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INTRODUCTION Bedlam by the Bay


In the fall of 2021, I was returning from the airport on BART, San Francisco Bay Area’s rail transit system. It was near midnight, and half my co-passengers seemed to be homeless and using the system for shelter. I missed the connection in the East Bay, and with a handful of others had a half-hour wait at a dark underground station. Joining us was a visibly deranged man, screaming obscenities and threats at unseen persons. As a diminutive and very frightened woman sidled up to me the man circled us, ranting, wildly gesticulating, and attacking a bench, a sign, an intercom phone—fortunately, not us. Appallingly, this is not an uncommon occurrence.

Growing up in the San Francisco Bay Area in the 1960s and ’70s, I learned to question established institutions and authority. High school classes were disrupted when tear gas from nearby anti-war protests wafted our way, a commonly seen bumper sticker exhorted us to “Question Authority,” and we were told to “let your freak flag fly.” Foremost among institutions to be questioned was the mental health system, especially the reviled and rapidly imploding state mental institutions. We cheered at the protagonist McMurphy’s exploits in Ken Kesey’s One Flew Over the Cuckoo’s Nest, a devastatingly critical book and later movie about a psychiatric hospital, and King of Hearts, a 1966 film depicting an insane asylum’s endearingly lovable inmates who appear more sane than those waging war in the outside world. Just how much these films resonated with Americans’ feelings about mental healthcare and the asylums is indicated by the praise heaped upon Cuckoo’s Nest. It swept the Academy Awards, winning Best Picture, Best Director, Best Actor, Best Actress, and Best Adapted Screenplay.1 Even Kesey’s odd disclaimer about the story, “It’s the truth, even if it didn’t happen,” gave a window into the public’s views on mental illness and its treatment.

Today, those idealistic ideas about mental illness and its treatment have imploded. As I negotiate bodies and human feces on our downtown sidewalks, endure petty crime, and see people who cycle in and out of jail, I can only shake my head in disgust at our failed mental health system. Once the envy of the world, our healthcare system is consistently rated dead last among developed nations in measures of quality, outcomes, and accessibility. In terms of cost, it’s in a league of its own, double that of other developed countries. But the most shameful aspect of our last-place healthcare system is its treatment of mental illness. In 2022 we lost roughly 300,000 people to suicide, excessive alcohol use, and overdose,2, 3, 4 more than to AIDS, guns, and motor vehicle accidents combined. This is more than we lost to COVID (244,000),5 which dominated the news and public discussion and overturned our lifestyle. Suicide is now the second most common cause of death in ten- to twenty-four-year-olds in this country, behind only accidents.6, 7 During the pandemic, suicides in the elderly rose to a level not seen since the Great Depression, probably fueled by a great sense of isolation.8 For all our worry about violent crime, we are more than twice as likely to die at our own hands as at the hands of another,9 and five times as likely to die by overdose. Yet it’s estimated that health insurers allocate little more than 4 percent of healthcare dollars to the treatment of mental illness and addiction.

On graduating from medical school, I seriously considered many specialties, but ultimately chose psychiatry. I believed psychiatry was entering a new era, with advances in medication and neuroimaging, and would be the area of medicine that would evolve and grow the most in the following decades. From my experiences in medical school I saw the great need for mental healthcare, and wanted to be part of our growing capability to fill that need. As a third-year medical student I cared for a woman who had been transferred from the obstetrics ward to the psychiatry unit. She had presented to the emergency room (ER) in labor, and the ER physicians reported hearing “fetal heart sounds.” It turned out she was psychotic, delusional, and not pregnant. She suffered from a syndrome called pseudocyesis, a condition in which the patient has all the signs and symptoms of pregnancy except for the presence of a fetus. This had happened to her before, when, as with this time, she had discontinued her antipsychotic medication. Faced with the choice of putting food on the table for her family or paying for medication, she chose the former. Two weeks later she was discharged, much improved, and returned home to her much-relieved husband and joyous children. This, and a number of similar experiences, convinced me psychiatry was the area of medicine in which I could make the most meaningful difference in people’s lives.

By the 1960s we had a medicine chest full of relatively effective drugs for a number of formerly hopeless psychiatric disorders, like depression, bipolar disorder, and even schizophrenia, with the promise of newer and better treatments on the way. I had witnessed what one of my professors called “the Lazarus effect,” where profoundly psychotic patients returned to coherence after beginning medication. I saw patients so depressed they could not rise from their bed or eat—who were literally starving to death—get up, begin talking again, eat, and go home to productive lives. Advances in neuroscience were blending with psychotherapy to promise new and more effective forms of treatment. We could now treat both peoples’ brains and minds. The dark days of Kesey’s mental institutions seemed behind us, with the closing of state asylums and the blossoming of effective and humane community care for the mentally ill, particularly the establishment of Community Mental Health Centers in 1963 under President Kennedy. It seemed society could begin to welcome back into the community those it formerly shunned and locked away in packed dungeons. But it was not to be.

