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A Reader Alert


The Antidepressant Fact Book is about depression—how to think about and treat it. The focus is on the newer antidepressants, especially the SSRIs, and how they affect the brain and mind. The goal is to bring you facts that you will not find in other sources. The SSRIs, with their chemical names in parentheses, include:




Prozac and Sarafem (fluoxetine)
 Zoloft (sertraline)
 Paxil (paroxetine)
 Celexa (citalopram)
 Luvox (fluvoxamine)





The book will also discuss other relatively new antidepressants, especially in comparison with the SSRIs, including Effexor (venlafaxine), Serzone (nefazodone), Wellbutrin or Zyban (bupro-prion), and Remeron (mirtazapine).


Antidepressants are not only dangerous to use, withdrawal reactions can make them dangerous to stop taking. Especially when used for more than a few weeks or in larger doses, they can cause potentially severe withdrawal reactions, including anxiety, depression, and suicidal feelings. It is best to withdraw from these drugs gradually and with the help of an experienced professional.


No book can substitute for a clinical evaluation or experienced professional help, but this book will provide you information that is unavailable anywhere else. It can make you a much better informed consumer and help you choose for yourself between the conflicting claims being made by professionals about how to deal with depression.
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Introduction: Drug Facts You Cannot Get Anywhere Else


Tens of millions of people have turned to a new class of antidepressants that now includes Prozac, Zoloft, Paxil, Celexa, and Luvox. These drugs are called SSRIs—Selective Serotonin Reuptake Inhibitors—because of their action on the neurotransmitter or chemical messenger named serotonin. Prozac, Zoloft and Paxil are among the largest selling drugs in the world.


In 2000 the manufacturer of Prozac, Eli Lilly and Co., claimed that more than 35 million people worldwide had taken their antidepressant drug. In the previous year, Prozac had generated more than one-quarter of the company’s $10 billion in revenue. Prozac, Zoloft, and Paxil are among the top-selling drugs in the United States, with total sales exceeding $4 billion per year.1


The drug companies who manufacture and sell these drugs are so wealthy and powerful that they can influence and sometimes direct the basic institutions of our society. As a result, promotion for the SSRI “antidepressants” has changed the way many people view themselves when they become depressed. In response to an enormously expensive and successful marketing campaign, more and more people think that depression is biochemical and that they ought to try one or more of these drugs if they feel depressed.






Too Little Skepticism


Most Americans realize that the manufacturers and distributors of consumer goods cannot be trusted to inform the public about all the dangers involved in using their products. The public was recently treated to the sight of televised congressional hearings at which the Ford Motor Company and Firestone Tire Co. executives pointed their fingers at each other in regard to the deadly rollovers that have afflicted the Ford Explorer. Ford blamed faulty tires and Firestone blamed faulty automobiles. Sophisticated citizens probably didn’t fully believe either one of them.


Most Americans also realize that corporations try to bamboozle them with advertising into trusting and wanting their products. When they see an advertisement with a baby securely surrounded by a Michelin tire, they are under no illusion that the tire maker is more interested in their child’s safety than in their dollars.


Similarly, most Americans were not surprised when it turned out that the tobacco companies were withholding information about the dangers of smoking or that the asbestos companies were trying to silence fears about their cancer-causing insulation. No one is shocked that the government has to force public utilities to stop polluting or alcoholic beverage manufactures to put warnings on their cans. Overall, we’re a rather sophisticated citizenry with a fairly high index of suspicion about the products we buy and the corporations that influence our lives.


But something happens to us when we are dealing with companies that make prescription medicines. Perhaps it’s the aura of FDA approval. Perhaps it’s the passage of these drugs through the trusted hands of our physicians. Perhaps it’s the cleverness of the ad campaigns. Perhaps we just can’t believe that anyone would sell poison as if it were a miracle cure. But in reality— much like automobiles, tobacco, and asbestos products—psychiatric drugs are products sold in a competitive marketplace. This book aims, above all else, to encourage a healthy skepticism toward the claims made for antidepressant drugs.






Unique Sources of Information


Many books have been written about these new “antidepressants,” but this book provides detailed information that is unavailable elsewhere. The same drug companies that have the power to influence the values of our society also have the power to influence drug research and its outcome, as well as the views of most professionals who write about or prescribe the drugs.2


Facts, research, and science in the field of psychiatric drugs too often aren’t what they seem to be, and the experts who write, lecture, and prescribe aren’t always who they seem to be. Almost all the research is paid for by drug companies and nearly all the psychiatric drug experts are beholden to these corporations, often receiving money as consultants or researchers. These experts get paid to carry out studies on behalf of the companies, and they give seminars and write articles to promote their products. Most of them have relationships with several different drug companies. Often their university departments or research centers are dependent on drug-company funding.


