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About the Book


In this combination of diligent science reporting, moving patient success stories, and surprising self-discovery, journalist Julia Hotz helps us discover lasting and life-changing medicine in our own communities.


Traditionally, when we get sick, health care professionals ask, “What’s the matter with you?” But around the world, teams of doctors, nurses, therapists, and social workers have started to flip the script, asking "What matters to you?" Instead of solely pharmaceutical prescriptions, they offer ‘social prescriptions’-referrals to community activities and resources, like photography classes, gardening groups, and volunteering gigs.


The results speak for themselves. Science shows that social prescribing is effective for treating symptoms of the modern world’s most common ailments-depression, ADHD, addiction, trauma, anxiety, chronic pain, dementia, diabetes, and loneliness. As health care’s de facto cycle of “diagnose-treat-repeat” reaches a breaking point, social prescribing has also proven to reduce patient wait times, lower hospitalization rates, save money, and reverse health worker burnout. And as a general sense of unwellness plagues more of us, social prescriptions can help us feel healthier than we’ve felt in years.


As Hotz tours the globe to investigate the spread of social prescribing to over thirty countries, she meets people personifying its revolutionary potential: an aspiring novelist whose art workshop helps her cope with trauma symptoms and rediscover her joy; a policy researcher whose swimming course helps her taper off antidepressants and feel excited to wake up in the morning; an army vet whose phone conversations help him form his only true friendship; and dozens more. The success stories she finds bring a long-known theory to life: if we can change our environment, we can change our health. By reconnecting to what matters to us, we can all start to feel better.









To my parents, my brother, and my friends—
my greatest reminders of “what matters”










PROLOGUE



A “Social Prescription”


A middle-aged man with mysterious pains walks into a doctor’s office, where three helpers greet him.


“When your pain began, what else was happening in your life?” asks the first helper, a teacher from Nepal.


The patient—we’ll call him John—thinks for a minute. He realizes his pain began right after his wife died. With no reason to leave the house, John didn’t, and now, he spends most days in bed, achy and alone.


The second helper, a chemist from Iran, chimes in: “Do you have food? Cash? A reason to get up in the morning?”


John thinks some more. He says he has basic needs covered, but his will to wake up died when his wife did.


Then the third helper, a physician from Greece, asks John about his pain from the other end: “When your wife was alive, what made you feel healthy?”


This time, when John answers, his whole face lights up as he describes a dreamy scene: Each morning, he and his wife would walk in the park—greeting the songbirds, the oak trees, the neighbors. After work, he’d sit in his backyard and strum his guitar, while his wife would sing along. Night after night, they’d cruise through songbook after songbook, playing with new melodies and harmonies and guitar riffs. And when John would go to sleep, he couldn’t wait to wake up the next day and do it all again.


Now, with a sense of what used to make John feel healthy, the doctor offers some medicine: a spot in their community orchestra. Taking his prescription pad, he writes precise instructions to walk to the local symphony hall for orchestra practice, three times a week. He offered John a social prescription.


A social prescription is officially defined as a nonmedical resource or activity that aims to improve a person’s health and strengthen their community connections. Don’t let the “social” bit fool you: These are not small-talky, introvert hellscapes where docs sprinkle friendship fairy dust and motley crews of strangers suddenly become best buds. And they’re not prescribed only for social isolation, either. Social prescriptions can cover everything from orchestra practice to fresh vegetables and can help treat everything from depression to poverty. Let me explain.


A huge part of our health is determined by the environments in which we live. We’ll get into the precise science, but for now, take my word for it: To survive, we need basic resources—the things you think about when you hear “environment”: clean air, trees, nutritious food, shelter, and money. And to thrive, we need sources of joy, meaning, and relationships in our environments, too: reasons to wake up in the morning, things that make us feel healthy, connections to what matters to us. Together, these sources of surviving and thriving are called our social determinants of health. We can have the most knowledgeable doctor and the most clinically advanced medicine, but without these kinds of connections, we can never be truly healthy.


Take John. Maybe his mystery pains had some biological basis. But most of his suffering began when he lost his connections to what mattered to him. And when the doc uncovered that playing music might reconnect John to his long-known sources of joy and meaning, he wrote John a social prescription to help him do just that.


It doesn’t mean the doc wouldn’t also order John medical tests, refer him to a therapist, or prescribe him a painkiller. Instead of replacing other kinds of medicine, social prescriptions complement them. Instead of just treating symptoms of sickness, social prescriptions reconnect us to our sources of wellness. And instead of just addressing “What’s the matter with you?” (“Aches and pains”), social prescriptions address “What matters to you?” (“Playing music”).


It sounds simple in theory: social prescribing to treat our social determinants of health. But it raises some big questions in practice: Is this woo-woo talk, or does science show social prescriptions actually help us feel better? Is this pie-in-the-sky idealism, or could our overburdened, resource-strapped, burned-out health care systems actually adopt social prescribing? And, wait, why do we need health care, anyway? Can’t we just prescribe ourselves connections?


I never imagined I’d be the one to investigate these questions. To put it mildly, I’m far from a health expert, a fact my daily habits make plain: drinking gallons of cold brew, spending scary amounts of time looking at screens, eating doughnuts like they’re apples, but always with a side of carrots (for “balance”). As for health care, I’m even less of an expert: guessing my way through what those three-letter acronyms mean (EPO, PPO) and how deductibles work. A friend and I recently laughed about a viral meme: “Insurance is hilarious to me . . . you literally pay hundreds every month in case something happens, and then when it does, you ask if they cover it and they’re straight up like, ‘We’ll see . . .’”


Health and health care had always seemed too complicated to deeply understand. Then the pandemic happened, and I started paying more attention, first as a journalist covering it, then as a person living it. It hardly seemed like a choice; everybody was suffering. I’d read the headlines about skyrocketing symptoms of depression, anxiety, and trauma. I’d seen the US surgeon general’s dire warnings about the consequences of loneliness, akin to smoking fifteen cigarettes a day. I’d heard horror stories about health worker shortages, delays, and burnout. I’d seen more mild “diagnoses” creep up in our cultural dictionary: “Distracti-pression.” “Languishing.” “Feels-like-crap syndrome.” And eventually, I’d felt symptoms of these diagnoses myself. What was going on?


That sudden, pandemic-prompted curiosity about health and health care would guide this book, and take me on my biggest journalism expedition yet. It turns out the pandemic was just the canary in the coal mine of a problem that’s been bubbling under the surface for years. It turns out most of our lives look like John’s, at least a little bit, at least sometimes. And it turns out we’re not wired to live this disconnected from our environments.


To show you what I mean, let’s wind the clocks back ten thousand or so years. Imagine you’re an ancient human trying to hunt and gather your way in the big, bad wild. What do your days look like?


Well, for starters, you’re trying to avoid attacks from the other big, bad wild animals. You’re trying to make sure you have shelter, water, and food. That takes a ton of physical activity. So you’re probably moving your body—walking, running, lifting, crouching, jumping—sometimes for your life.


You’re also trying to make sure your hard-gathered food isn’t poisonous. That the water you fetch is clean. That the shelter you build will weather you through heat, cold, storms, and floods. So you’re also probably paying attention to nature—the sun, clouds, birds, rivers, and trees—to help you survive in it.


The physical journey is a mental one, too. As you move around and look around, you find yourself feeling all sorts of feelings: fear, hope, joy, sadness, anger. To help you process those emotions, you create art—writing tales, composing music, constructing all kinds of colorful creations.


Still, it’s tough out there; in an instant, a bear or a blizzard could kill you. You realize you can’t possibly face all these threats on your own. So, to up your odds of survival, you develop a system of mutual aid—of serving your neighbors and being served in return.


Perhaps most important—as you move, observe nature, create art, and serve your neighbors—you find yourself wondering: Why? What’s the point of waking up in the morning at all? To find meaning, you start seeking belonging—among other people, and in this world.


