t need to know exactly how it works, just that it does.

         The thing is, your mental health is even more integral to your life, and a great deal more complicated, than all the examples I just mentioned put together. Understanding it is a lot of work, and nobody’s quite managed to get entirely to grips with it yet. So, perhaps it’s to be expected that most people will prefer not to worry or even think about it. Unless their own mental health suffers in some way, that is.

         And this brings me to another potential issue with the whole awareness aspect of the mental health debate. If we accept that the most effective way for people to be made aware of mental health is to experience issues themselves – because everyone has mental health, but not everyone has mental health problems – consider the following: one of the most widely cited statistics in efforts to raise mental health awareness is that one in four people in the UK will experience a mental health problem each year.

         One in four.

         Twenty-five per cent of the population!

         Assuming it’s accurate,§ that’s over 16 million individuals who experience mental health problems, each and every year, in the UK alone. A quarter of the country is acutely aware of mental health and what can go wrong with it.

         If this is the case, why do we need to campaign for awareness at all? And why is it often such an uphill struggle? Why is it still a poorly understood and taboo subject, so often evoking paranoia and stigma? Fewer than one in four people support a football team of some description. And yet football is omnipresent, with rolling media coverage on all possible platforms, and nobody thinking it weird that the best players are worth more money than small countries.

         If awareness of mental health is all that’s needed, it should technically be as accepted and prominent as football, maybe with the best psychiatrists and therapists being traded between top hospitals for eye-watering prices.

         Clearly, that isn’t the case, so there’s something else amiss when it comes to mental health. There are countless factors at work here, but I’d contend that it refers back to what I said just now: people tend to be more fearful and suspicious of things they don’t understand. The human brain really isn’t a fan of uncertainty; it finds it unsettling by default.1 And as useful and necessary as mental health awareness is, it doesn’t automatically equate to mental health understanding. 

         Because mental health is regularly so much more intangible and harder to pin down in comparison to physical health, you need to do more than just insist it’s a thing to convince people who’ve never experienced it to take it sufficiently seriously. Making people aware of something is only part of the battle. For instance, many people are aware that deep-fried food is bad for you, but they still keep eating it. Being aware of something doesn’t automatically mean you do anything about it.

         Perhaps if people had a bit more information, a bit more knowledge, a bit more understanding about exactly how and why mental health problems occur, we’d have more luck getting them acknowledged and accepted? And that’s where this book comes in. This is my attempt to increase mental health understanding, not just awareness. I figured it’s worth a shot, at least.

         To help ground the issues in something more tangible, we’ll be covering what’s going on – or what we think is going on, according to the evidence we have – in the brain, when someone’s mental health lets them down. We’ll be looking at just how easy and commonplace these occurrences are, to help explain why mental health is such an issue for so many people. And, where possible, we’ll be looking at how people experience and deal with mental health concerns and still live typical lives – because if one in four of us is dealing with some kind of mental health problem, the majority are clearly doing an excellent job of blending in with the rest of society. It’s almost as if they’re normal people. Imagine that!

         It’s also worth pointing out that even this impressive stat may be an underestimate. By the time this book comes out, the world will have been dealing with the global COVID-19 pandemic for over a year. Lockdowns, isolation, economic carnage, upended social norms and fraying international relations are just a few examples of the immensely stressful things abruptly inflicted on our civilisation. One very likely outcome of this, which is already starting to become apparent as I type this, is a marked increase in mental health problems, as countless people’s lives are altered drastically, invariably for the worse.

         This is especially true for me. In March 2020, my otherwise healthy fifty-eight-year-old father contracted COVID-19. In April, he died. I had to deal with that harrowing experience while cut off from my family and friends. The most traumatic experience of my life to date was one I had to come to terms with alone. Did this affect my mental health and emotional well-being? Undoubtedly. I can’t see how it could have been otherwise.

         My own knowledge of neuroscience and mental health has been useful, though. While it’s not prevented the negative impact of such a painful experience, it’s helped me understand how and why what’s happening to me is happening. This has provided some reassurance and helped me cope with it all. Sadly, the enormous numbers of people out there who’ve gone through what I’ve gone through, and worse, won’t have my existing and reassuring understanding of how all this affects our brains and our mental health. This book is my attempt to share what I know, in case anyone else might find it useful.

         Also, despite the undeniable knock my own mental health has taken, thus far it’s held up OK. I haven’t needed therapy, or intervention from mental healthcare professionals. So, as well as sharing my own brain-based understanding, this book includes insights from people who have experienced, and had various forms of help with, serious mental health issues of their own – from actors and comedians to sex bloggers and teaching assistants.

         At heart we are a social species, us humans, so it’s often the case that hearing how other people have gone through things we’re going through, or even just gone through things we’re worried about, can be significantly more informative and reassuring than any amount of meticulous but emotionally sterile research and evidence. And on a personal level, I think it’s vital to include the perspective of those who’ve experienced the things I’m talking about if I’ve never directly dealt with it myself. Otherwise I’d be another one of those guys who thinks everything he says is automatically valid just because he’s an educated straight white man with a media profile. And quite frankly, we’ve got plenty of that sort knocking about as it is.

         Now let’s get to what this book is all about: taking a calm and rational look at mental health, and all the associated difficulties it can lead to, in an effort to increase understanding and decrease suspicion and stigma. A logical approach to psychological problems. A Psycho-Logical perspective, if you like.

         It would justify the title, at any rate.

         
            Notes

            1Greco, V. and Roger, D., ‘Uncertainty, stress, and health’, Personality and Individual Differences, 2003, 34(6): p. 1057–68.

         

         
            *For the record, I don’t recommend this. It’s hardly a page-turner, unless you’re really into the intricacies of whether the hippocampus is involved in retrieving memories for complex scenes and contexts.

            †I also like to use analogies a lot, just so you know.

            ‡That last one was something we covered in depth during my A-level history lessons, for some reason.

            §And there is debate over this. But nobody denies that mental health problems are extremely common.

         

      

   


   
      
         

            1: The state of play

         

         Mental health. What’s that all about?

         You might think this is a bit of a dumb, clueless question. Nevertheless, it’s one this first chapter hopes to answer.

         It’s my plan, in this book, to look at some of the more common and recognisable mental health problems that people experience. I’ll explore how and why they happen, what can be done about them, how these therapeutic approaches work, why they sometimes don’t work, and anything else I can throw into the mix that might help explain what mental health is ‘all about’.

         Before we begin, let me clarify something that I won’t be covering in this book.

         Many people have valid complaints about mental health-care services. Long waits for appointments and treatments, mixed messages, over-reliance on drugs, dismissive attitudes, even abuse and poor treatment at the hands of staff ostensibly charged with their care. These are all genuine problems that should be getting a lot more attention.

         However, most of these can be blamed on politics, ideology, scarce resources, or just humans being unpleasant because they can, which is depressingly common. They suggest an ignorance or dismissal of mental health, not that the science underpinning it is wrong. It’s like how the often-criticised UK railway network is the result of poor planning and bad management; it doesn’t mean that the physics and engineering of locomotion need overhauling. It’s a problem of application, not understanding.

         So, please don’t think me ignorant or dismissive of these matters. But, while I may touch on them where particularly relevant, they’re not the focus of this book. I’m looking at the science and theory of mental health, not the flawed ways in which this information is often used.