In contrast to most experts in the field of psychiatric medications, I have an independent perspective, as well as sources of information unavailable to even the most sophisticated, experienced authorities in the field.


My work as a medical expert in court cases provides me sources of information about antidepressants that are unavailable to other experts in the field. The most dramatic findings have come from my work as a medical expert in cases brought against pharmaceutical companies by individuals who have been damaged by drugs.


Unlike the overwhelming majority of experts in the field, I have freed myself of drug company influence and the vested interests of organized psychiatry. Since leaving a full-time post at the National Institute of Mental Health (NIMH) in 1968, I have been in private practice as a psychiatrist. My private practice income has made me professionally and economically independent. Because I don’t have any “employers” other than my clinical patients and my medicallegal clients, I don’t have to withhold scientific truth to placate employers such as drug companies, psychiatric associations, research centers, medical schools, or clinics. I also don’t take any money from drug companies, even when it’s been offered to me for giving lectures to medical schools or hospitals.


As the director of the International Center for the Study of Psychiatry and Psychology for nearly three decades, I am the recipient of a constant flow of information from consumers and professionals around the world concerning the effects of psychiatric medications. As founder and coeditor of the center’s peer-review journal, Ethical Human Sciences and Services, I keep in touch with the latest happenings in the field. In addition, I am routinely asked to give seminars to professional and lay audiences throughout North America and Europe concerning drugs. Finally, as the author of multiple books and peer-reviewed articles on psychiatric medication, I have reviewed and evaluated thousands of research books and articles over the past several decades.






Getting Inside the Drug Companies


I have learned the most about the real nature of antidepressants as a result of my ability as a medical expert to look inside the records of drug companies. I first became significantly involved in the medical- legal arena in the early 1970s as a medical expert in a trial that helped to stop the resurgence of lobotomy and other forms of psychosurgery. In the early 1990s my involvement in these forensic activities escalated after I was asked by a consortium of attorneys to become the medical expert in a large series of combined lawsuits against Eli Lilly and Co. concerning Prozac. I worked largely by myself for a year or more developing the scientific basis for hundreds of suits against the company that revolved around charges that Prozac causes violence, suicide, and psychosis. I continue to be consulted as an expert in various kinds of legal actions involving SSRIs, including Prozac, Zoloft, Paxil, Celexa, and Luvox. In 2000, for example, I led attorneys into SmithKline and Beecham’s corporate headquarters outside Philadelphia to go through their files on Paxil and at the start of 2001 I was doing the same thing at Eli Lilly and Co. in Indianapolis regarding Prozac.


The legal process of obtaining otherwise secret information from the corporation is called “discovery.” If a case against a corporation has merit, the judge can force the company to release all of its relevant records to the attorneys who have brought the suit. The lawyers then ask me to help them evaluate voluminous records with the aim of finding out if the company has been involved in negligent or fraudulent activities.


The documents are stacked in cartons that line walls and fill conference tables, sometimes in a room as large a small house. I look at secret corporate documents—everything from internal memos discussing how to suppress public and professional criticism to secret FDA warning letters about improper research procedures. There are dozens of cartons of materials that describe clinical trials and a wall of boxes that contain thousands of reports of adverse drug effects. There will be secret company reviews of the drug’s efficacy and safety and discussions of marketing strategies.


The lawsuits in which I’m an expert vary widely in their nature. Many are product liability suits in which I am a medical expert for the plaintiff, typically an injured patient who was damaged by drugs. If the patient died, the family may bring the suit. Eli Lilly and Company, for example, has been sued hundreds of times for allegedly being negligent and fraudulent in the testing, development, and marketing of Prozac. Although I’ve been directly involved in only a fraction of these hundreds of legal actions, my research has probably provided the basis for most of them.


Eli Lilly and Co. has secretly and quietly settled many and probably most of these suits. With one exception among hundreds of cases, the company has not gone to court and won a suit. The exception was a case in Hawaii that was lost by the plaintiffs. I didn’t participate in that case.


In another example of a suit involving SSRI antidepressants, I’m a medical expert in a product liability suit against SmithKline Beecham Pharmaceuticals concerning Paxil. A man drowned himself and his two children shortly after starting to take Paxil, and his family is suing the company for allegedly withholding information about Paxil’s causing or exacerbating suicide and violence. I’m also a medical expert in a California business and professions fraud suit against the same company for allegedly failing to inform the public about severe withdrawal effects when trying to stop taking Paxil. In yet another suit, I am investigating the case of a young woman who burned herself to death after being prescribed Celexa.


All of these activities give me an inside track to factual information unavailable to other doctors.