Now, with that quick primer on evolutionary history, let’s get back to modern reality. Movement, nature, art, service, and belonging were once staples of our daily lives. But since our survival no longer requires these five ingredients, we no longer structure our lives around them. Instead of moving our bodies, observing nature, creating art, serving our neighbors, and seeking belonging among fellow humans, most of us spend most of our time sitting, observing screens, consuming “content,” obsessing over our stuff, and seeking belonging among superficial sources. Instead of connections in our environments, we fill our waking hours with their substitutes.


Granted, if you asked me if I’d rather spend my days chasing beasts and foraging berries or spend them in my air-conditioned apartment with Netflix queued up and DoorDash delivery a button away, I don’t have to tell you which I’d pick. But we know it’s not our screens, our salaries, and our stuff that we’ll be thinking about on our deathbeds. We know that what really matters in the grand scheme of life are the connections in our environments: the joy and meaning we experience, and the relationships we build. The things that make us light up when we talk about them. The things that give us reasons to wake up in the morning. The things that matter to us.


And yet, you’re probably wondering: Is prescribing these kinds of connections really the solution? Could health care really do this?


It turns out they already have done this.


Remember the teacher-chemist-doctor trio who treated mystery-pain John? They were based on real people, who really did preach and practice the power of social prescribing long before it was called that.


The teacher from Nepal? That was Siddhartha Gautama, or Buddha. Born in the fifth century BCE, Buddha connected health to the harmony a person feels with their environment, and in their social relationships. To alleviate suffering, he believed the person should try to understand, or be mindful, of its cause. Not bad for a 2,500-year-old.


The chemist from Iran? That was Muhammad ibn Zakariya’ ar-Al Razi, or Rhazes, who lived in the ninth century AD. While contemporaries blamed mental disorders on supernatural causes, Rhazes blamed (at least some) sicknesses on unmet social needs. When he became a physician, he put that theory into practice. Before offering drugs, he offered food as his first line of medicine. Before discharging patients, he offered them money to help with their immediate needs. It was one of medicine’s first recorded references to prescribing cash.


And the doctor from Greece? That was Hippocrates, born in the fourth century BCE. We might know him through the Hippocratic oath—the pledge doctors take to use warmth, sympathy, and understanding as much as surgical tools and pharmaceutical drugs. But his lesser-known feat came from practicing those ethics through social prescribing—as one of the first physicians to offer a written prescription for exercise. His ancient Greek contemporaries also used music and theater to treat mental health problems.


It wasn’t just this ancient trio; history is filled with examples of “social prescribing” from all around the globe. Indigenous groups have long linked an individual’s health to the health of their interconnected relationships—both with their neighbors and the natural world. African villages have long used community rituals to help heal and prevent stress and pain. Traditional Chinese medicine and Ayurveda in India have long emphasized the relationship between a person’s body and their surrounding environment. Long before academics coined theories about the social determinants of health, people around the world were practicing its central tenet: our environments can make or break us.


Throughout the twentieth century, a wide range of medical professionals began realizing the same. In the 1950s, the psychoanalyst Franz Alexander popularized a field called psychosomatic medicine—a practice exploring how psychological factors and emotional tension can significantly influence disease. In the 1970s, psychiatrist George Engel pioneered the biopsychosocial model of health—a means for clinicians to look at the social, psychological, and behavioral aspects of their patients’ illnesses. In the 1990s, physician Andrew Weil created a center for integrative medicine—an approach that considers the whole person’s mind, body, and spirit needs. Other now-buzzy terms we’ll explore in this book—like salutogenesis, lifestyle medicine, and mindfulness—get at this same idea: if our environment improves, our health does, too.


And yet, even though countless ancient civilizations and modern medical experts have converged on this same sensible idea, most of us neglect it when we think about health care. Instead, we probably think of the practice we learned in childhood and haven’t questioned since: We get sick and go to a doctor, who gives us a diagnosis. We get treatment, usually a prescription for a pill. We do it again the next time we don’t feel well. Diagnose. Treat. Repeat.


This works for some sicknesses, sometimes. If I’ve got strep throat or an ear infection, give me the best antibiotic you’ve got! But what about patients like John, with “sicknesses” far more complicated than simple diagnoses can explain and pills can treat? What happens when doctors can’t keep up with the diagnosing, treating, and repeating? And what happens when it’s most of us who don’t feel well, most of the time?


After traveling to ten countries, interviewing hundreds of health experts, scouring thousands of scientific articles and history books, and testing my reporting out on myself, I’ve finally arrived at the same sensible answer our ancestors did: social prescribing.


This book takes you through my journey to that answer in three parts.


Part 1 shows there’s real science to support prescribing movement, nature, art, service, and belonging. And to see that science come to life, we meet some of the real patients prescribed these five ingredients to help treat their wide range of diagnoses: type 2 diabetes, depression, stress, ADHD, anxiety, chronic pain, dementia, loneliness.


Part 2 goes behind the scenes to show how those patients came to get their social prescriptions. In it, we tour some of the thirty-plus countries using social prescribing to “treat” a wide range of health care “illnesses”: record-high wait times, severe resource shortages, poor patient outcomes, systemic inequities, and crippling burnout and low morale among health workers.


And then, while we wait for the rest of health care to get on board with social prescribing, in part 3, I try to see what this means for you and me. Guided by the science I learned and patients I met in part 1, I prescribe myself movement, nature, art, service, and belonging when I find myself feeling the symptoms that resemble theirs: stuck, distracted, worried, grumpy, and lonely. And then, spoiler alert: I surprise myself. I realize I’d been wrong about health all along. That it’s impossible for me to keep a cool journalistic distance from this topic and investigate it the same way I might investigate corporate tax fraud; I realize that all of us are at risk of feeling unwell, in our ever disconnected environments. And I realize, too, that all of us can stand to feel better, when we reconnect to what matters to us.


A few quick disclaimers: This book reports on people diagnosed with common illnesses, but they do not represent the entirety of the experiences of those illnesses. This book is guided by real patients’ lived experiences, but everyone’s lived experience is different. In fact, that’s what social prescribing is all about; instead of “what’s the matter with you”—a fixed list of symptoms—it focuses on “what matters to you”—a set of inherently unique interests, needs, and life events.


Likewise, this book is about the power of social prescriptions, but it’s not a call for health care to stop offering other kinds of prescriptions. (After all, some of the characters we meet take social prescriptions with other kinds of prescriptions.) This is a call to add social prescribing to the menu of health care options.


And finally, just as I don’t want anyone finger-wagging at me to lay off the doughnuts, the cold brew, and the screens, I promise I won’t do that to you either, reader. This is not about preaching any one account of “health expertise”; this is about giving you more science, more stories, and more practical tools to help you become an expert in your own health.


It’s true: health is complicated. But if you bear with me, I promise, you’ll see that health can be simple, too. You’ll see what it means to actually live by the idea our evolutionary ancestors, our ancient civilizations, and our modern medical experts have all practiced and preached: when our environment improves, our health does, too.










PART I



Social Prescribing for Better Health










CHAPTER 1



The Movement Prescription: Frank and Amanda


Frank is not a doctor, but he is a different kind of health expert. When he learned his twelve-year-old step-grandson liked cricket, Frank took him to meet Joe Root, one of England’s top players. When another grandson got upset that Frank broke his glasses, he made an appointment that day to fix them (“He’ll not speak to me otherwise,” Frank jokes). And when he drives past a pond near his house in Sheffield, a lush city in north-central England, and he sees me smile at a dog shaking water off itself, Frank smiles, too. “I’m pretty sure heaven is a dog on a beach,” he says, grinning through his white beard bristles.