         OK, is that all clear? Good.

         Now, let’s get something else straight from the get-go.

         Given the sensitivity of the subject matter, it’s virtually guaranteed that I’ll end up saying things here, making observations or claims, that some people will disagree with, possibly to the point of genuine rage or distress. I can only promise that this is absolutely not deliberate. I’m hoping to stick to the basic data and evidence we have, but I’m just one person, with small children and other obligations. I don’t have the time, the resources, or the lifespan to absorb literally all the available information that humankind has produced about mental health. Therefore, I’m inevitably going to miss things, or misinterpret things, or just get things wrong.

         The thing is, mental health, as a subject matter, is big, baffling, scary and complicated. And it will remain that way if you try and take it all on at once. That’s why I focus largely on the brain. It’s a better approach, to find one common thread and, basically, pull. See if you can unravel the whole thing. Or, see how the simpler bit works, and build up the more complex picture from there.

         And yes, I did just refer to the human brain, the most complex single object in the known universe, as ‘simple’. That should give you a good idea about how tricky a subject mental health can be.

         That is part of the problem, though. Because it’s so complicated, intangible and subjective, there are many different approaches and theories regarding mental health, and most don’t match up. Psychiatrists and psychologists regularly disagree on how to deal with disorders, or whether they should be ‘dealt with’ at all. Campaigners dispute the tactics of other campaigners. Practitioners argue with the views of patients, and vice versa. The mainstream portrayal of mental health often contrasts sharply with the reality. And on and on.

         That’s actually why I thought my perspective would be useful. Because while I’m by no means the defining authority on any particular aspect, my experience puts me in a relatively unique position as a kind of ‘Jack of all trades’ of mental health, from the basic science to clinical practice to the media portrayals.

         If it helps, think of mental health as a music festival, and this book as an access-all-areas pass – you won’t necessarily end up with the skill or experience required to get involved with the performances themselves (which in this analogy are the different aspects of mental health overseen by relevant trained professionals or directly affected individuals), but you can wander around all the different stages and see what’s going on with each one.

         At the risk of pushing this analogy well past breaking point, before you go to a festival and enjoy the performances, you do some prep, some planning. You pack your bags, see what the weather will be like, pitch your tent, get the lie of the land, find the stages and toilets and food stalls, all that sort of thing.

         That, in essence, is the purpose of this first chapter. If mental health is a festival, then this is the preparation: figuring out what things are where, and working out what you want to see, and when. It’s an effort to summarise the current understanding of mental health, overall.

         What are these numerous approaches and theories? Who really thinks what, and why? Before we look at specific disorders, it’s important to look at the backdrop on which they occur, by which they are defined.

         I may be focusing on the brain, but the brain is shaped by the environment, by the world in which it exists. And that’s even more true for mental health, and our understanding of it.

         Mental health: what’s that all about?

         Let’s start with the absolute basics. What is mental health?

         For me, mental health is the overall quality, capability and effectiveness of your mind, or psyche, or whatever term you prefer. Just as someone experiencing no ailments and getting regular exercise is said to be in good physical health, someone who handles all the psychological demands and burdens of modern life with no obvious problems is said to be in good mental health. Hopefully, most people would be fine with this definition.

         Of course, health is a complex process. The human body is composed of bones and organs and tissues and nerves and all that, but when we talk about someone’s physical health, we usually mean the current state of all these things as a whole.

         Yet you don’t need everything to go wrong with your body for your health to suffer. Lung infections, kidney stones or heart palpitations are issues where only one part of the body is causing trouble, but the individual experiencing them is still said to be in poor health overall. The whole system is cohesive, interconnected and interdependent. The physical health of our bodies is like the Musketeers; it’s all for one and one for all.

         Our minds are also composed of many different elements, like emotions, instincts, thoughts, responses, perceptions, assumptions, memories, attitudes, beliefs, and so on. Mental health is essentially how well all these things are working together as a whole.

         If they’re chugging along without any noticeable issues, fine. But if your perception starts showing you things that aren’t there, or you keep remembering traumatic things, or things that didn’t actually happen, or you demonstrate extreme attitudes that are illogical or harmful, or your emotional reactions to things become too severe, or stop happening altogether, then you, or those around you, will start being concerned about your mental health.

         So, just as we all have bodies and physical health, we all have minds and mental health, right? That seems a fairly harmless and reasonable conclusion.

         Obviously, you’ve got your usual cynics and provocateurs, dismissing talk of mental health purely to cause upset, or for the attention, or a simple refusal to accept that there’s something they don’t know about. However, the truth is, when most people say ‘mental health’, whether they’re dismissing it or campaigning for awareness of it, they usually don’t mean general mental health, but the idea that you can have, or be prone to, poor mental health, to an extent that it stops you functioning normally.

         Basically, it’s not mental health, but mental illness that people are referring to. This is the concept a disconcerting number of people struggle with. There’s even a surprising number of clinical psychologists, therapists and related professionals who deny mental illness is a thing. We’ll look more closely at this surreal situation later.

         Now, more observant readers will have spotted that this is the first time I’ve used the term mental illness, despite that being what most people getting this book will be interested in reading about. That’s not an oversight, I promise. I will be talking all about the many problems that occur with mental health. But there are reasons that I don’t say mental illness unless necessary, many of which get right to the heart of much of the copious debate and disagreement around mental health.

         So, what’s the problem with saying ‘mental illness’?

         Many reading this may find it exasperating. After all, how much time and money has been spent on convincing people that mental illness is a real thing that should be taken seriously? And yet here I am, claiming we shouldn’t even say it!

         If that’s your reaction, I sympathise. I once felt the same way. However, I’ve since heard numerous reasons why people don’t like the term mental illness, and many of them make sense. Maybe that’s why it’s more common to hear the term mental disorder rather than illness these days. But the term mental illness is still regularly used, and for many, that’s a problem.

         The problem stems from the fact that you can’t really observe someone’s mental health. They usually have to tell you about what’s going on in their head. And for this, they must use language. Unfortunately, using everyday language to describe a complex issue like mental health can be like trying to fix a watch with a rubber mallet.

         Words have meaning. And if you use words with the wrong meaning in situations where accuracy is important, that can have bad consequences. This is particularly true in the context of medicine and therapeutics: imagine if an X-ray machine kept showing dark spots in people’s lungs, whether there was anything there or not. That machine would be scrapped before you know it. Unfortunately, you can’t scrap a word.

         Of course, the meaning of a word isn’t a problem if everyone knows exactly what it means. And we all know what illness means. Except … do we?

         My dictionary defines an illness as ‘a period of sickness’. OK, fair enough. But then I looked up sickness, and it is defined as ‘the experience of being ill’, which is … somewhat unhelpful, if you want to know what these words mean.

         Because words like illness are undeniably important for medicine. In the 1980s, Professor Marshall Marinker,* attempted to clearly define disease, illness and sickness as three separate ‘modes of unhealth’.1 Disease, he contended, is the actual pathology, like the infectious virus, the cancerous growth, and the consequences caused by it, that result in harmful changes from the biological norm. Basically, disease is the actual physical thing that affects someone’s health. That’s why, in the world of neurology, you get Parkinson’s disease, or Alzheimer’s disease. These things have a well-known and recognisable biological cause that results in serious disruption in the brain, leading to distinct symptoms. Hence, they’re diseases. 