Hiding the Facts


After so many revelations about corporations deceiving the public regarding the safety of their products, it should be no surprise that many pharmaceutical companies do the same thing. In reviewing the internal documents of Eli Lilly and Co., I found enormously important information that the corporation purposely withheld from the FDA and from the medical profession. I also found innumerable deviations from sound and ethical scientific practices. I have written about many aspects of this negligence in Talking Back to Prozac (with Ginger Breggin, 1994) and then updated the data in Brain-Disabling Treatments in Psychiatry (1997). This book will provide new disclosures as well.


I discovered, for example, that Prozac’s manufacturer had systematically mislabeled many kinds of adverse reactions that patients were undergoing so that they would be hidden from view. A suicide by a patient taking Prozac could be filed away under the heading “no drug effect” or “depression.” When the FDA or anyone else then examined the rates of suicide on patients taking Prozac, those patient suicides would never be counted, because a computer search would identify them as “no drug effect” or “depression” rather than “suicide.”


I documented how the company manipulated its own clinical trials so that Prozac would come out looking better and less harmful than it was. I found secret studies the company had conducted that showed increased rates of overstimulation and suicide attempts on Prozac during controlled clinical trials (discussed in Chapters 2 and 3).


I also examined FDA reports and correspondence about Prozac that the government agency refused to disclose in response to freedom of information requests. Later on, I will describe how the FDA found that it was receiving unusually and disproportionately high rates of reported violence on Prozac (Chapter 4).






Quietly Settling the Cases


On a few occasions, I’ve testified in court against drug companies, including once against Eli Lilly and Co., but in the vast majority of cases, the companies settle out of court with as little publicity as possible. In fact, Eli Lilly and Co. has settled dozens and perhaps hundreds of lawsuits about Prozac without going to court. In every one of my cases, Eli Lilly and Co. has settled, including the only occasion when I testified in court against the corporation. As it was later proven and then admitted, Eli Lilly and Co. rigged the outcome of the jury trial by paying untold millions of dollars to the plaintiffs before the trial ended. In return, the plaintiffs pulled their legal punches. In other words, the drug company paid off the plaintiffs to cooperate in creating a fake courtroom drama that guaranteed a favorable outcome for the drug company.


It may seem unbelievable and even preposterous that Eli Lilly and Co. has sufficient power and influence to manipulate a trial to come out to its own advantage. It may also seem unbelievable these events have never been reported in major media. I will therefore describe the circumstances in some detail in Chapter 15 on SSRI-induced violence. For now, I want to challenge the commonplace assumption that the public and the health professions have access to reliable information about psychiatric drugs such as Prozac, Zoloft, Paxil, Celexa, and Luvox. To the contrary, they are exposed to an unrelenting, carefully orchestrated marketing campaign.


In my experience, psychiatrists and other physicians have very little knowledge about the limited testing involved in the FDA approval of drugs. Nor do they know much about how antidepressants impact their patients’ brains or minds. In debates with my colleagues, I’ve heard statements like the following:




“FDA approval means that a drug is safe.”


“The FDA makes sure that a drug is tested on thousands of patients before it is approved.”




“Antidepressants are not mood-altering, they directly improve the disease of depression.”


“Antidepressants are like insulin for diabetes, they provide essential missing substances.”


“Antidepressants don’t cause abnormalities in the brain, they correct biochemical imbalances.”


“Antidepressants aren’t in any way similar to stimulants like amphetamine and cocaine.”


“Antidepressants don’t cause withdrawal problems; you can stop them without any ill effects.”


“Antidepressants can’t make you psychotic unless you have a preexisting mental illness.”





None of the above is true.


These, and many other myths and misunderstandings about depression and antidepressants, will be addressed in this book.






















ONE


_________________________________________________


The Meaning and Purpose of Depression


For many centuries people have sought to overcome depression through both medical and psychological or spiritual means. The use of herbs, for example, St. John’s wort, goes back at least to the Middle Ages. The use of religion and other spiritual approaches to depression goes back to the origins of humanity. Before written history, human beings conducted ritual burials of their dead that helped them deal with the painful feelings caused by bereavement. Depression is obviously part of the fabric of human experience—but what is it?


Depression is a psychological state—an emotional response to life. In particular, it is a feeling of hopelessness and despair that’s often accompanied by self-hate and self-blame. These feelings can vary from barely perceptible to overwhelming. They can last for moments or for a lifetime.


Most people have experienced some degree of depressed feelings at one time or another, usually during and after great frustrations, disappointments, or losses. Many have felt “blue” or “sad” for significant portions of their lives. Usually these feelings go away with time, improved circumstances, and new approaches to making a successful life.