Instead of a medical degree, Frank’s health expertise comes from noticing what matters to people. But ten years ago, before becoming an “expert” in everyone else’s health, Frank couldn’t tell you much about his own. For starters, he didn’t have many people to tell you about. As a truck driver who worked six days a week, he spent most hours alone, bored and sitting down. “I didn’t do any exercise, and I lived on takeaway sandwiches, and when I came home at the weekend, I just wanted to get drunk,” he says.


When that lifestyle caught up to Frank, he was diagnosed with hypertension (high blood pressure) and type 2 diabetes, a condition that affects the way the body processes blood sugar. Though type 2 diabetes is associated with several risk factors, its main one is being overweight (90 percent of adults with type 2 diabetes are overweight or obese). The science is not totally clear, but some theories suggest that the more adipose tissue (body fat) you have, the more pro-inflammatory chemicals your body releases. Those chemicals make it more likely your body won’t respond effectively to insulin, a hormone needed to regulate blood sugar and prevent organ damage in the heart, kidneys, eyes, and nerves. This is why patients with type 2 diabetes are sometimes prescribed insulin.


Frank was one of them. But when his doctor prescribed insulin, Frank was forced to give up his commercial driver’s license, since England had then prohibited insulin use on the job. It was a reverse catch-22: the sit-all-day, takeaway-sandwich trucking lifestyle played a major role in Frank’s disease, but to treat the disease he developed on the job, he was legally required to stop that job. And although Frank later acknowledged how the trucking lifestyle was his “downfall, healthwise,” it seemed extreme to give up his career just for his medicine.


Seeking alternatives, Frank sought the advice of doctors. One told him to eat cornflakes before bed, which, he later learned, is “one of the worst things you can do as a diabetic.” Others just “told him off” for being lazy and not eating better. But the absolute worst thing those doctors did, Frank says, was suggesting there was no alternative: he’d be on insulin for the rest of his life.


Since nobody had ever told him it was possible to reverse type 2 diabetes, he never thought to try. But when he moved to Sheffield for a new start, Frank also found a new doctor, one who saw him in a new light: as someone who wanted to change and could.


Sitting: The Silent Killer


Frank had been living in the work-eat-sleep-repeat trap that plagues billions of us; we wake up, still tired, and snooze the alarm until the last possible minute. Then, running late for work, we drag ourselves to the kitchen for a bagel or granola bar or some other portable, nutrient-poor breakfast. We arrive at work, only to sit back down, and by the time we get home, we’re exhausted—not from exercising but from a long, monotonous day of sitting. Yet instead of bed, we go to the couch, grabbing any joy we can from screens or sweets or booze. Then, with a fake energy boost, we stay up late, wake up tired, and do it all again the next day.


Public health experts call this a “sedentary lifestyle,” a euphemism describing how most of us—estimates suggest up to 85 percent—spend an unhealthy amount of time sitting. One recent survey revealed American adults sit for an average of 9.5 hours per day. But more deadly than sitting is the physical activity it’s replacing. In the United States, chronic diseases like type 2 diabetes, stroke, and heart disease (all associated with physical inactivity) cause seven out of ten deaths per year. Global estimates suggest being more physically active could prevent up to five million deaths annually.


This wasn’t always the case. After all, we remember from the prologue, our daily lives once required us to run, jump, squat, carry, and crouch to survive. Even post hunter-gatherer, it’s safe to assume most of the work we did involved movement (in physics, the term work refers to the transfer of energy). But through modern technology—a term that comes from techne (ancient Greek for a skill that involves “making” or “doing”), that’s gradually changed. Because technology has become so good at replicating the work humans do, machines have started to “make” and “do” the work for us.


In turn, it seems, our jobs have become less energy-intensive, and more sedentary. In the United States, for instance, since the 1960s the average occupation-related energy expenditure has decreased by more than 100 calories. So, too, has the percentage of people with jobs requiring moderate to intense physical activity. In 1970, only two in ten Americans had jobs requiring “light activity” (i.e., desk work), while three in ten had jobs with activities requiring “high energy” outputs (farming, construction, manufacturing). By 2000, “light activity” jobs had doubled to four in ten, and high activity jobs declined to two in ten. Today, especially in our post-pandemic world of increasingly remote work, you can imagine the sedentary trends have continued (e.g., I’m typing this very chapter as I lay seal-style on my bed).


Work aside, there was another reason why we moved our bodies: to be healthy. Plenty of ancient civilizations converged on this idea: In India, for instance, as early as the sixth century BCE, the physician Sushruta recommended daily exercise to keep up general health. In Greece, men competed in athletics around activities like running and throwing. In Rome, both sexes exercised at public baths; men would wrestle and box, while women would swim or play hoop games.


For most of history, it seems, movement was a means to have fun.


But here again, the Industrial Revolution changed things. Instead of a fun way to stay healthy, movement slowly became more like an expensive, boring, body image–focused chore. How did this happen?


Let’s back up.


At first, during the Industrial Revolution, when technology took our work time and gave us more leisure time, it seems we genuinely spent it on moving for leisure. Historians suggest “sports” saw the greatest expansion in participation during this period, with the rise of tennis, archery, bowling, bicycling, baseball, basketball, and football. Religious organizations, universities, and civic societies began to build gymnasiums, swimming pools, skating rinks, and dance halls to keep up with demand. Parks and playgrounds were thriving. As was true in ancient times, movement in Industrial Revolution times was socially popular and culturally in vogue.


But then, a different culturally fashionable idea took over: turning a profit. Have you ever wondered why it costs, like, a hundred bucks to hit a little ball into a little hole, eighteen times over? It turns out this trend has roots in the late 1800s, when leaders in the “leisure industry” began to commercialize leisure time. By creating fancy equipment and expensive club memberships, the leisure industry effectively restricted access to free movement, and created a class divide. While the upper classes continued to play equipment-intensive sports, lower classes were generally excluded, relegated to the spectator stands or pub. Today, we see that lasting sports class divide especially in the United States: 70 percent of kids from high-income families participate in sports, while only 51 percent of kids from middle-income families and 31 percent of kids from families in poverty do.


In the twentieth century, movement moved further from leisure when it moved toward fitness for combat. Of course, the idea wasn’t new; soldiers have been battle training for as long as there have been battles (think of Spartan races and Viking workouts). But the push to become fit for battle (hence the term fitness) seems to have reemerged globally when global wars did. Exercises like Pilates have roots in this motivation. During World War I, when German soldier Joseph Pilates was interned at the Isle of Man and needed a way to keep up his battle strength and agility, he found inspiration in the island’s cats. After mimicking the cats’ stretches and utilizing his hospital bed to intensify them, he succeeded, and taught his eponymous workout to fellow war prisoners to improve their battle “fitness,” too.


The push continued after World War II. Remember the exercises you used to do in gym class: pull-ups, sit-ups, long jumps, and (my personal hell) the shuttle run? It turns out, we were (basically) battle training. The big push to use the gym for military conditioning emerged in the 1950s, after 58 percent of American kids failed a series of core and strength exercises (versus just 8 percent of European kids). When the US government got wind of the results, they created a new presidential Council on Youth Fitness to up the nation’s investment in physical education. Eventually, that led to the infamous fitness tests that kids like me would endure and grow up to recall in horror today. (After all, there’s nothing that sucks the fun out of movement quite like making a middle school student run back and forth on a squeaky gym floor to a series of gradually quickening beeps.)


Gym class horrors aside, movement again moved away from fun when it moved toward a focus on physical appearance. It began in the late nineteenth century, with German athlete Eugen Sandow. Today considered the father of modern bodybuilding, Sandow was famous for performing weight-lifting feats at fairs around the world. But when talent agents found audiences seemed more impressed by the sight of Sandow’s body than the amount of weight he lifted, Sandow began performing muscle display shows instead. The public went wild: Photographers snapped shots of his body. A museum created and displayed a cast of his muscular physique. At one of his first shows in Chicago, women paid $300 just to touch his muscles. Outside of shows, Sandow began selling magazines, resistance bands, dumbbells, even dumbbell-cleaning cloths to continue building his brand.