         Illness, he argued, is the subjective experience of a disease, of poor health. You may have a disease, but you feel ill. The unpleasant sensations you experience because part of your body or mind isn’t behaving as it should – the discomfort and pain and incapacity – are how illness is defined. Hence you can feel ill before anyone knows what’s wrong with you. Basically, it’s up to you, the individual, to determine whether you’re ill or not, because you’re the only one who knows what you’re experiencing.

         Finally, sickness, which Marinker says is the external and public mode of unhealth. It’s the social role you occupy as someone with a disease and illness. What’s expected of you? How should you be treated and supported by others? This is why we get a sick note from our doctor if we’re unable to work. We often need the validation of others to prove we’re sick. We can’t just insist we are.

         So, under Marinker’s system, a disease is the actual health problem itself, illness is the experience of it, and sickness is the acknowledgement of it by the wider world. That’s all relatively straightforward. Unfortunately, the reality is a lot more complex. 

         For instance, if someone’s taking regular medication, without which they’d die, are they ‘sick’? Many would say yes. But this description applies to diabetics, and asthmatics, the vast majority of whom live perfectly normal lives. Similarly, is somebody sick if they’re HIV-positive? Forty years ago, this was tantamount to a death sentence, so the answer was obviously yes. But now? A cocktail of medications reliably reduces the virus to a negligible presence, meaning the individual doesn’t feel ill in the slightest, and isn’t incapacitated in any way. Yet many would still insist that they’re sick.

         And this just concerns known physical ailments. Predictably, this issue of who can, or should, be classed as sick or not is a huge part of the discussion around mental health. Still, even if you don’t agree with them, Marinker’s definitions seem to reflect a lot of modern-day usage, so they’re a decent basis to work from if you’re involved in medicine or similar.

         Thing is, though, I can blather on about the specific medical definition of illness all I like, but that’s only useful if everybody else sticks to these definitions too. Unfortunately, they don’t. Many people use the words illness, sickness, disease and so on as interchangeable. So, for ease of understanding, let’s say that illness just means unwell, or experiencing poor health.

         Now, a lot of the consternation around the label ‘mental illness’ is tied up with the fact that the term ‘illness’ is far more commonly associated with physical ailments, things going wrong with the body.

         So, you get a lot of people regularly pointing out that mental and physical illnesses are basically the same and should be treated as such. You might have heard people comparing depression to a broken leg, for instance. Or maybe you’ve seen those memes showing what it would be like if physical health problems were treated like we treat mental health ones? People in a car crash being advised to go for a run and get some fresh air. People with cancer or serious diseases being told to snap out of it. People in the grips of an asthma attack being urged to just change your frame of mind, and so on. The general gist is, we should treat mental health matters the same as physical ones, because they’re equally serious.

         However, there are also those who strongly disagree, arguing, with good reason, that in many ways mental and physical health problems really aren’t the same, and that equating the two can have immediate and harmful consequences.

         Here’s my take on the matter: there are situations and contexts where saying mental illness is like physical illness can be very helpful, and also those where it can be very unhelpful. Different approaches are needed in different scenarios. Laughing out loud at someone’s best-man speech is appreciated. Laughing out loud at their eulogy is not.

         Let’s look first at the instances when equating physical to mental health is valid.

         How mental health is like physical health

         In my experience, comparing mental health problems to physical ones and emphasising the similarities is useful, perhaps essential, when dealing with those who have little or no understanding, awareness or acceptance of mental health problems, but are open to learning. That seems to be the default target of many mental health awareness campaigns.

         As stated earlier, mental health issues are largely subjective experiences. Other people can’t easily see what’s going on in your head. So, to convince someone that mental health problems are real things with real consequences, you invariably need to frame them within more tangible, and relatable, references and concepts.

         There’s rarely any deliberate ignorance or bias here; it’s just how the human brain learns things. A person’s understanding of the world, and everything in it, is built up over the many years of their development and experience. We’re said to hold in our heads a mental model of how the world works. This is effectively the sum of all the knowledge, experiences, assumptions, beliefs, predictions, and so on stored in our brain, which we use to inform and guide our decisions and behaviour. It’s constantly updated as new experience and knowledge is fed into the system as we go about our lives, because at no point does the human brain ever just stop.

         However, this does mean our ability to understand things depends largely on our own experiences. If someone starts talking to you in a language you’ve never heard, you obviously won’t understand them. But our brains evolved to look for patterns and familiarity, so if there are words or tones or inflections that you recognise, you can start to deduce some meaning from the noises you’re hearing. It’s the same with a complicated concept or subject; if you need to explain it to someone with no prior experience or awareness of it, then you need to present it in terms they can identify with and relate to.

         For instance, people often say ‘the human brain is like a computer’, which us neuroscientists have mixed feelings about, because there are many stark differences. But when all’s said and done … what else is there in everyday life that performs multiple complicated functions involving storing and manipulating information? It becomes the obvious comparison, largely by default.

         There’s a famous phrase in medicine coined by Dr Theodore Woodward in the 1940s: ‘When you hear hoofbeats, think horses, not zebras.’ The gist is that the more common explanation is more likely to be correct. So, if people are more familiar with physical ailments and health problems than mental ones, they’re going to think of those when they hear words like ‘illness’ and ‘unwell’ and so on.†

         It’s also substantially easier to recognise physical problems in others. Our bodies are far more visible and consistent than our minds. If you’re five foot seven and bald today, that’s what you’ll be for the foreseeable future.

         So, if you see someone leaking black fluids from various orifices, or maybe just coughing and sneezing relentlessly, you know that shouldn’t be happening, that they need help. You can confidently say someone’s got a broken elbow if their arm is pointing the wrong way, because everybody knows what the right way is. 

         None of this usually applies to mental health problems, though. They can usually only be observed indirectly, via someone’s words, behaviours and actions. Your average person is going to have much less direct experience with mental health matters. For instance, if you see a good friend for the first time in a week, and they’re now covered in sores, or have turned green, you’d (rightly) assume that something was seriously wrong.

         But if when you last saw them they were happy, and now they’re noticeably melancholy, you’d probably think little of it. After all, people’s moods change all the time for a whole host of reasons, so someone’s outward mental state being different after several days is hardly worth commenting on. Sure, this change could be due to a mood disorder or some other mental health problem. It could just as easily be because they recently got some bad news. It appears the same to those looking on from the outside.

         Even trained professionals struggle to determine precisely what’s wrong with someone’s mental health, so the average person is going to have a much tougher time of it. This is something all those people who readily provide armchair diagnosis from a distance would do well to remember.

         Also, let’s not overlook the great deal of history behind physical vs mental ailments. Even the ancient Egyptians and Romans had their own systems of medicine and complex theories as to what it was that caused physical illness. Yes, most of their notions were laughably wrong when viewed through the lens of modern medical understanding, but they clearly had no trouble grasping the concept of poor physical health. That the functioning of the human body can be impaired and does go wrong in a wide variety of interesting and unpleasant ways is something that’s been accepted for thousands of years.