Over my forty-year career in psychiatry I’ve worked in many settings. I’ve been a teacher and researcher at several major medical schools, an administrator directing inpatient units and outpatient clinics, and through it all a clinician, in settings as varied as VA medical centers, university clinics, community mental health clinics, homeless centers, and private practice. Everywhere I worked, despite the promise we’d sensed in the 1960s and ’70s, it felt like we were falling behind in our battle against mental illness. During the latter part of the twentieth century and early part of the twenty-first, there have been no major breakthroughs in our understanding of these brain diseases, nor major advancements in their pharmacological or psychotherapeutic treatments as had been anticipated. In fact, the most effective drugs we have for major psychiatric disorders like schizophrenia and bipolar disorder are now all more than fifty years old. We still do not know the root causes of any of the major psychiatric illnesses, which are diagnosed by sign (observable behaviors) and symptom (subjective reports by the patient) clusters. We refer to these disorders as “functional,” because they affect functioning but have no measurable physical causes; we still have no true “tests” for them. We do not even know if diseases like bipolar disorder or schizophrenia are discrete entities. We separate or lump these disorders by their signs and symptoms despite many that overlap, like delusions and hallucinations.

Neither discarding psychoanalysis, or “talk therapy,” for the “biological” revolution in psychiatry—which based treatment on drugs, and research on brain imaging—nor “the decade of the brain,” in the 1990s have unlocked the mind’s secrets or significantly improved our treatment effectiveness. In fact, in many ways we are now providing worse care for our patients by treating with medications alone instead of offering more comprehensive treatment interventions that combine drugs with psychotherapy and social supports like housing or drug treatment. New drugs studied in clinical trials (and subsequently approved by the Food and Drug Administration) ameliorate symptoms only moderately over placebos, and no better than older, cheaper, and better tested drugs. Part of this phenomenon may be due to the fact that more complicated and thus difficult-to-treat subjects enter into drug studies. People who respond to available drugs don’t generally sign up for drug trials where they may receive a placebo. Nonetheless, we are left with rafts of patients referred to as “treatment resistant”—a euphemism meaning they show little or no response to medications we can offer, as if it is their fault rather than our system’s dismal failure to advance our understanding and treatment of mental illness.

Psychotherapy has expanded beyond the rigid orthodoxies of psychoanalysis, with its expectation of meeting four to five times a week, to include contributions from self-psychology (the understanding of how one views their “self” in relation to the rest of the world), object relation theory (in which our internal representations of our relationships with others guides our behavior and emotions), and cognitive behavioral techniques (how our thoughts and behaviors are interrelated, and affect our sense of well-being), based on the 2,000-year-old teachings of the Stoic philosophers. This growth and augmentation has expanded the applicability and palatability of various psychotherapies such as cognitive behavioral therapy (CBT) and psychodynamic therapy, without the need for daily sessions. But these advances have produced only limited improvement in outcomes, with the possible exceptions of insomnia and some anxiety disorders. Meanwhile, the number of diagnosable psychiatric disorders and people filling these categories has exploded. Despite touted advances, it seems we are less able to relieve the suffering of those with mental illness than half a century ago.

Most tragically, the Community Mental Health Centers were underfunded and failed to live up to expectations. America’s most vulnerable, the seriously mentally ill, have moved from relatively safe state asylums to our streets, jails, and prisons. (Here is where One Flew Over the Cuckoo’s Nest and King of Hearts, which reviled state asylums, missed the mark.) Currently it is estimated that two-thirds of our homeless population have mental illness and/or substance use issues, and nearly 400,000 people behind bars have serious mental illness.10 In fact, in “the land of the free,” more people with mental illness are in jails and prisons than in hospitals. Americans with mental illness are up to ten times more likely to be incarcerated than hospitalized, and once imprisoned, are unlikely to get treatment. It is estimated that mental illness is responsible for 14 percent of deaths worldwide, and nine of the top twenty-five most disabling illnesses are mental illnesses.11 Yet in this country we squeeze the mentally ill out of healthcare, despite the fact that treatments for psychiatric illness (when properly implemented, combining medication with other modalities such as psychotherapy and social supports) are, on average, just as effective as those for other chronic illnesses.12 We don’t throw up our hands and call someone with difficult to control diabetes or hypertension, or for that matter cancer, “treatment resistant.” We redouble our efforts to help.