It’s a trend that fitness influencers have followed since; from a shirtless Arnold Schwarzenegger pumping iron to leotard-wearing Jane Fonda kicking high knees, it’s hard to imagine a popular workout that doesn’t have a fit-bodied icon at the heart of it. And even though we might admire their bodies, we might also feel discouraged by them. One small industry survey of two thousand Americans found half reported “gymtimidation”—the fear of working out in front of others. Another poll found two in five Americans feel dissatisfied with their body whenever they look in the mirror. And a scoping review of more than two hundred academic studies found “negative body image was linked to lower physical activity and was discussed qualitatively as a barrier to participation.”


All of this could help explain why we now associate moving our bodies with expensive memberships, pricey products, grueling fitness tests, and intimidating bodies. But in the background, some doctors have been quietly trying to change that, and remind us of why we really move: for health.


One of the first was Kenneth Cooper, an American doctor who popularized an exercise he called aerobics. His work began in the 1960s, when Cooper was asked to devise a conditioning program for NASA astronauts to strengthen their heart and lungs. But after realizing everyone could benefit from more aerobic (oxygen-requiring) activity, Cooper turned his program into a point-based system everyone could follow: Selecting activities that were bound to get the blood pumping like running, swimming, cycling, and even walking, Cooper made it like a game, assigning each exercise a point value, and encouraging “players” to aim for 120 points per month. “I wanted to motivate people to take care of themselves,” he later told a journalist.


When Cooper published his aerobics program in his 1968 bestseller, Aerobics, the gamifying worked: the program immediately went viral. It also saved lives: When his team researched the effects of his aerobics exercises through longitudinal studies of more than 100,000 people, they found that people who had greater levels of aerobic fitness had less risk of heart disease, chronic kidney disease, stroke, certain cancers, dementia, and more.


In the decades since, doctors have followed Cooper’s lead, forming networks, colleges, and societies under a discipline called lifestyle medicine. Popularized by the cardiologist James Rippe in his 1999 landmark textbook, lifestyle medicine explores how daily habits and actions related to lifestyle (like exercise) can help prevent or treat diseases. Today, thousands of examples support this: A recent literature review of 196 studies shows that walking just eleven minutes per day can significantly lower our risk of heart disease, cancer, and premature death. Another review using twenty-five years of census data in England and Wales finds the same with cycling, showing a strong inverse relationship with all-cause mortality, cancer morbidity, and cardiovascular risk factors. A population study in Copenhagen found playing certain active sports can increase life expectancy by up to ten years.


That’s why it was hardly controversial when, in 1995, similar to Cooper’s aerobics regimen, the American College of Sports Medicine and the Centers for Disease Control and Prevention established an official recommendation that adults get at least thirty minutes of moderate-intensity physical activity on most days of the week. In 2020, the World Health Organization similarly recommended 150 to 300 minutes of moderate aerobic activity per week.


But just as it was obvious to doctors that their patients should exercise more, so, too, was it obvious to patients themselves. It’s probably why you, reader, are nodding your head through this section, unsurprised by any of this research showing movement is good and sitting is bad. Patients didn’t need doctors to tell them to move; they needed everything else: A sense of joy while moving instead of an obligation to “be fit.” A way to freely access places to move instead of an expensive membership. A personal motivation to get moving instead of an aesthetic one. And, perhaps most important, people to hold them accountable—people like Frank’s new doctor in Sheffield, Ollie Hart.


“Activating” the “Patient”


Tall, muscular, clad in an athletic half-zip sweatshirt when I meet him for lunch, Ollie Hart looks more like a Sandow fitness model than a white-coat-wearing doctor. He walks the walk of an athlete, too: He bikes to work instead of driving. He worked on a council to make Sheffield the UK’s most active city. And he started his local parkrun, an initiative encouraging doctors to join their patients for five kilometers’ worth of movement (a walk, jog, or run) in their local park every Saturday.


It’s all part of Ollie’s approach to lifestyle medicine. “I’ve always felt that the things that contribute to really good health can be outside the traditional medical model, whether that’s your green space, whether you feel safe, whether you feel you have the ability to exercise and eat well and have clean air,” he says. He thinks treatments should come from the activities a community can offer, not just the pills that pharma reps can sell. But in his twenty years at Sloan Medical Centre in Sheffield, an urban practice covering thirteen thousand patients, Ollie says it’s become harder to do medicine that way. “There’s some really good medications, but I think we’ve gone way too far in giving drugs for everything.”


National drug prescription profiles show Ollie is right: from 2004 to 2019, the rate of prescriptions in England and Wales increased by 43 percent, and the most common medications were for cardiovascular diseases, particularly high blood pressure. The United States’ profile shows a similar story. Of the top twelve most commonly prescribed medications in 2018, eight were for symptoms related to lifestyle diseases. One was an antidiabetic, two were antihyperlipidemics (for high cholesterol), and five were antihypertensives (for high blood pressure).


The most recent buzz surrounds Ozempic and a derivative drug, Wegovy. Originally developed to treat type 2 diabetes, these drugs use semaglutide, which is thought to mimic glucagon-like peptide-1, a hormone released in response to food intake, to help suppress our appetite. Because the hormone copycat semaglutide seems to reduce food cravings, it helps us lose weight, which lowers our chances of obesity and type 2 diabetes.


But while these drugs may technically lower some disease risks, they’re also associated with severe side effects like nausea, diarrhea, vomiting, and constipation. Some studies have even associated the drugs with stomach paralysis. Plus, since the drug users would need to take the drug indefinitely to avoid reintroducing their appetite, they may experience more side effects in the future. That could be why nearly half of the people who took an earlier generation of the medication quit within a year. And besides side effects, a long-term prescription introduces a long-term bill; one price analysis suggests users in the United States pay roughly $1,000 a month for the medication.


Ollie doesn’t blame the doctor, or the patient, for taking these drugs; instead, he blames a corrupt incentive system that takes advantage of patients’ “really vulnerable needs.” He explained: “Doctors are sort of the stooges of the pharmaceutical industry; it’s like we’re the respectable face of it. They realized ‘we can create a need for this [drug] and deliver the goods if we separate everybody from each other and create this narrative of ‘You’re an individual person.’” Meanwhile, Ollie says, there’s far less incentive to help patients heal through connections in communities. “I think [health] is really about what’s called people’s ‘sense of coherence’—their self-worth and meaning in life.”


Coined in the 1970s by the sociologist Anton Antonovsky, “sense of coherence” is an actual tool doctors use to measure whether patients feel their life is comprehensive, manageable, and meaningful. Instead of just treating disease, Antonovsky encouraged health professionals to study the factors that promote health, a term he called “salutogenesis”—literally “the origins (genesis) of health (saluto).” The logic? If people feel positively about their life, they can more positively influence their health. In practice, for Ollie, that means asking patients, “What are you doing to look after yourself?” It’s like a screener question for salutogenesis. “Sometimes people are buzzing to tell me, ‘Oh, I’ve joined this, I’ve got some mates I do this with, I’m really into looking stuff up on this app,’” he says. But the question also helps Ollie spot who isn’t buzzing. “If people feel isolated, and lonely and vulnerable, then often they just stop looking after themselves, they stop taking tablets, they don’t see any point in it.”


That was true for Frank when Ollie met him seven years ago. “Frank said he used to dread going to doctors and nurses. He always got told off, and so he’d sort of go in, keep his head down, and slink out,” Ollie explains. “You could sense that he was a bit fed up with his life, a bit bored.” But from there, much like the ancient trio did with mystery-pain John, Ollie and his team turned the typical doctor conversation around. “We spent a bit of time and learned that he used to enjoy riding bicycles when he was younger.”