Unfortunately, some people end up feeling trapped in an unendurable depressed state of mind. Feeling that they do not deserve to live or that they have no viable options for happiness, they become emotionally paralyzed and suicidal. In desperation, they will accept almost any kind of treatment that offers hope of relief. Other people seem to live for many years or most of their lives with lingering feelings of sadness that never seem to go away.


Mild feelings of depression are a part of routine living, but even more painful feelings of depression are common. Surveys indicate that one in five people at some time will experience a depressed state of mind that noticeably impairs their ability to enjoy life or to take care of themselves. Although there is good reason to distrust these surveys—they are usually conducted for the purpose of promoting biological psychiatry and drugs—they nonetheless reflect the reality that many people feel depressed at one time or another. Indeed, feelings of depression are even more common among adolescents, the elderly, women, and other vulnerable groups. Feeling depressed plays a significant part in the lives of many if not most people at some point in their lifetime.






The Most Common Causes of Depressed Feelings


Most people who seek help for depression have experienced distressing recent events such as a failing or conflicted marriage, a series of broken love relationships, or a disrupted career. Sometimes they are grieving the death of a loved one. Others feel depressed over their struggle with chronic physical pain or alcoholism and drug addiction. Some have become depressed after being told they have a serious illness or while recuperating from open-heart surgery. Other people seek help for lifelong feelings of depression that can be traced back to childhood neglect and abuse or to losses and disappointments in early adulthood.


When most people seek help from a psychiatrist or other mental health professionals, the sources of their depressed feelings are readily apparent. Rarely do people seek help for a depression that has come upon them “out of the blue” or for no apparent reason at all. They may start out the first consultation by saying or even believing that there’s no apparent cause for their suffering, but a few thoughtful inquiries usually reveal that they know what’s upsetting them but cannot bear to think and talk about it.






Mired Down in Depressed Feelings


Depression is such a dreadful experience that most people will do almost anything to get rid of the painful feelings. Many lapse into an emotional dullness in an attempt to escape their suffering. Some end up committing suicide. Others allow doctors to blunt their minds and damage their brains with drugs or electroshock.


Although they desperately want to get better, persistently depressed people tend to be stuck with self-defeating ideas about life. They are prevented from seeking self-fulfillment or happiness by their conflicts and their misguided approaches to living. Almost always, they have given up making their dreams come true. They “sacrifice” for others without really making anyone happy. Worst of all, they no longer feel they can make meaningful or satisfying choices. They cannot see a positive way to influence the course of their lives. They feel utterly helpless. Indeed, they are overwhelmed by feelings of helplessness.


A man who has been raised to believe that divorce is morally and religiously prohibited may become depressed if he feels he cannot have a satisfactory life without divorcing. If he has been taught to feel guilty about even desiring a better marriage, he will be especially vulnerable to depression.


I am not suggesting that people who hold marriage to be inviolable are more depression prone. Viewing marriage as inviolable could also provide the basis for a very satisfying life. How- ever, paralyzing conflict between religious values learned in childhood and personal desires in adulthood commonly leads to feelings of depression.


Similarly, a woman who believes her “place is in the home” may derive great satisfaction from being a wife and homemaker. But she is likely to become vulnerable to depression when she develops conflicting values about her own self-fulfillment through alternative directions, such as going to college or becoming a professional.






The Special Vulnerability of Depressed Children


In my practice I treat individual adults, couples, and children with their families. Working with children and their families provides an open window into how and why people become depressed. A child can become depressed by the death of a parent, the divorce of parents, sexual or emotional abuse, school failure, or peer abuse in school. Often children are depressed by simply not receiving all the love and attention they need from busy and stressed parents. At yet other times, they become depressed over the unrelenting boredom and alienation they feel at school. At other times, they become depressed because the family, the school, the church, and the community have failed to give them the kind of moral and spiritual direction that children need to lead meaningful lives.


Parents have been losing their influence over their children. The school experience has loomed larger and larger. So has the peer group. Indeed, some of the more profound suffering among children results from abuse by other children who ridicule and ostracize them.


Despite the increasing disempowerment of parents, mothers and fathers remain the single most important source of healing in the lives of children. If the parents work together to provide understanding, consistent love, and rational discipline to an emotionally injured child, recovery can often take place almost overnight, and improvement can always begin immediately.


Nowadays psychiatric drugs, including stimulants like Ritalin and Adderall, commonly cause children to become depressed.1 When doctors fail to recognize the drug-induced nature of the child’s depression, they mistakenly prescribe antidepressants that worsen the child’s mental condition. This leads to further deterioration, more drugs, and increased blunting of the child’s mental life. By the time I become involved as a “psychiatrist of last resort,” drugs have taken the luster out of the child’s eyes, and the child roller-coasters from one unstable emotion to another.