         Not so for mental health. While ailments like ‘melancholia’ have been documented since ancient times,2,3 very little was actually known or done about them. It’s only more recently, when our understanding of the mind has increased dramatically, coupled with our impressive progress in reducing or eliminating many of the causes of poor physical health, that mental health concerns have come to the forefront.

         Of course, mental health problems aren’t a modern invention. They were undoubtedly always there alongside all the classical maladies – all the poxes and agues and plagues that we know about – but went largely unacknowledged. Although you do see hints and signs of them throughout history: what are visions, prophecies, demonic possessions etc., but people seeing or hearing things that aren’t there, behaving in irrational or illogical ways, and so on?

         People in ancient times had no vocabulary or experience to describe or recognise mental health problems, so defaulted to explaining them in spiritual, religious or mystical terms. So hallucinations became divine visions or prophecies from God, while erratic behaviours became possession by spirits, requiring the somewhat invasive treatment of drilling holes into the victim’s skull. Even today, we still hear of people who are dealing with mental health problems being described as ‘struggling with their demons’. 

         It’s hard to see how this historical background wouldn’t also contribute to the modern stigma and suspicion around mental health. Centuries of potentially being burned at the stake or having your skulled prised open if you revealed mental health problems would surely have lasting consequences.

         However, we live in a more rational and scientific world now, so such fantastical assumptions are no longer the norm. Instead, our go-to understanding is often based on physical health matters, and these are the terms and concepts often used to describe mental health issues as a result.

         An optimistic stance would be that we’re slowly moving to a point where mental health is more widely acknowledged and integrated into everyday language. Terms like mindfulness and well-being are now very familiar, and you often hear people referring to ‘spoons’, an increasingly common metaphor for the energy available to a person for the duties of daily life – for example, ‘I don’t have enough spoons for this today.’ The spoons metaphor, coined by Christine Miserandino in 2003 in her essay ‘The Spoon Theory’,4 can be used by those dealing with either physical or mental drains on their energy and motivation, so it’s a useful term all round when talking about health.

         Still, the language we have available remains somewhat limited when it comes to talking about mental health. Maybe we could create a whole new vocabulary, full of original terms to describe mental health and all that’s associated with it? That would clear up all the uncertainty.

         But then you’d need to teach that vocabulary to everyone in society, so that they know what it means. A daunting task, but if you don’t do that, then introducing a whole new terminology will reduce understanding and awareness, not increase it. You’re not going to persuade or educate anyone about anything if you start spouting unknown technical jargon, like an engineer from Star Trek. You’ll just baffle them.

         And there’s one final point in favour of comparing mental to physical health issues, and it’s the most straightforward. Put simply, there genuinely are many similarities between mental health and physical health problems.

         Both mental and physical problems can manifest in a ridiculously large variety of ways. Both can be caused by a single traumatic incident, or build up gradually due to no obvious single cause. Both can be chronic, or fleeting. Both can range from relatively mild to completely incapacitating. Both can often be controlled or alleviated with regular medication or other therapeutic interventions. Both can have symptoms that come and go, persist all day every day, and everything in between.

         However, despite these similarities, a common complaint about comparing the two types of problems is that physical health issues provide more certainty than mental health ones, so there are unfair expectations and assumptions about mental health problems conveyed along with the comparison.

         This is often true, but it’s worth remembering that physical ailments can also be subject to the same confusion and uncertainty that mental health ones are. I know someone who was taken to hospital with abdominal pains, and was told it could be constipation, a cyst, an infection, or kidney stones, all within a couple of hours. It’s common to have a physical condition go undiagnosed for a very long time, or for a diagnosis to change repeatedly as more information about it is gathered.‡

         The human body is an incredibly complex system, and most symptoms are very far downstream from the actual cause, so trying to identify the cause of physical symptoms can often be like tasting wine and trying to work out the shoe size of the person who stomped the grapes.

         Undoubtedly, this is a substantially bigger issue for mental health problems. But it’s still a regular feature of poor physical health. Therefore, arguing that physical health matters are always straightforward is unfair and inaccurate.

         So yes, overall there are plenty of ways in which mental and physical problems are very similar. Add to this the fact that your average person will be far more aware of, and have more experience of, physical illnesses, things that have been recognised and accepted for most of recorded history, and you can see why there are many occasions when saying mental health problems are like physical ones is the right thing to do.

         How mental health is not like physical health

         Having said all that, there are plenty of ways in which mental and physical health problems are NOT the same. There are copious differences in how they occur, how they work, and how they affect us. These differences can be, and often are, crucially important. 

         From certain perspectives, saying poor mental health is like poor physical health is akin to saying a frog is like a dog. After all, they’re both common animals, have similar names, both have four legs and two eyes and a mouth. So yes, it’s reasonable to say a frog is like a dog. Especially if you found yourself in a surreal situation of having to explain the concept of a frog to someone who’s only ever seen dogs. Then you probably would describe frogs as small, wet, green dogs.

         But if the person you were talking to then got themselves a pet frog, took it home, kept it in a nice warm basket and fed it dog biscuits, they’d quickly end up with a dead frog. Because in critical ways, a frog is not like a dog, and shouldn’t be treated the same.

         The main issue, both with this daft example and in the serious matter of mental and physical health problems, is that focusing solely on similarities while ignoring differences leads to limited understanding, and even harmful outcomes.

         As mentioned, many would say that physical illness follows a predictable pattern: illness is confirmed, treatment is given (if one is available), person recovers and goes back to normal. That’s the ideal, at least. It may be that the real picture is a lot more complex and uncertain, but ‘treatment’ or ‘cure’ are words commonly used in this situation. There’s something that can be fixed.

         But while physical health problems can often be cured or repaired, mental issues are often more about adapting, coping, adjusting and managing. And some people find rather intriguing ways to cope. Here’s a first-hand example of that, from the teaching assistant, comedian and storyteller Dan Mitchell.

         
            I do find having a dog has helped me immensely, because the fact is, she doesn’t understand the pressure, or all of these mood things. She just wants me to be happy. She doesn’t judge, she doesn’t do anything, but I have to take her out for a walk every day. These things I have to do because none of it’s her fault. Having no children, I can only imagine it’d be a similar thing. Like having a child, there’s something that depends on you, and therefore you have to push yourself to a certain extent. She does help me massively, and also, she is very amusing.

            A dog needs to be walked. The walk happens no matter what mood I’m in. If I’m depressed, I don’t want to do anything. Taking the dog for a walk, even with the depression, I might still wallow for the rest of the day, but I won’t feel as if I haven’t achieved anything. I will feel that I have at least done something. The dog is happy and she’ll happily snuggle up with me then for the entire day if wanted, and I don’t feel as bad about me. In the past, if I’d had a bad day with depression, I’d do nothing. Then I’d feel guilty about that, so I’d have another bad day the next day, which meant I’d do nothing again. It’s a perpetual thing, you don’t have the motivation to do anything, but you feel worse and worse for doing nothing. That one little thing, taking the dog for a walk, can make a difference to the next day, even if it doesn’t make much of a difference on that one day. It helps break the cycle.

         

         You hear many reports like Dan’s, about how a key factor in something like depression is staying active, keeping going, even if it’s only in minor, token ways. These are all useful approaches, but the point is, you don’t necessarily ‘get rid’ of the problem; you find workarounds and ways to cope. As a result, saying mental health problems are the same as physical ones, or use of the word illness, leading people to think mental issues work the same way, can imply an unfair degree of certainty, predictability and fixability, something mental health problems reliably lack.