The next steps were simple: after uncovering that cycling brought Frank joy and meaning, Ollie worked with his team to write Frank a social prescription for a local road cycling course, called Pedal Ready. Of course, the cycling itself was a healthy activity; maybe it could help Frank reduce the symptoms of his diabetes. But Ollie says the cycling prescription “wasn’t really to control [Frank’s] diabetes as much as it was about getting him out and doing something.” It was a prescription to do something that mattered to him.


The Chain Gang


Frank was excited about his cycling prescription; it was so much better than the insulin and the insults other doctors threw his way. But he was also a bit nervous, especially since he hadn’t cycled since he was a kid: What if he wasn’t good at it? What if everyone else was fitter than him? Would he remember how to turn? To brake? What if he got hurt? And how the hell would he coexist with the four-wheeled deathmobiles speeding next to him on the road? What if cycling is actually not “like riding a bike” and he forgot everything he once knew how to do?


When Frank brought those worries to the cycling group’s first meeting, he wasn’t alone. Pedal Ready, I learn, is technically a six-week course in cycling safety. Targeted at over-fifty adults, “It’s an opportunity to really master the bike, because until you feel as if you’re in control of the bike, you just haven’t got any spare mental capacity to enjoy the cycling,” says Martin, a Pedal Ready alumnus. “There are lots of cycling groups in Sheffield, but they’re all young and trying to go fifty miles an hour like they’re the Tour de France,” Frank explains.


Instead, Pedal Ready provides people with free bikes and a range of courses that reteach the bike basics: “Looking behind, turn signaling, stopping with control, cycling in a group, road positioning, cycling through a roundabout. We work on the basis of encouraging people and not forcing them to do things before they’re ready,” explains Pam Walton, their Pedal Ready course instructor. Through Pedal Ready, the goal isn’t to bike faster and farther than other people; the goal is for people to meet their own goals. That’s where the group accountability comes in. “It’s like getting a dog,” explains Martin. “If you get yourself a dog, the dog’s gonna get you to do more walking. If you join a cycling group, the group’s gonna get you to do more cycling. You don’t want to let people down.”


Dozens of scientific studies on accountability show Martin is right. In one of them, a group of 149 employees were asked to set a goal for themselves. Then they were randomly assigned to one of five groups, each with increasingly strong accountability mechanisms; in group 1, employees were asked to simply think about their goal, and in group 5, employees wrote down the goal and sent weekly progress reports to an accountability buddy. Four weeks later, the results revealed that those accountability buddies worked like a charm: employees in group 5 had accomplished significantly more than those in other groups.


Beyond science saying accountability buddies work, Pam Walton, Frank’s instructor, thinks so, too. She says she’s spoken with doctors and nurses and funders all around the country about groups like Pedal Ready, and when they ask her, “Why don’t people just walk or cycle or swim on their own?” Pam tells them the truth: “They don’t. Even though [patients] know that [exercise] will help them, they have to have somebody there to help get them going.”


But Pam doesn’t think it’s accountability alone either; instead, she says, it’s the relationships that cyclists build along the way. “When people got to a certain stage [in the cycling course], they wanted more, and that’s when I realized the social bit was really vital, so I sort of encouraged the group to go off on their own.”


That’s what happened with Frank. After he graduated the Cycle Confidence course, he realized he needed the social bit to keep cycling. Others did, too. So he decided to form a group of his own accountability buddies. Some were Pedal Ready alumni, like Martin and Chris. But others were the fellow cycling enthusiasts he started to meet in the community, like Pete, David, and Linsay. Likening their motley crew of just-for-fun cyclists to a pseudo “sports team,” he gave the group an equally fun name: the Chain Gang.


To keep fun at the heart of it, Frank got to work on building out the mechanics of what would make the Chain Gang feel like a gang. He picked a regular meeting time—Tuesdays at 10:00 a.m., same as Pedal Ready’s call time—for their weekly ride. He started a WhatsApp group so the gang could post pictures, coordinate rides, and even plan extras. “There’s no hierarchy. If somebody wants to suggest a ride, we do that,” Frank says. And on those rides, Frank emphasizes, they make sure everyone can participate: “Sometimes there are people who go on the ride that are very slow, so we never leave them. There’s always somebody hanging back.”



“If I Can Do It, Anybody Can Do It”


When I meet the Chain Gang for tea at their regular meeting spot, in Endcliffe Park in Sheffield, I see they’ve lived up to their name: a gang of friends who hang out to cycle but also to bond. These days, they find themselves planning noncycling get-togethers, too, like meetups for tea and holiday parties. “In life, we usually meet a lot of people who are like us, who have similar interests and whatever,” explains Chris, a Chain Gang member. “But the thing I like most about this group is how we’re from different backgrounds. Frank used to be a truck driver, I’m from the voluntary sector, Martin was an engineer, Pete was a plumber. When we all sit like this for tea, it doesn’t matter, our backgrounds.”


Frank’s most important act of gang building seems to be just that: how he’d gotten to know everyone’s backgrounds and given them a gang role outside of their health struggles. Chris, for instance, wasn’t the type 1 diabetic who needed jellybean stops; she was the Chain Gang’s loving, self-deprecating glue, joking about wearing skin-tight Lycra like the young cyclists. Linsay wasn’t the victim of vision issues who needed her partner to drive her everywhere; she was the Chain Gang’s comedian, entertaining them with her silly acts of spontaneity, like a dog she decided to adopt on a whim. Martin wasn’t the grieving loner who needed friends after his parents died; he was the group’s flapjack baker and handy mechanic. Frank did for the Chain Gang what Ollie did for him: he “prescribed” them what mattered to them. And they became healthier.


The gang’s success stories are proof. Take Pete. Before joining the Chain Gang, Pete struggled with obesity and bad knees, but today he’s no longer on painkillers and “is fitter than everyone,” Frank says. Chris is another; she used to be terrified of road cycling for fear she’d have an insulin emergency. But today she proudly cycles everywhere, and she says she knows the Chain Gang will be right behind her. “Every so often, I have to stop and have some sugar, so I’ll yell ‘Jelly Baby stop!’ and everyone stops. We all really support each other.” And then there’s Martin: “My life gradually got to revolve around my parents, and I’d lost contact with all my friends,” he explains. “Then I showed up here, and suddenly, I’ve got all these new friends. I’ve gone from a situation where I felt completely alone to never alone.”


Still, the biggest success story might be Frank’s. After completing his cycling prescription, Frank lost forty pounds. He’s kept the weight off. He’s made lifelong friends. And he achieved what his original doctors once deemed impossible: he came off his insulin.


“I was given a lot of bad advice about my diabetes, and I’m not blaming anybody, but the National Health Service (NHS) is a massive monolith: if something new comes along, they’re very slow to take it up,” he says. “I would love for people like Ollie to be the norm in the NHS—for them to know that they have to get the community involved [in the patient’s treatment].”


Ollie says he’s no martyr, and Frank’s no miracle cure case. “I could probably tell you a hundred stories like Frank’s,” he says. But unlike Ollie’s other patients, Frank has practically made it a full-time job to spread the word about social prescribing. Today, even after recently receiving a prostate cancer diagnosis (“I feel great,” he says), Frank spends his noncycling time speaking at diabetes conferences, sharing the simple message he once needed to hear: “I just want people to understand that you can reverse your diabetes, and I’m proof of it. If I can do it, anybody can do it.”


The story of Frank and the Chain Gang shows how accountability buddies moving together can help treat the symptoms of physical health problems, like type 2 diabetes, arthritis, and joint pain. But what about mental health problems? Can movement prescriptions treat those, too?


To find out, I traveled to Saunton Sands beach in Devon, on the picturesque coastline of southwest England, made famous by its crystal beaches and clotted-cream scones. There, instead of cycling, the focus was on “Chill Therapy”—both the name of the group and a euphemistic descriptor of what the prescribed patients would actually be doing: swimming in the freezing-cold open sea, off season. And beyond just the “chill” being literal, the “therapy” was, too; most of the patients prescribed swimming had been diagnosed with clinical depression.