When Nothing Helps …


I often work with very depressed children and adults who have failed to “get better” despite years of treatment by other doctors. In these instances, I usually find one or more of the following circumstances:







	 Years of treatment by authoritarian, uncaring doctors or therapists 


	 Years of exposure to multiple psychiatric drugs 


	 Long-term submission to an emotionally abusive parent, spouse, or loved one 







Especially in recent years, the individual’s previous doctors may have overlooked or denied the obvious harmful effects of severe emotional, physical or sexual abuse in childhood.


My task as a psychiatrist and psychotherapist is to help these desperate children and adults to recover from a series of oppressive relationships and from the harmful effects of their previous therapy and psychiatric drugs. My goal is to encourage better principles for taking care of themselves and their loved ones and to inspire them to pursue the kind of life that will bring them greater personal satisfaction and happiness.


Depressed people often feel very guilty about pursuing their own needs or desires, and although they may sacrifice for others, they usually resent it. However, during their recovery they rarely have to choose between selfishness and happiness. The pursuit of their ideals almost always brings out even greater potential to care for and to love other people, and to contribute to society in a more creative manner. I will discuss basic principles for better living in the final chapter of this book.






Not a Disease


It is a mistake to view depressed feelings or even severely depressed feelings as a “disease.” Depression, remember, is an emotional response to life. It is a feeling of unhappiness—a particular kind of unhappiness that involves helpless self-blame and guilt, a sense of not deserving happiness, and a loss of interest in life. As already described, abused children almost always suffer unhappiness in the form of depressed feelings. So do adults who go through serious losses in regard to loved ones or employment. Chronic pain and ill health usually produce some degree of depressed feelings. In that sense, depression is a natural or normal human response to emotional injury and loss.


Even when depressed feelings become extreme or unrelenting, these reactions usually have obvious causes, such as the breakup of a marriage, the inability to leave an unhappy marriage, the death of a loved one, failure at work, an inability to achieve one’s fondest hopes in life, ill health, or a lonely old age. A human emotional or psychological state—basically, a feeling—should not be considered a “disease” simply because it becomes extreme.


The term “antidepressant” should always be thought of with quotation marks around it because there is little or no reason to believe that these drugs target depression or depressed feelings. In fact, I find considerable evidence that these drugs have little or no therapeutic effect on feelings of depression.


So-called antidepressants in actual practice are being prescribed for many problems other than depression, including anxiety, panic, eating problems, premenstrual tension, stress, posttraumatic stress disorder, and obsessions and compulsions. They are being given to increasing numbers of children, including toddlers, despite studies showing how harmful and ineffective they are when given to children.


Is it possible that all of these various emotional and psychological problems are chemically related to one another and therefore responsive to one class of drugs that affects a specific brain chemical? Whatever effect these drugs have, we will have to look for a mechanism other than the correction of a “biochemical imbalance.”






Even Whole Cultures


The psychological nature of depression is confirmed by the fact that whole groups of people and even societies can become largely depressed. Sometimes most of the people in a culture will become depressed. I was shocked to read an early account of Native American life in a southeastern nation. The Native Americans were described as emotionally expressive people who laughed and played a great deal. That’s quite a different picture than we now have of Native Americans. Many Native American peoples developed their stoic demeanor in response to years of oppression that, in many cases, led to the extinction of entire nations.


I will never forget a brief visit I made to East Berlin before the Berlin Wall came down. Everywhere around me, the surroundings were depressing and the people, as a whole, seemed depressed. Awareness of what we are missing or prevented from having makes us especially vulnerable to depression, and the East Berliners knew about the greater opportunities that lay beyond their reach a few feet across the Berlin Wall. In addition, East Berliners under communism were taught that it was wrong to desire the “materialism” of the Western, capitalistic world, adding to their internal conflict and helpless feelings of depression.


Depression can also affect victimized groups within a culture. Many surveys have concluded that women are more prone to depression than men. This vulnerability results from the frequency and depth of the paralyzing conflicts that many women experience concerning their contradictory expectations and roles in modern society. Women also frequently end up taking on themselves the responsibilities for home and family that men too easily evade or forsake. Despite the advances that have been made in providing equal opportunity to women, they continue to run smack into unfair and unacknowledged limits on their choices in the home, workplace, and society. However, if women can identify the problem and overcome culturally built-in feelings of guilt, they can take as effective action as possible without lapsing into depression.


Depression is more common everywhere that choices and opportunities are stifled, and where people are taught that they do not deserve or cannot achieve anything better. In the United States depression is especially common among the poor, among oppressed minorities, in economically depressed communities, and among women, especially elderly women.