         That’s a concern, for various reasons. If you suffer a mental disorder for the first time and have been led to believe they work like physical health problems, you may be expecting a fix. But you almost certainly won’t be getting one. Dealing with poor mental health is difficult enough without the disappointment and anger that stems from having your hopes and expectations dashed.

         Similarly, and more worryingly, convincing the wider world that mental health problems are like physical ones can make it harder for them to be accepted, not easier. If you’re someone who struggles with your own mental health, have you ever had someone ask if you’re better yet? Or back to normal? Or be surprised when you have another episode? Or get frustrated because they thought you’d dealt with your problems? If this or similar has happened to you, you’ve seen the negative consequences of people thinking mental health works just like physical health.

         Those who’ve had to take time off work for mental health reasons will be keenly aware of all this, unless your employer is extremely progressive and up to date, which is sadly still rare. There are numerous hoops you must jump through when taking time off work for health reasons, like set times before having to come back, or requiring sick notes or other forms of proof. Most of these were designed with physical illnesses in mind. They’re a lot harder to manage when your health problems are mental in nature. Making someone with mental health problems jump through these hoops can be like forcing a dolphin to herd sheep. It’s impractical, unreasonable, extremely difficult, and inevitably achieves nothing.

         And if you’re self-employed, it can be a big problem in other ways – an experience that freelance journalist Rachel England knows only too well:

         
            My depression can be quite debilitating because I work from home§, I freelance. Getting up in the morning can be very challenging, because I don’t have to be anywhere. I don’t have to show my face at a certain time. Obviously, the joy of freelancing is that you set your own schedule. I’m naturally a very organised and disciplined person, so I’m grateful that my condition has never actually prohibited me from meeting deadlines and knowing what I need to do, but it does mean that the simple act of doing those things is massively exacerbated.

            I have a couple of regular clients, for example, who expect certain things to be achieved by certain times during the day and I always manage to hit that, but it’s always at the expense of other things. I get up late and I won’t shower because the idea of getting up ten minutes early to get in the shower just seems overwhelmingly difficult, too much of a challenge. Or eating, I feel like I haven’t earned the right to eat breakfast until I’ve completed the duties that I need to do for the day.

            Then, of course, all of that manifests itself in a greater impact of depression because then it’s two o’clock in the afternoon and I’ve sat there in my pyjamas and I’ve not eaten anything yet, and none of that is conducive to a healthy body or mind.

         

         Another issue is that with physical problems you tend to remain yourself, at least insofar as interactions with others are concerned. You may have a wretched cold or a broken leg or even a mystery illness, but you can talk about it as a separate thing, and social contact, where possible and safe, is usually a welcome distraction from your health woes. Hence hospitals have visiting hours.

         But mental health problems can impact on your behaviour and interactions with others. Maintaining social interactions and norms can be hard work at the best of times, but it’s even more taxing when you’re in the throes of poor mental health.

         The problem is, we humans put a lot of stock in social norms and pleasantries, so when someone starts behaving differently towards us, especially if it’s a negative change, this can be very upsetting and cause lasting damage to a relationship. It’s a sad fact that someone grappling with a mental health problem invariably needs more support and empathy than ever, but paradoxically, providing this support and empathy can often feel like a thankless chore to those who give it, because the person in need is not currently able to reward, thank or acknowledge them as we would normally expect. Consequently, relationships can be soured and compromised, just when they’re at their most important.

         This rings particularly true for the writer and actor Amelia Stubberfield, for whom the tolerance of others is a seemingly crucial coping mechanism …

         
            I’ve had a lot of diagnoses, like depression, and anxiety, and most recently bipolar disorder. For me, the main thing that I experience is that my inner critic is massive. I have a constant and ongoing narrative in my head which is not even just critical, but actually actively quite bullying and very negative. I think that impacts, as you can imagine, on everything. I guess for me, it’s the inner critic and this constant, pensive voice which leads to me trying to run away from my feelings by thinking my way out of it. Which doesn’t work, obviously, and then that leads to anxiety.

            I did have some very useful cognitive analytic therapy, where I discovered that, because of my early experiences where I found things very overwhelming, I’m almost needing people to hold my emotions for me and tolerate them for me, because I don’t feel I can. But obviously no one can do that for you. I think the problematic or default coping mechanisms which evolved earlier on have been to have that heavy reliance on external validation, which probably does explain my acting career.

            I have managed to establish and maintain some rock-solid friendships; people I can just call up out of the blue and say, ‘I’m having trouble, I need help.’ And they can do that with me. It’s usually the thing that keeps me going; that gets me through it. It’s so important to me and my well-being to have that, and I think it’s mutual with my friends. But I’m incredibly lucky to have that, and it could have been otherwise if I hadn’t met the right people.

         

         That’s just one example of how your interactions with others, for better or worse, can be a crucial aspect of mental health.

         Assuming that mental health problems are like physical ones often completely ignores the possibility that the afflicted person may think and behave differently to how they usually do, hence it can take people by surprise and upset or frustrate them, which usually makes matters worse.¶

         However, while all these drawbacks to comparing mental to physical health problems are valid, there’s one that gets to the very core of much of the modern debate and conflict in the area of mental health. How do you actually confirm when someone is mentally ill or unwell? Because before you treat someone for a health problem, it’s important to confirm they actually have it. Nobody has open-heart surgery ‘just in case’. 

         When we’re talking about physical problems, it can be straightforward: a virus, a tumour, a deformity, a rupture caused by injury, a broken bone, and so on. These are all things we can detect and/or observe directly, thereby confirming that an individual’s health is compromised. And even if we don’t know exactly what the root cause of a physical illness is, the symptoms are often clear. We know how our bodies are supposed to work and what they should look like, so any drastic changes, particularly if they bring about pain and discomfort, are cause for alarm.

         But there’s no depression germ, or anxiety fungus. You can’t have an overactive bipolar gland. The human mind is far more flexible, variable and changeable than the human body. It’s also, you know, invisible. It very rarely expresses itself in ways that show up under a microscope.

         How, then, do you determine whether there’s something up with someone’s mental state?

         In fairness, sometimes it can be pretty obvious. Someone could experience mental issues that are clearly debilitating and distressing, to the extent they’re totally unable to think, behave or function normally, maybe even putting themselves and/or others at risk as a result. That certainly can and does happen.

         But it’s also perfectly common for someone to have mental health problems and have them go unnoticed for a long time, even by the individual themselves. If we accept the statistic that one in four people are dealing with mental health problems, most of them are clearly manifesting in ways that go largely unnoticed.

         There’s obviously a spectrum of severity with mental health problems, and it’s important for us to know if and when to intervene, to offer help and support. So, at what point do we say someone has gone from mentally well to mentally unwell? Where do you draw that line?

         While this seems like another simple, straightforward question, it rarely is. It’s one where many different groups have many different answers, many of which are incompatible, meaning there’s no firm consensus on such an important matter.

         There are those who insist that even mild deviations from normal mental functioning warrant medical intervention. There are those who insist that normal mental functioning is a totally meaningless concept, so medical intervention is never warranted. And there are various positions between these two equally alarming extremes.