Chill Therapy


The night before meeting the Chill Therapy swimmers, I once again learned the power of accountability when I remembered, shortly after opening my email and shouting some expletives, that I’d committed to join them in the water. Worried about the chill factor in Chill Therapy, I woke up extra early and trekked to a Saunton Sands beach shop for my best line of defense: a thick wetsuit. But when I finally make it to the beach, I’m shocked to discover I’m alone: the vast majority of my fellow swimmers—most of whom are more than fifty years old—were bare-legged and bare-armed in their regular summertime bathing suits. Mike Morris, our Chill Therapy instructor, says that once shocked him, too. “I was so worried they were all gonna die of cold, but not only have we never had any trouble from them, they’re some of the fastest swimmers—top of their game.”


One of these brave, bare-legged swimmers is Amanda, a bright-blue-eyed woman sporting a blond-gray pixie cut and a cast on her wrist. Like Frank, Amanda seems to be an expert in noticing what people need, when they need it. Even though she’s got only one functioning arm, she offers to help me, the silly American, carry my four suitcases down to the meeting spot on the sand. I later learn she also does this professionally as a researcher, noticing what domestic violence and drug addiction look like, and how to intervene before people’s “lives spiral out of control,” she says.


It was a skill Amanda learned growing up. With four sisters and a “terribly depressed” mother, Amanda says she was the one who had to think about basic needs, like making tea and grocery shopping. “I realized as a child that I had to put my feelings aside and make things work for the family.” Even so, Amanda says, she learned to notice her own emotions, too; if she needed alone time, she’d “go down to the end of the garden and make [herself] a little house.” Still, she says she felt comfortable being a loner only because she had a community waiting for her. “I knew I could come back to like the dinner table where everybody was grouped together and chatting and laughing and making fun of each other.”


That’s been true throughout Amanda’s life. But at the start of COVID, she abruptly lost the connections she’d built. “In the last two years, I lost my job, I found out my husband was having an affair, I went through a divorce, I had to move to a new place and new house on my own, and then I lost my mom,” she says. This was all against the backdrop of COVID itself. “My mind was constantly this massively frayed [bundle of] nerves and thoughts, and I could never, ever relax,” she says. No matter how hard she tried, Amanda couldn’t stop replaying the events of the affair. Then her anger turned to fear: she now had to think about how she’d pay for all the things she needed on half the salary.


When Amanda’s doctors diagnosed those symptoms as major depression disorder, she realized what it must have felt like for her mother all those years earlier. “It makes you feel like you’re enclosed in a helmet,” she describes. Unable to get out of that dark place and make decisions to “move anything forward,” Amanda felt stuck.


“A Reductionistic Oversimplification of a Very Complex Biological State”


The term depress comes from the Latin “to press down,” which could be why we associate depression with a “down” mood. But as Amanda made plain, depression is much more than that, and is not a one size fits all. According to the Diagnostic and Statistical Manual of Mental Disorders (DSM), depression disorders are also marked by a loss of interest or pleasure in activities, loss of energy, sleep troubles, appetite changes, issues with concentration and making decisions, feelings of worthlessness or guilt, and recurrent thoughts of death. To be diagnosed, a person must have at least five of these symptoms for more than two weeks. And yet, despite its logical etymology and neat diagnostic criteria, depression—what it is and what causes it—has long been complicated.


Early theories seem to link depression to the loss of connections, or at least the threat of the loss of them. In his 1621 book, the British scholar Robert Burton linked its related state, melancholia, to solitude—the absence of connections. In the early twentieth century, psychoanalysts Sigmund Freud and Karl Abraham linked it to a real or imagined loss. Psychologist John Bowlby linked depression to the loss of an attachment figure. And some scholars, citing the biologist Charles Darwin, even considered some symptoms of depression an adaptive response to the loss of life-sustaining connections; in Darwin’s autobiography, he wrote: “Pain or suffering of any kind, if long continued, causes depression and lessens the power of action, yet it is well adapted to make a creature guard itself against any great or sudden evil.” He realized sadness could sometimes aid survival, if it “leads an animal to pursue the course of action which is most beneficial.”


Though complicated, the consensus on depression seemed to be that it was at least related to lost connections in an environment. But in the mid-twentieth century, the consensus seemed to change, when depression instead became associated with a chemical imbalance in the brain. This “chemical imbalance theory” emerged after pills to “treat” this apparent chemical imbalance did. We know them today as antidepressants. But we probably don’t know that the discovery of antidepressants wasn’t about the treatment of depression at all.


Instead, the precursor of modern antidepressants came from Sea View Hospital in Staten Island, where doctors were experimenting with a drug called isoniazid to treat tuberculosis. Yet when the doctors gave isoniazid to Sea View’s terminally ill tuberculosis patients, they noticed strange side effects: patients went from being depressive to ecstatic. The Associated Press reported patients were euphoric, to the point that they were “dancing in the halls.” A New York Times article quoted a source calling the drug “the most wonderful thing in the world.”


The strange side effects begged a question: If isoniazid provoked euphoric states, could it also be used to treat depressive states?


In 1953, Cincinnati psychiatrists Max Lurie and Harry Salzer decided to try, giving isoniazid to their patients struggling with depressive symptoms. The results were remarkable: more than two-thirds of their forty-one patients improved. Of the patients who had formerly required electroshock therapy, 59.1 percent did better on isoniazid alone. In an interview, Lurie recalled, “We were seeing faster results than we had seen with anything else, and we were seeing results from a treatment that was so much easier to administer.”


Later that decade, when New York psychiatrist Nathan Kline gave his depressed patients a derivative drug called iproniazid, he, too, reported remarkable results: after just five weeks on iproniazid, his patients became more alert, responsive, and sociable. A longer, five-month study of seventeen of his psychiatric patients found 70 percent showed some degree of improvement. Kline realized that, with pills, some of these patients didn’t need to be hospitalized after all.


To describe how such a drug—later called a monoamine oxidase inhibitor (MAOI)—worked on their patients, the psychiatrists coined a new name: an antidepressant. And in 1965, the brain chemical researcher Joseph Schildkraut published a paper outlining how they appeared to work: Our brains are equipped with monoamine oxidase enzymes, which break down catecholamines—neurotransmitters, including dopamine and norepinephrine, associated with emotion, cognition, and memory processing. But by inhibiting the enzyme that breaks down these catecholamines, the pill effectively elevates them, leading the pill taker to have an “excess of such amines,” which may be associated with “elation.”


It could have been an ordinary chemistry paper, but by outlining the theory of how the earliest antidepressants worked, Schildkraut had inadvertently created a new theory of depression itself. Because chemicals can treat the symptoms of depression, depression is caused by a lack, or imbalance, of these chemicals.


The paper presented this chemical imbalance theory as a hypothesis—“at best a reductionistic oversimplification of a very complex biological state.” And yet it became the most frequently cited paper in the history of the American Journal of Psychiatry. It led researchers to create pills with a similar mechanism, known as selective serotonin reuptake inhibitors, or SSRIs, like Zoloft (sertraline), Prozac (fluoxetine), and Lexapro ( escitaprolam). It led health workers to justify prescribing pills to “correct” the chemical imbalance. In turn, it became the foundation of how most of us have long understood depression, including me.


I can still remember being about ten years old, sitting on my couch, probably watching Friends or Seinfeld or some other sitcom, and suddenly being struck by a commercial for Zoloft. The one I liked best starred an adorable, anthropomorphic white blob (“Sad Blob,” I call him)that explained depression as a list of symptoms: “exhausted,” “hopeless, “anxious,” “lonely,” “don’t enjoy the things you once loved.” Sad Blob suggested these symptoms were “related to an imbalance of natural chemicals between nerve cells in the brain.” Then, as little serotonin chemical balls floated between nerve A and nerve B, Sad Blob would make his pitch: “Prescription Zoloft works to correct this imbalance. You just shouldn’t have to feel this way anymore.”