Depression Occurs in a Context


Unfortunately, the medical approach to depression has influenced many people to completely ignore the real bases for feeling depressed, including obvious societal and cultural cases. An article titled “Up from Depression” appeared in the February 2001 edition of the newspaper published by AARP, the American Association of Retired People. Surely this group should be sensitive to the real needs of the elderly, and indeed the report gives passing mention to the problems of infirmity, loneliness, and isolation among the old in America. But in response to a variety of medically oriented “experts,” AARP ultimately comes out firmly for the biological view of depression. We are treated to quotes that affirm that depression is a “medical disorder, like hypertension or diabetes” and that “depression is an illness.” Instead of increased professsional and volunteer services, instead of greater family and community involvement, instead of more overall appreciation of our older citizens, the article emphasizes the supposed value of antidepressant drugs and even electroshock.


Depression is not a “disorder” that can be separated from the context in which people live and make choices. Feeling depressed is a human response to circumstances that feel intolerable and from which the individual sees no possible escape. If the person also feels guilty and ashamed about personal desires for a better life, then depressed feelings are almost inevitable.






Selling “Depression” as a Disease


If you want to make people buy a product, you have to convince them that they want or need it. To market psychiatric drugs, people have to be convinced that they have “diseases” that can be “treated” with the drugs. As I’ll document in later chapters, the word “depression” has come to mean a “disorder” or a “disease” by dint of aggressive marketing. In reality, depression is always recognized or identified on the basis of how an individual feels.


The 1856 American Dictionary of the English Language by Noah Webster defines depression as “a sinking of the spirits; dejection; a state of sadness; want of courage or animation; as depression of the mind.” Webster defines melancholy as a severe form of depression. Melancholy is “a gloomy state of mind, often a gloomy state that is of some continuance, or habitual; depression of the spirits induced by grief; dejection of the spirits. This was formerly supposed to proceed from a redundance of black bile.”


Webster’s definition, nearly 150 years old, is remarkable for its use of ordinary moral, psychological, and even spiritual language to describe the facets of feeling depressed, and for its recognition of the relationship between depressed feelings and grief. Webster’s observation that melancholy was “formerly supposed to proceed from a redundance of black bile” reminds us that medicine and psychiatry have for hundreds of years offered mistaken ideas about the biological origin of feelings of depression. In the future, I am hopeful, definitions will declare that depression was “formerly supposed to proceed from a biochemical imbalance.” Unfortunately, however, the biochemical myth—unlike the bile myth—has the power of a billion-dollar industry behind it.


The definition of depression has changed little over the centuries. The 2000 Stedman’s Medical Dictionary defines depression as “characterized by feelings of sadness, loneliness, despair, low self-esteem and selfreproach.” The 2000 Dorland’s Illustrated Medical Dictionary says that depression is “characterized by feelings of sadness, despair, and discouragement.” It compares depression to the “the blues” and to “bereavement,” and adds, “there are often feelings of low self-esteem, guilt, and self-reproach.” Thus, even the medical dictionaries confirm that depression is an emotional state that is familiar to everyone and readily described in everyday language.


Depression is never defined by an objective physical finding, such as a blood test or brain scan. It is defined by the individual’s personal suffering and especially by the depressed thoughts and feelings that the person expresses. In other words, if a person has depressed thoughts and feelings, the diagnosis of depression is made. Based on that alone, it makes little sense to view depressed feelings, or the emotional state of depression, as a disease or disorder.


The severity of a person’s depression should not mislead one into thinking it is a genuine physical disease like diabetes or pneumonia. Depression is always defined by its subjective emotional quality. It can only be identified in terms of the person’s feelings or through behaviors, such as a sad face or suicidal acts, that provide a window into that person’s feelings.






The “Official” Definition of Depression and Antidepressant


Even the 1856 Webster’s dictionary was not free of medical influence. Its definition observed, “Melancholy, when extreme and of long continuance, is a disease sometimes accompanied with partial insanity.” There was in 1856 no scientific basis for determining that sadness becomes a “disease” by dint of being extreme or persistent. There is still no reason to define grief, dejection, or melancholia as a “disease” simply because it is severe or lasting.


Although depression is experienced as emotional or psychological suffering, medically oriented scientists and practitioners have tried to redefine these feelings into something that looks more like a biological disorder. Toward this end, the official diagnostic manual of the American Psychiatric Association, the Diagnostic and Statistical Manual of Mental Disorders IV (1994), has attempted to formulate diagnostic categories for various experiences of depression. The categories are then used to frame depression as a medical disorder for purposes of promoting psychiatric drugs.