         The purest approach is, perhaps surprisingly, mathematical. It might seem odd to invoke maths in the arena of mental health, but it’s not impossible. This approach is often used in abnormal psychology, a discipline dedicated to the study of unusual patterns of thought, behaviour and emotions, so obviously applies to mental health a lot.

         Basically, if you assign a numerical value, a score, to a trait or type of behaviour, you can work out the average, the ‘normal’ score of a population, and anyone with a score that is too far off that norm, or mean, can be said to be abnormal, at least regarding the thing being measured. 

         The best example is IQ.5 The average IQ of a population is 100. Always. That’s how it works. There’s a lot of complex maths involved, but if you do an IQ test and get a score that is more than 30 points off 100 (i.e. a score lower than 70 or higher than 130), you have an abnormal IQ, because of the way the distribution of IQ varies within a given population. And if you can score other traits and aspects of mental health in this way, you could presumably perform similar calculations.

         The benefits of this approach are that there is, in theory, no judgement or ideology involved. It’s just numbers. Having a below-average IQ is just as abnormal as having an above-average one. And while you may be able to argue with a personal assessment, it’s difficult to argue with a calculation. It is what it is. Two plus two is going to be four no matter how you feel about the number four.

         On the downside, this approach is seriously limited. It’s often ludicrously hard, if not impossible, to apply a numerical, quantitative value to mental health properties. What’s your exuberance score? What percentage anxious are you? On a scale of one to fifty, how would you rate your sense of ennui? How much does your motivation weigh? It’s hard enough to do this with physical issues, like how patients are regularly asked to rate their own pain on a scale of one to ten, because there’s currently no better way for clinicians to measure someone’s physical discomfort.

         Despite the constant efforts to impose consistent numerical values on how people think and behave, particularly in the corporate world, the human brain simply doesn’t play ball there. It’s like trying to nail down fog. 

         On top of this, while it technically shouldn’t happen, there have been many instances in the past where ideology and prejudice heavily influenced such testing. In the early twentieth century there were notorious instances in the US of IQ tests suggesting many immigrant and lower-income adults had shockingly low IQs, with these results being used to justify a raft of exclusionist and oppressive policies. The problem wasn’t the IQ of certain demographics, though. It was the tests, invariably created by wealthy white men with the privileged backgrounds that allowed someone to work in science in the early 1900s. The tests included questions that asked the subject to identify things like tennis courts and light bulbs, the sort of things poor people in 1910 would probably never have even heard about, let alone seen; bias was inbuilt.

         Clearly, other approaches are needed when it comes to determining when someone is officially mentally unwell.

         Maybe it’s when they’re experiencing genuine stress and discomfort due to what’s going on their mind? This would apply to things that people find very debilitating, such as depression and anxiety. We saw earlier that medicine tends to think of illness as the personal experience of poor health. Essentially, mentally unwell people can say ‘I need help’, and that’s when we know something’s wrong.

         However, it’s often not easy to ask for help with mental health issues. It carries a lot of risk in a society where stigma is still rife, but the problems with openly saying you need help are different to being aware that you need it.

         But perhaps a bigger problem with this approach is that there are many times when people with mental health problems aren’t aware that anything’s amiss. Our awareness is a facet of our mind, after all, and if our mind is compromised in some way, then our awareness could be too. People with dementia often passionately deny that there’s anything wrong with their memory, even when talking to a close family member they don’t recognise. People who are delusional or hallucinating frequently don’t realise that’s what’s happening. They’ve been trusting their senses all their lives. Why would they stop now?

         In cases like this, another approach is to assess whether the person’s behaviour is maladaptive, meaning unhelpful or harmful. This can mean harmful to the health of the person afflicted – often labelled biologically maladaptive: the black moods or zero motivation of depression, or the incapacitating panic attacks of anxiety, or someone in the grip of paranoia who’s harming themselves, or in a manic state engaging in thrill-seeking behaviour that could injure or kill them, and so on. In every case, a change has occurred, and it’s affecting the individual negatively; therefore, it can be considered biologically maladaptive.

         Alternatively, changes to someone’s mental health can be socially maladaptive – harmful to others, or society overall – like an addict committing crimes to fund a drug habit, or someone with sociopathic tendencies actively hurting others because they don’t see any reason not to. Overall, the logic goes that if someone’s behaviour or mental state changes in ways that prove to be harmful to themselves or others, for no discernible rational reason, they can be confirmed as being mentally unwell. 

         So, someone’s mental state may be statistically abnormal, it may cause them distress and/or impaired functioning, it may cause them to behave in ways that are harmful, to themselves or those around them, for no valid reason; put all that together, and you might think there’s a decent set of criteria for recognising when someone has problems with their mental health. And much of the time, you’d be right.

         Now, consider the following. It was only in 1973 that the American Psychiatric Association, the APA, declassified homosexuality as a mental disorder. Other mental health organisations did the same around the same time, by and large. So, fifty years ago (at the time of writing), if you were gay, you were officially mentally unwell. It’s startling to realise that we went from classifying homosexuality as an official sickness to legalising same-sex marriage in under five decades. Sure, there are still plenty who feel homosexuality is sick and wrong, but for the most part these such views are no longer held by the medical establishment.|| However, uncomfortable as it may be to consider, it’s possible to argue that homosexuality did tick all those boxes I mentioned for a mental illness.

         A minority of people in the population are homosexual, so it could be described as statistically abnormal. Sex is for reproduction, so any sexual activity outside of male–female intercourse is wrong and harmful, unnatural, therefore homosexuality is biologically maladaptive, damaging. And many homosexuals struggle with the stigma around their sexuality and the trauma and stress of coming out, or staying in, so it causes a lot of personal discomfort and upset. Again, biologically maladaptive. 

         And reproduction is crucial to sustain society, right? Homosexuality doesn’t allow for reproduction, so is therefore socially maladaptive, harmful to society. Looked at this way, it makes logical sense to classify homosexuality as a mental disorder.

         Except … we know it isn’t one. At all.

         Homosexuality is perfectly natural. It’s observed in many species and has been around for as long as the human race. Only a minority of the population are gay, but a similar minority of people have red hair, and that’s not been labelled a medical problem at any point. Plenty of people don’t or can’t have children for various reasons, but they don’t warrant a mental health diagnosis. And the idea that human sexuality is solely about male–female reproduction is laughably naïve. We humans, like our bonobo cousins, use sex for a wide variety of purposes. Basically, human sex and sexuality are far more complex and varied than such narrow restrictions account for.

         Here’s the key point: homosexuality was once an official mental illness, and now it isn’t. But homosexuality never changed; it was deemed to be a problem when measured against the societal consensus of what was normal and healthy. But that consensus changed. Our understanding and appreciation of sexuality expanded and developed. Society once concluded that something was wrong and immoral. Then society changed its mind. It adapted, moved on, grew up. At least in part.

         And there you have the crux of the matter. Physical illness is determined by physical norms, and physical norms don’t change. The human body is relatively fixed. A Roman citizen’s internal body temperature was thirty-seven degrees Celsius, just like ours, and a heart attack in the 1300s was the same as a heart attack today. We’re very familiar with what the normal functioning of a human body is, and therefore can be very sure if something’s gone or is going wrong.