I never thought to question Sad Blob’s conclusion. The logic, paired with that helpful nerve A to nerve B visual, seemed pretty indisputable: antidepressants work to correct the chemical imbalance that causes depression. But when I replay the Zoloft commercial, twenty years after hearing it the first time, I hear Sad Blob admit: “The cause [of depression] is unknown.” He says it so quickly you just might miss it, but the implications are huge; just because antidepressants like Zoloft create a surplus of serotonin, it doesn’t necessarily mean depression is caused by a deficit of serotonin. And just because people diagnosed with depression may end up with a “chemical imbalance”—just like a person with a broken arm ends up with an arm imbalance—it doesn’t necessarily mean they were born with that chemical imbalance.


British psychiatrist Joanna Moncrieff intuited this when she began practicing medicine three decades ago. She’d long been critical of psychiatry’s emphasis on treatment through drugs. But with depression, she noticed something especially curious: despite the prevailing theory of chemical imbalance, most of her depression patients didn’t get better on drugs alone. “I realized that there was a complete mismatch between what was in the literature and what I was seeing in front of [my] eyes,” she explains. More than the antidepressants she was taught to prescribe, Moncrieff noticed how the events in people’s lives tended to influence their recovery. And if that were true—if depression patients didn’t recover from a “rebalancing” of chemicals—then it might also mean that the underlying depression was not caused by a chemical imbalance after all.


To investigate the science behind that theory, Moncrieff and her colleagues conducted a major umbrella review of antidepressant studies. In 2022, they published a shocking conclusion, especially for those of us who grew up with Zoloft Sad Blob as our teacher: there is “no support for the hypothesis that depression is caused by lowered serotonin activity or concentrations.” Moncrieff is quick to clarify that this doesn’t mean people should suddenly stop taking antidepressants, which can come with severe withdrawal symptoms, or that some people aren’t helped by antidepressants. But she is suggesting that those people aren’t helped because they’re correcting an underlying chemical imbalance with pills.


Other studies support this, suggesting the evidence around antidepressants is at best a mixed bag. One review comparing the efficacy of drugs prescribed to patients with major depressive disorder found that “antidepressants were more efficacious than placebo.” But another meta-analysis of ninety-six antidepressant trials found that the placebo effect accounted for 68 percent of the drug’s effectiveness. A 2019 comprehensive review of published and unpublished clinical trial data, conducted by psychologist Irving Kirsch, reached an even stronger conclusion: “Most (if not all) of the benefits of antidepressants in the treatment of depression and anxiety are due to the placebo response, and the difference in improvement between drug and placebo is not clinically meaningful and may be due to breaking blind by both patients and clinicians.”


Still, the placebo effect is an effect; antidepressants give some people the temporary relief they need to cope with the symptoms of their depression. I know this to be true anecdotally for dozens of people in my own life; one friend described the relief he feels from his antidepressants as “a little chemical boost to keep the wheels on.” But other studies find antidepressants can also cause harm. One review of 131 randomized placebo-controlled trials, with 27,422 participants, found that SSRIs demonstrated statistically significant effects on depressive symptoms, but that they also significantly increased the number of both serious and non-serious adverse events, which led the paper to conclude: “the potential small beneficial effects seem to be outweighed by harmful effects.” Another study of 180 long-term antidepressant users found that vast majorities experienced sexual problems (71.8 percent), weight gain (65.3 percent), emotional numbness (64.5 percent), and trouble withdrawing from them (73.5 percent). And another study using ten years of data on patients diagnosed with depression found that the change in quality of life for patients taking antidepressants was “not significantly different” from those not taking the drugs.


All this depressing depression data begs the question: What if there were options besides antidepressants to treat depression symptoms? What if a person struggling could be prescribed something else? What if we could try to understand what depression is by understanding what it isn’t?


To conjure that image—what the opposite of depression looks like—I again thought of antidepressant commercials, the kind featuring a real human actor experiencing a life-changing transformation. The arc goes something like this: In the beginning, the actor is sitting inside, frowning, looking out the window at her loved ones. A narrator describes her exhaustion, aches, pains, and overwhelming loss of interest. But shortly after she starts taking the antidepressant, she gleefully runs outside to join her loved ones. By the end, you see her frolicking in a sun-kissed field, playing a game, laughing. It made me wonder: What if the post-pill, happily-ever-after activity—the jumping, frolicking, and running with people—was the actual antidepressant? What if movement could help treat the symptoms of depression?


Some scientists are wondering the same, and so far, the results look promising. A 2017 review of randomized controlled trials comparing pharmaceutical antidepressants and exercise found the two were equally effective in reducing symptoms of depression. A more recent review of randomized controlled trials found the same. And one study even found that a week of forced sedentary behavior (a lack of movement) may have negative effects on mood—a key symptom of depression.


The data pointed to a powerful new hypothesis: movement could treat some of the symptoms of depression and could do so with virtually zero side effects.


As for why, neuroscience supports several theories. One involves the hippocampus, the part of the brain associated with memory and learning. Research suggests people with depression may experience neuron atrophy in their hippocampus. Meanwhile, other research suggests aerobic exercise can boost the function of and activity in the hippocampus. Therefore, if aerobic exercise stimulates the hippocampus’s functioning, then it can potentially reduce the depression symptoms associated with the hippocampus malfunctioning: memory fog, trouble concentrating, and making decisions.


Another theory involves serotonin, the neurotransmitter associated with mood, appetite, and sleep. Several animal studies suggest exercise can increase serotonin production and function. One found that motor activity can increase the release of serotonin by increasing the firing rate of its neurons. Another found running can increase conversion of the amino acid tryptophan to serotonin. These findings point to a second reasonable theory: if exercise increases the production of serotonin, then it can also help reduce the depression symptoms associated with a deficit of serotonin: sadness, appetite changes, and sleep troubles.


And the theory you might already know involves endorphins, chemicals associated with feelings of pleasure. The term comes from endogeno—“produced within the body”—and morphine—the opioid painkiller they resemble. You may remember the famous Elle Woods declaration in the movie Legally Blonde, “. . . Exercise gives you endorphins. Endorphins make you happy.” Turns out, that’s probably true: research links exercise to increased production of endogenous opioids, like β-endorphin and β-lipotrophin, which may help modulate the perception of fatigue and are associated with “mood state changes.” Other studies in rats find running involves activity in endocannabinoid receptors, which can reduce the sensation of pain and produce a “runner’s high.” All of this leads to a third reasonable theory: because exercise seems to increase our endorphins, exercise may help reduce depression symptoms around a lack of endorphins (a loss of pleasure).


These theories linking movement to better concentration, better mood, less pain, and more pleasure—some of the opposite symptoms of depression—are hopeful. But they’re also limited. Of course, it’s not as simple as, Go outside and you’ll be cured! Plus, there was another problem; these were theories, based mostly on studies in rats. They still didn’t answer the question of practice in humans.


Heather Massey, a physiology researcher in England, is trying to answer that question, by investigating the power of swimming for actual people diagnosed with depression. A longtime swimmer herself, she says she started to notice how her fellow swimmers’ “mood sort of changed and shifted” when they were in the sea, swimming together. Massey figured some of the mood changes were physiological—“your brain producing a range of different stress hormones and endorphins.” And after all, there’s the fact that the water is cold. One study reviewing hundreds of other studies on cold-water immersion suggests it “reduces and/or transforms body adipose tissue . . . which may have a protective effect against cardiovascular, obesity and other metabolic diseases.” (That’s probably what all the cold shower and ice bath hubbub is about.)