Antidepressants are psychoactive drugs that have been approved by the FDA for use in treating clinical depression or major depression, as defined by the official diagnostic manual. According to these criteria, clinical or major depression must include at least two weeks of “depressed mood” or “loss of interest of pleasure,” as well as four other symptoms from a list that includes significant weight loss, insomnia, fatigue, agitation, feelings of worthlessness, and recurrent thoughts of death. The manual acknowledges that the person’s mood is often described by the individual as “depressed, sad, hopeless, discouraged, or ‘down in the dumps’.” It also observes that depressed people often suffer from a sense of “worthlessness or guilt.”


In other words, to fit the official diagnosis you have to be unhappy in a depressed fashion for two weeks. Why two weeks instead of one week, six weeks, or two months? There is no rational basis for determining how long a person is “allowed” to feel depressed before deserving a diagnosis. The authors of the definition needed a minimal time period to look more scientific so they made one up.






Unanswered Questions


Although it provides the basis for justifying the prescription of antidepressant drugs, the official diagnosis of major depression leaves many questions unanswered. Most important, it does not deal with why people get depressed. Is the person who feels sad after the death of a loved one suffering from the same “disorder” as the person who feels sad as a result of the emotionally depressing effects of a hormonal disorder or a medication? Is the person whose life is spiritually empty in the same diagnostic category as a person who is recovering from rape? Is the person who is depressed over irrational guilt from childhood in the same category as the person who is depressed after being caught and imprisoned for a remorseless crime? Is the child depressed by poverty, racism, or sexism the same as the child who is depressed by failing to maintain perfect grades the way his or her parents demand?


Is the man who is depressed over a lifelong relationship with an abusive parent the same as a man who is depressed over his failure to beat his wife into submission? Is the woman who is depressed over sexist oppression in her workplace the same as the woman who feels jealous and depressed over the success of other women?


Depression is a human response to a wide variety of psychological, spiritual, and even physical factors. It displays itself in myriad ways from chronic feelings of sadness to acute feelings of wanting to die. It drives some people to feel suicidal and others to feel murderous. It provides some people an excuse to be needy and demanding in relationships with other people, whereas it compels others to try to live even more independent lives.


It is misleading to lump everyone into the simplistic category of major depression. It becomes even more potentially harmful to assume that most or even all of these people should be treated with antidepressant drugs. Nonetheless, in actual practice, anyone with significantly depressed feelings is diagnosed with major depression and is almost certain to be treated with drugs and even electroshock.






From Bile to Biochemical Imbalances


As already noted, the biochemical imbalance theory is the natural heir of the bad bile theory of depression. Increasingly, there is a tendency among biological psychiatrists to view even mild, transient expressions of depression as biochemical in origin. Once again, this is the product of aggressive marketing and public relations efforts by organized psychiatry and pharmaceutical companies. The result is that 20 million or more Americans have tried antidepressants.


Medications aimed specifically at depression were first developed in the 1950s and resulted in renewed claims that depression is biological and caused by biochemical imbalances. Although it was relatively easy to disprove the bile mythology, the very vagueness of the biochemical imbalance theory has made it easy to imagine these imbalances without having to prove that they exist. Biological psychiatry advocates often do not even bother to name the particular biochemical that is supposedly out of balance, or they change the allegedly offending biochemical depending on what kind of drug they are pushing. In reality, science does not have the ability to measure the levels of any biochemical in the tiny spaces between nerve cells (the synapses) in the brain of a human being. All the talk about biochemical imbalances is sheer speculation aimed at promoting psychiatric drugs.






The Search for Biological Markers for Depression


Biological advocates claim that depression is a physical disease because it can cause physical symptoms. Physicians, including psychiatrists like myself, are trained to focus on the body rather than the mind or the spirit. As a result, many of us tend to confuse the physical results of depression with the primary problem of feeling depressed.


Weight loss, which is called a “vegetative sign” of depression, is a good example of this confusion. People who are depressed often lose their interest in feeling pleasure, including their appetite for food. They may even lose their desire to keep themselves alive by eating. Naturally, they lose weight. Biological psychiatrists often cite weight loss as a so-called vegetative or physical sign of depression, but weight loss is not specific to depression at all. In fact, some people tend to eat more when they are depressed. When weight loss does occur during depression, it’s usually the result of not caring to eat.


Similarly, psychomotor retardation is used as a physical sign of depression. Psychomotor retardation refers to the fact that depressed, discouraged people will often begin to think, speak, and to walk more slowly. We’ve all seen friends or family act that way when “feeling down.” You can see it every weekend on television at the end of football, baseball, or basketball games. The winners jump around and talk so fast that they get breathless. It’s their expression of joy. The losers, in dramatic contrast, walk off slowly with their heads bowed and with seemingly little interest in talking. It’s an expression of sadness in response to losing. Doctors refer to these physical expressions of sadness as psychomotor retardation, but that doesn’t make them symptoms of a medical disorder. They are expressions of feeling so sad and unhappy that nothing else seems to matter anymore.