         The same cannot be said about mental health. Mental health problems are measured against mental norms, norms of thinking, norms of behaviour, norms of belief. And these norms can change, sometimes very rapidly. They’re social constructs, and societies are constantly in flux. This leads to a great deal of confusion and inconsistency, making it ever harder to pin down poor mental health.

         Consider the following: if someone regularly and knowingly consumes a poison, one that causes violent tendencies and damages brain functioning, and doesn’t see any issue with what they’re doing, are they mentally unwell? According to the criteria I’ve described, yes.

         Unless it’s alcohol, in which case it’s fine. Standard behaviour.

         If you’re constantly talking to an invisible alien called Zobbo, who you say follows you everywhere, you’re assumed to be hallucinating, or delusional. But swap Zobbo for God, an intangible superbeing responsible for all existence, and that’s fine. Then you’re not unwell; you’re religious. People will praise your piousness. Do it often enough and they might let you live in the Vatican and give you a big hat.

         And for many of those who criticise modern approaches to mental health, that’s where concerns lie. The criteria we use to judge who’s mentally well and who’s mentally unwell are so malleable, so flexible. Who’s to say that what we deem to be acceptable, helpful and proper practice today won’t be condemned and vilified tomorrow? The homosexuality example is a perfect illustration. So-called gay cures are widely condemned and vilified for the serious harm they cause, but not too long ago those same methods were being used by extensively trained, officially qualified and regulated therapists.

         It’s important not to lose sight of such issues. We judge people’s mental health based on social norms, but society is messy and confusing. You might see the mainstream coverage or online campaigns and conclude that everyone’s cool and on board with mental health matters now, but sharing positive memes is not the same as society-wide acceptance. There are still many homes and communities where mental health is a subject barely even acknowledged, let alone accepted. Any individual growing up in such an environment with mental health problems will have a lot more to overcome as a result.

         Wider society is far from perfect. Sexism, for example, is still a big problem, one with many consequences for mental health. Women were historically the most common recipients of lobotomies.6 The world ‘hysteria’, meaning wild or excessive emotions, is derived from the Greek term for uterus, because it was deemed something only women could experience. Indeed, a few centuries ago it was believed to be caused when the womb somehow detached and went wandering through a woman’s body, causing disruption.**

         You may also have heard the term nymphomania, to mean someone with an uncontrollable need for sex. But nymphomania is something only women could be diagnosed with. The male equivalent was called satyriasis, but that never entered common usage. I’d wager you’ve never even heard the term before now. Why not? One likely explanation is cultural double standards. A woman who wants a lot of sex? That’s so unusual she must be ill, and needs medical intervention! A man who wants a lot of sex? That’s not an illness. That’s Tuesday. These are the norms.

         We now use the term hypersexuality for either sex, and libido and arousal vary far more between individuals than they do overall between the sexes. But still, this is only a recent development, and default assumptions are still that men’s sexual needs and drives are radically different from those of women.

         Similarly, the general belief that women are overly emotional, and men are inherently stoic, harms both. The expectation that men be constantly strait-laced and strong and not show emotion is believed to be a big factor in toxic masculinity, and the fact that suicide is a major cause of death for young men in developed society,7 where men aren’t ‘allowed’ to express emotions.

         Guy Kelly is an actor and comedian who has written shows about this issue, and has some very firm views about it.

         
            I think the reason male mental health is so often overlooked and underdiagnosed and generally leads to pub brawls and suicide is that feelings are seen as ‘things that women have’. Society says that ‘Women are other. They have feelings. Men are men. They have sex.’

            That is a dichotomy that you can’t cross. A woman doesn’t want to have sex. A woman has sex done on her. A man doesn’t have feelings unless he’s bloody soft. It’s a whole society change that needs to be made. This, ‘Men don’t cry. Boys don’t cry. Man up. Be a man.’ Women have the reverse of that: society at large has the common consensus, ‘Women are emotional. They can’t keep their emotions in check.’ No. It’s just that they’re socialised to be more open with emotions. The outbursts that fucking Donald Trump has had, if it were a female person having those, it would be like, ‘Oh. Shout it from the rafters about this hysterical woman!’

            I’m still guilty of this. I’m more emotionally close with my female friends than I am with my male ones. I’ve tried. I reach out, and I do this, but I’m still more comfortable talking to women. I can only give as good as I get. I will have close and emotionally involved conversations with my male friends, but they’re not the day-to-day people I contact.

            That’s weird and sad in the same way that it’s sad that science has missed out on however many hundreds of years of female scientists. Who knows how emotionally acute and sensitive some of my male friends are. I’ve got a friend of mine who I’ve known since I was three. I was the best man at his wedding, he was the best man at mine. I don’t think we’ve ever had a heart-to-heart.

            That’s obviously my fault as much as anybody else’s, but you’re sort of built into that. If the banks have been eroded in a certain way, the river finds it harder to fuck off elsewhere.

         

         There are so many other cultural and societal factors that affect our understanding of mental health, but you get the point. To bring it full circle, this is perhaps the most important reason why many object to the term mental illness. If something’s described as an illness, it is, by definition, something wrong, something that shouldn’t be happening, something needing to be fixed. But there was a time when homosexuality was considered an illness. It clearly isn’t. Treating it like one, and attempting to cure it, caused way more harm than just accepting it.

         So, when you refer to a mental illness, you could be causing misunderstanding, introducing unfair and unhelpful expectations and assumptions, and even be asserting that there’s a problem when there isn’t one. Because maybe it’s society that’s wrong about how a person should behave and think, not the person themselves?

         Basically, when the social norms and expectations that we measure people against can change so much, who has the right to say whether someone’s mentally unwell, or not? 

         That’s not a rhetorical question; an obvious answer would be doctors. Specifically, psychiatrists, in this case. Isn’t that the whole point of medicine; to determine when someone’s unwell and do something about it?

         Luckily for pretty much everyone, medicine and science haven’t just looked at the problems around mental health and promptly given up. Far from it. They’ve mostly acknowledged all these issues and done their best to incorporate or allow for them when researching how mental health works and figuring out the best approaches to dealing with the many problems that arise from it. So please don’t think that everyone who works with mental health problems is just ‘winging it’. Nothing could be further from the truth.

         However, medical science and mental health have a complicated relationship, one that’s increasingly important to acknowledge as our awareness of mental health evolves.

         The pros and cons of the medical approach to mental health

         What’s the difference between a psychologist and a psychiatrist?

         Yes, they do sound similar, but so do the words frog and dog, and let’s not get into that again.

         When you work in the field, it can be surprising to realise that many don’t know the difference. I used to oversee a Psychiatry Masters programme, and many applicants said they had done a psychology degree because they wanted to be a psychiatrist. It was always awkward, having to tell them that they’d made a terrible mistake.

         I don’t mean that being a psychiatrist is a terrible idea.†† I mean that a psychiatrist, in the UK and US at least, must be a medical doctor, someone who’s gone through medical school and is qualified to practise medicine. If you’ve done a degree in psychology instead, you can’t be a psychiatrist. Those are the rules.

         There are good reasons for this. Medical doctors have been tackling poor health for centuries, so when mental disorders were (finally) acknowledged as the legitimate health issues they are, they were inevitably incorporated into the established medical system. But it’s not purely a matter of ‘that’s just how things panned out’. There are many practical reasons why psychiatrists should be qualified physicians.