But Massey figured some of those benefits might be psychological and social, too.


To test that hunch, Massey began collaborating with other researchers, like psychologist Hannah Denton, who “basically put on a [camera] and started chatting to people in the sea,” she says. Within those interviews, their team found three themes: sea swimming was (1) transformative, changing their mind, body, and identity; (2) connecting, enabling a sense of belonging to their environment; and (3) reorienting, helping the swimmers find new perspectives about themselves and their world. Through a separate survey of more than seven hundred outdoor swimmers, the team found similar results: swimmers associated the sport with reductions in symptoms around injury, mental health issues, and cardiovascular and blood conditions. One case study of a woman who began sea swimming found she managed to come off and stay off her antidepressant medication, even eighteen months later. Massey explains, “It’s the fact that you’re in a shared experience, you’re facing a challenge, or it might be a distraction from the life you’re currently leading.”


With solid qualitative data as a base, Massey’s team designed a feasibility study to explore whether outdoor sea swimming could be prescribed as an antidepressant. Recruiting fifty-three participants with anxiety or depression (or both), the subjects were “prescribed” a spot in an eight-session sea swimming course (Chill Therapy). Here again, the study showed swimming held strong qualitative benefits, like the power of “‘confronting challenges,’ ‘becoming a community,’ and ‘appreciating the moment.’” But this time, the study showed strong quantitative results, too: people experienced significant reductions in the severity of their depression and anxiety. Three months later, the swimmers still showed reduced depression and anxiety from their baseline scores.


Still, despite these scientific wins, Massey is careful not to frame sea swimming as some kind of miracle depression cure. Instead, she says it can help treat some symptoms of depression by giving people a feeling that “[they’re] able to cope with whatever trials and tribulations come their way.”


That’s what would happen to Amanda. Around the same time her doctor started her on antidepressants, her sister told her about a local sea swimming group. She wasn’t sold. “I just saw the sea as this cold, dangerous, inaccessible thing,” she says. Plus, as is true of most people struggling with depression, her symptoms stood in the way. American psychiatry professor Jon Allen calls this a depression catch-22; even though people struggling with depression know they should get out, be active, and meet new people, the very symptoms of depression make it harder to do exactly that.


But Amanda’s social prescription would give her an extra push. When she read about the health benefits of cold water in a magazine a few months later, she took it as a sign and asked her mental health nurse if there were any sea swimming groups in her new town, Saunton. That’s when the nurse told her about Chill Therapy. Amanda was in.


“Your Life Becomes Bright Again”


Back at Saunton with the Chill Therapy swimmers, I start to see the findings of Massey’s research firsthand. As we circle up to stretch on the sand, a series of giggle-inducing events follow. First, we all put on our “uniform”: a bright yellow swim cap and an enormous brown fuzzy swim robe that looks like a grizzly bear. Then we start “stretching”: jumping jacks, neck turns, shoulder rolls, pathetic attempts to balance on one leg. As we look around at each other, an absurd sight that might be described as a pack of bald yellow-headed brown bears trying to balance like flamingoes, we start giggling, realizing how ridiculous we must look.


The serious safety stuff comes next. But even that feels light. Mike, our coach, shows us something called box breathing—deep breaths in and out, for counts of four—a technique to keep us calm through the chill. Then he runs through the hand motions. If Mike sees a distracted surfer or an incoming boat, he’ll stick his arm up straight, the signal for everyone to come out of the water. If a swimmer sticks their arm up straight, that’s our signal to swim to help them. “And if you wave, we just wave back,” Mike says, and the group giggles again.


As we head out to the water, I realize my de facto move—run in, go under, and get the cold over with—is a no-go here. I learn that the trick with outdoor sea swimming is to absorb the chilly water slowly to gradually acclimate to the temperature. So, that’s what I do; with Amanda next to me, I tiptoe in, thinking I’ll be chill about the chill therapy. But when my bare feet touch the water for the first time, I can’t help but yelp. Amanda, who’s next to me, yelps with me. Then we’re both laughing. “These first five minutes of exposure, when you’re going ‘Oooh ooh ooh!’ and laughing, that’s what makes you feel buoyant and gives you all these anti-inflammatory benefits,” Amanda tells me.


When a wave comes and forces us to submerge a bit deeper, Amanda goes from “yelp” to full-on “yippee,” literally jumping with joy in the white foam. It would be hard, I realize, not to smile and laugh back. “It just makes you feel happy,” Amanda says, unprompted. I notice the joy in the other swimmers, too, when they start “duck diving” headfirst into the waves, bodies like swans, in tight synchronizations. With every dive, Amanda’s theory proves true: the swimmers come up from underwater with a smile bigger than the last time. It just makes them feel happy.


Back on the beach, as the swimmers introduce themselves, I notice instant similarities with Pedal Ready. Many confess they were nervous about how to begin swimming, something they hadn’t done since childhood, and whether they could handle the cold-water factor. That’s why here the course’s focus is also on safety. “You learn everything: how to get your head underwater, how to get out of a tide, how to prepare your body to get in the water, how to get out,” a swimmer named Marianne explains. The logic is simple: if swimmers can learn to swim confidently, then they can do it joyfully, too.


But Mike says it’s not just the how of swimming that matters; it’s also the who. Like Frank’s Chain Gang, the Chill Therapy swimmers started a WhatsApp group—a way to hold themselves accountable to keep swimming after the course ended. There, beyond typical WhatsApp group antics (photos, tea meetups, homemade jam exchanges), they regularly plan weekend swims, something they say they do for their physical health and their mental health.


When I hear the swimmers’ before-and-after stories, I understand why. Angie says moving in the sea reminds her not to be so afraid. “[Before Chill Therapy], I was so nervous, I’d never even been in the water up to my knees, but now I’m duck diving, I’m body surfing, next week I’ll be swimming in a reservoir. I’m a completely different person.” Jackie, a nurse who significantly reduced her antidepressant dose post–swimming prescription, says she swims because she “doesn’t get that rush of loveliness anywhere else.” Other swimmers agree, praising the “euphoric feeling,” “the challenge,” and the “immediate boost to your mood” that being in the sea brings them.


Amanda personifies those benefits best of all. As she shares what she calls her “Big Five” painful events with the group—losing her mom, losing her job, discovering the affair, divorcing her husband, moving to a place where she knew nobody—she also shares how much the group has been a lifeline in helping her cope. “When I wake up in the morning, every day I have to convince myself why I want to live, and this is why,” Amanda says. As tears well up in her eyes, she gestures to the sea and then to her fellow swimmers. “It’s doing this that makes a difference for me.”


When I follow up with Amanda a few months later, I ask her to explain: How is sea swimming an antidepressant? “It’s helped me to clarify my mind and stopped all the bad thoughts. It’s like I’ve gone from being inert to being in focus. Instead of weeks and weeks of looking at something and thinking ‘Oh, that can’t be done, I’ve just no idea how to tackle it,’ I can say, ‘When I get home, I am going to get on with my housework and make some dinner.’”


Amanda still takes antidepressants, but she has gone from the absolute maximum dose to the absolute minimum. “They’re just in the background, kind of keeping me on any repeal.” She may not be “cured” of her depression, but, as Massey had hoped, she’s learned how to cope with its worst symptoms. “When I get really bad pains of deep, dark feelings, it’s the thought of meeting up with my friends in the sea on the weekends that saves me,” she says. “That is my lifeline.”


By moving their bodies, Frank and Amanda managed to move their minds, too. Both became unstuck from the vicious cycles of shame, boredom, isolation, pain, and sadness that their environments pushed them into. But I had to wonder: Would Frank have found the same health gains if he cycled on an exercise bike, in a gym? Would Amanda have found the same relief if she swam in an indoor pool? Or was there another factor at play? Was it just the moving, or was it also the outdoor environments in which they moved?
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