Attempts have also been made to find physical markers for depression, the equivalent of lab tests that indicate liver disease or a recent heart attack. Despite decades of research, thousands of research studies, and hundreds of millions of dollars in expense, no marker for depression has been found. To this day, the individual’s personal feelings remain the basis for diagnosing depression. When we speak of depression we mean a feeling about oneself and life.


Of course, the intensity of depressed feelings, like any emotion, can vary from very mild to very strong but the subjective experience remains basically the same. Human suffering can become extreme without being biological or genetic in origin. The most painful feelings in human life are the result of life experiences, such as the death of loved ones and the collapse of a marriage.






The PET Scan Scam


Biological psychiatry advocates like to show brain scans of depressed people as if they are somehow different from those of other people. In fact, doctors cannot diagnose depression from a brain scan because there are no consistent differences from “normal” brain scans. If depressed brain scans showed differences, such as a reduced metabolic rate in the frontal lobes, it would by no means demonstrate a biological cause. Far more likely, it would indicate that depressed feelings produce a flattening of emotional activity and hence brain activity. It is similar to the condition of a muscle that isn’t being exercised; its metabolism.


will be much lower than that of a muscle that is being exercised. An enormous multicolor ad for Prozac takes up the entire eighteen-by-twelve-inch back page of the January 19, 2001, edition of Psychiatric News, the official newspaper of the American Psychiatric Association. Most of the ad is taken up by the side view of the head of a smiling woman whose brain is portrayed as a fiery red, green, and yellow rendition of a brain scan. The page blazes with the message that depressed people have an abnormal brain scan that is made normal, or even better than normal, by Prozac.


Buried in the woman’s hair in tiny print is the following statement: “This image is an adaptation of a PET scan of a normal brain. Prior history of depression is unknown.” This in effect confesses, “We’re intentionally giving you the wrong impression. Brain scans have nothing to do with depression and Prozac.” FDA regulations on truth and fairness in advertising undoubtedly required this disclaimer but the advertisement’s impact is hardly truthful or fair.






If the Drugs “Work,” It's Biological


Nowadays it's common to claim that the effectiveness of drugs proves the biological origin of depression. Chapter 12 will find ample reason to question the efficacy of antidepressants. However, the seeming effectiveness of a psychoactive drug by no means indicates that it is addressing an underlying medical problem. Human beings have used alcohol, coca leaves (cocaine), and a variety of herbs for thousands of years to alleviate emotional suffering, including feelings of depression or melancholy. The fact that a drug such as alcohol or cocaine can relieve sadness or other painful emotions such as anxiety or chronic anger in no way indicates that the painful emotional state has a biological origin.


Many men drink alcohol to overcome their disappointment when their favorite team loses a game. They also drink alcohol to overcome the larger frustrations and stresses of life. Many women take uppers and downers to get through the stress and disappointment of their family lives. An enormous variety of prescription and over-the-counter drugs, as well as illegal drugs, seem to help many people to relieve a wide range of emotional suffering. But the relief tends to be temporary, and the drug often ends up causing more harm than good. Meanwhile, the psychoactive effects of these or any other drugs—including their tendency to cause emotional anesthesia or artificial euphoria—do not depend on an underlying biological cause.






The Meaning and Purpose of Depression


Most people come to medical and mental health professionals for help with depressed feelings that have readily discernible causes in the frustrations, conflicts, and losses they have endured. Only on occasion do we have to dig very deeply to discover why someone has become despairing over his or her life. However, even when the sources of the depressed feelings are obvious, overcoming them can be difficult. When life has driven a person to feel overwhelmingly helpless and despairing, it may take time and effort to find the understanding, direction, motivation, and courage to climb out of the depressed outlook.


It can become nearly impossible to rise out of depression on one's own—to “pull yourself up by your bootstraps.” At times of great despair, people need people. A caring therapist, a loved one, or a devoted community such as an extended family or church can be lifesaving. But when a doctor spends fifteen minutes with his patient and prescribes a drug, the sense of aloneness and isolation is likely to be reinforced. The very idea of turning to pills instead of people can add to the feelings of despair and hopelessness. In short, it is depressing to believe that an improved life is best achieved by taking a pill.


Despite the claims of modern psychiatry, there is no checklist with which to determine that you have a disorder that can be treated with drugs. There is no magic bullet medication that can target your depression and cure it for you. Ultimately, each of us has a unique life story, and our own reasons for why we feel the way we do. There is no substitute for confronting how and why our lives have become so depressing to us. There is no satisfactory alternative to changing our approach to life as a way of overcoming or transcending depression.
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