         Firstly, they frequently need to prescribe powerful medications, like antipsychotics, antidepressants, and more. Psychoactive medications shouldn’t be given out freely to all comers, like sprinkles on an ice cream. They absolutely should be handled by trained professionals, just as aeroplanes should be handled by pilots. And you need a thorough understanding of human physiology if you’re going to prescribe medications that have many significant biological effects.

         There’s also another matter, one that I’ve avoided thus far just to keep things simpler. Basically, physical and mental health problems aren’t mutually exclusive. Quite the opposite. They go hand in hand, all the time.

         The brain influences the body and the body influences the brain, and problems with one regularly spread to the other. This can result in comorbidity, where different diseases or health problems occur at the same time, often due to the same cause. The human body and mind certainly don’t operate a ‘one-in, one-out’ system when it comes to things going wrong.

         But rather than infectious agents or injuries, mental health problems are often caused by traumatic life events and/or extremely stressful situations or circumstances. Therefore, it’s hardly surprising that people with terminal cancer or dementia also regularly end up with a depression diagnosis too.8 Learning that you have a fatal or incurable condition surely qualifies as a traumatic experience, as does dealing with it daily.

         There’s also the factor of mental health problems having physical causes, and vice versa. As well as traumatic events or psychological disturbances, many mental disorders are also linked to physical factors like genes, toxins, internal chemical balances, and so on. Accordingly, it helps greatly to have someone who knows about physical health when it comes to treating mental health. They take more variables into account, do extensive histories, know all the relevant tests, know what treatment options are available, and so on.

         So yes, psychiatrists being as comprehensively trained in physical and mental health as a single person can be is a useful, often essential approach.

         This is made possible by the fact that medicine has made many advances since the days of drilling holes in skulls. There have been centuries of case reports and studies and so on, all refining and expanding our knowledge of mental health. And this accumulated knowledge is readily available to those who need it, particularly those charged with tackling mental health issues. When it comes to recognising, assessing and diagnosing mental health disorders, the two main classification systems used by mental healthcare professionals are the Diagnostic and Statistical Manual of Mental Disorders9 (aka the DSM) and the International Classification of Diseases10 (aka the ICD).

         These are distinct documents produced by different organisations, but both provide extensive and exhaustive details about all the officially recognised and catalogued manifestations of mental health dysfunction. There’s a lot of overlap between them, as you’d expect (and hope). Both are extremely detailed and very large, given they cover all the disorders recognised by medical science, with added appendices to cover the issues that might be problems, but are still being studied. Both are used extensively in professional settings. And, in acknowledgement of both ongoing research and the shifting cultural standards I mentioned earlier, both are regularly revised and updated, to reflect our ever advancing understanding of mental health thanks to research, clinical reports, and so on.

         At the time of writing, the DSM is on its fifth edition, the DSM-5, while the ICD is on its eleventh, the ICD-11. Remember when I said homosexuality was dropped as a mental illness? The DSM and ICD are what it was dropped from. Mental disorders and conditions are constantly being removed, added, reclassified, or otherwise moved around, as the available information and understanding of them develops.

         Indeed, the ICD is predominately a coding system, where each disorder is given a specific sequence of codes, so clinicians can know exactly what they’re dealing with. The ICD-9 used a five-digit numerical coding system, which allowed around thirteen thousand codes for specific disorders. Updating to the ICD-10 was deemed necessary when it was realised that this wasn’t enough. The ICD-10 had a new alphanumeric coding system allowing for at least sixty-eight thousand codes!‡‡

         It shows how drastically our medical understanding has expanded in recent years when an official list of disorders arguably contains five times as many diagnoses as the previous version.

         However, while the DSM and the ICD overlap substantially, there are key ways in which they differ. These documents essentially dictate the care and medical advice received by millions of people, so such differences are important.

         I should remind people at this point that I’m not a practitioner or psychiatrist myself, so the following is based on my own research, not on any experience of using these systems in professional, clinical settings, which could make a big difference to how they’re viewed.

         The DSM is produced by the American Psychiatric Association, while the ICD comes from the World Health Organization. The DSM focuses solely on mental health, while the ICD covers all known health problems, with a section on mental health. 

         The DSM includes detailed descriptions of the disorders, to help clinicians recognise and manage them. The ICD is more about assigning a specific code to a disorder upon diagnosis, which is great for cataloguing, data gathering, and invoicing for the costs of treatment, but not so helpful when you actually want to know what to do about a disorder once it’s been diagnosed.

         Based on this, you may assume the DSM is the more useful system. It’s produced by clinical practitioners for clinical practitioners, it’s more detailed about how to recognise and deal with disorders, and has a narrower scope, in that it focuses solely on mental health problems rather than health overall. Indeed, many mental health practitioners defer to the DSM for these reasons.

         However, the ICD has several advantages too. It’s the work of the World Health Organization, based on accumulated data from 196 member countries. It is multilingual and produced by a not-for-profit organisation, so is free to access and use, with a view to helping all countries, particularly developing ones, to recognise and therefore reduce the burden of health problems in the population. It can be, and regularly is, adapted by the country using it to best fit their existing healthcare set-up.

         The DSM, by contrast, is produced by an American organisation, so there’s an inevitable cultural leaning. It costs money; the DSM-V was originally released at a cost of $199 – thus, it generates revenue for the American Psychiatric Association.

         But the latest edition caused a lot of controversy for other reasons. Many objected to how standards of assessment for what warranted a medical diagnosis had been noticeably lowered,11 so now things like tantrums in children12 or grief in adults13 are in the DSM and are therefore deemed psychological disorders, rather than normal emotional expressions of the developing or mourning human mind.

         As ever, the details and specifics of these new inclusions into the DSM are more complex and nuanced than many of the impassioned arguments imply. Not every tantrum or experience of grief automatically becomes a mental health problem. Far from it.

         But still, changes to diagnostic criteria like this have been made. Proponents of the DSM’s approach and ethos, and those responsible for it, contend that these changes are necessary to address limitations and irregularities in existing understanding of mental health problems and their associated treatments, and to deal with the harm that this can cause.

         There is indeed a case to be made here: for instance, excessive tantrums in certain children were often deemed as evidence of bipolar disorder, with powerful medications being prescribed to deal with it. With the addition of a specific disorder concerning tantrums, this is no longer necessary.

         Some view these changes and expanded diagnoses as welcome acknowledgements of the omnipresence of mental health problems in our everyday world. Others, though, believe it shows something more cynical, like the unacceptable influence of capitalist interests (namely pharmaceutical companies) in the classification and criteria of mental disorders, thanks to their significant involvement in the US healthcare system. The new changes would logically result in more people being diagnosed and requiring medication, which is lucrative for those very same companies.

         This understandably set off alarm bells for many. You may have heard of the medicalisation of normal human traits: that’s what this is, bringing more and more relatively normal things under the umbrella of official health problems, so they can be ‘treated’. The motivation might be profit, convenience, or a desire to ensure conformity. It’s an ongoing concern, and something to be very wary of, particularly in light of the aforementioned problems with defining what does and doesn’t count as a mental disorder.
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