A number of books and innumerable news and journal reports have documented the inefficiency, inequity, and outrageous costs of our healthcare system. Blame abounds, directed mainly at the venality of health insurers, the pharmaceutical industry, and organized medicine. What this uproar fails to acknowledge is that our healthcare system was not foisted on us. Instead, we, perhaps unknowingly, chose and embraced it. It is a sad story of good intentions gone bad, and as things deteriorated, clinging to a failing system all the tighter.

In the second half of the last century it seemed we could overcome anything with American ingenuity and capitalist zeal (and financial motivation). To combat rising healthcare costs, we turned to our financial wizards: economists, business leaders, and entrepreneurs. If we could put a man on the moon, conquer polio, become the richest nation on Earth, and make the dollar the standard of the world, certainly we could vanquish illness and the high cost of healthcare.

But while capitalism could bring down the Berlin Wall, disease and death turned out to be more formidable foes. Encouraging economic priorities in healthcare, such as with the Health Maintenance Organization (HMO) Act passed by Congress in 1973, had unintended consequences: in making medical care a business, patients were turned into consumers, or “clients,” and healers became “providers.” In short, patients were turned into articles of trade, where the priority was profit rather than improving health. Healthcare workers in turn have become cogs in corporate machines rather than dedicated healers. As the physician Victor Montori laments, “Money has shifted from a resource for patient care to the product of healthcare.”13 For 2,000 years, medicine had been a social and ethical contract, yet in a few short decades it became beholden to financial imperatives.

Immediately, beginning in the 1970s, consumer and patient rights advocates raised concerns that converting medical care into a business rather than a calling, a paradigm that set profits in opposition to care, would trample patient rights and quality of care. Being a patient arms one with certain ethical and legal rights, ones not afforded to a customer of a business. Doctors have a fiduciary responsibility to their patients; that is, they must put their patients’ needs above their own. Businesses have fiduciary responsibility to their investors, not their clients. Indeed, advocates’ concerns seem to have been well justified. Since abandoning our formerly largely nonprofit stance, US healthcare expenditure has ballooned to nearly 20 percent of our GDP, almost three times more than it was in 1973 when Congress passed the HMO Act, a law specifically implemented to lower costs.

Many claim that our healthcare system is broken. This is wrong, and misses the point. Our for-profit healthcare model is working exactly as it is designed to. In fact, it is working quite well for some: healthcare corporations and investors. It’s just not working that well for most people, especially the chronically ill, and most of all those with mental illness. Fiddling with it as we have through piecemeal legislation aimed at the most outrageous profiteering, and even the implementation of the Affordable Care Act to increase access to care, does not fix its fundamental problems. As it turns out, the promotion and maintenance of good health do not respect the usual rules of commerce; health is not a fungible article of trade. One can buy and sell services and products, but not health. Our need for care, which increases with age and infirmity, tends to vary inversely with earning power. This is a lousy business model. Those who need care the most can least afford it, and those who can afford it least want it. The sick get poorer and the poor get sicker. The current industry behemoth thrives by charging outrageous prices and the effective marketing of costly and unneeded care to those who can afford it—such as overpriced drugs that are no more effective than older and better tested ones, or expensive but unneeded testing—and conversely, by not caring for those who can’t, such as the indigent and especially the mentally ill. This book specifically examines these skewed priorities, why we embraced them, and why we won’t let go of them.

For example, framing healthcare as a business or consumer issue helps us avoid painful decisions about who gets care by reducing our sense of obligation to help those without means. It makes it more palatable to decline to care for someone who has no insurance or can’t pay for care at the going rate. After all, that’s how a business operates. Our business model of healthcare thus helps manage our feelings of helplessness in the face of so much suffering. In most societies, medical care is viewed more as a public service, needed by all in the community at one time or another, not an elective commodity. Like highways, clean water, fire departments, and working sewage systems, good healthcare benefits us all. When even a few suffer, the rest of society suffers. One person’s cancer diminishes our community; one homeless person begging in front of the supermarket touches us all. The current US healthcare system serves the economic desires of a vast for-profit industry, but too often, not the health needs of its citizens. But nowhere are our priorities more distorted than in our handling of the mentally ill.

With discriminatory coverage by insurers for mental health treatment, its availability has shrunk. Fewer people enter the field, and many leave, while the need has exploded. Insurers pay fines for failing to provide equal coverage for mental health treatment, but just view this as a cost of doing business: the relatively small fines they pay cost less than it would to provide adequate treatment. Psychotherapy is now largely reserved for the wealthy who can afford the out-of-pocket expenses—if they can find an available therapist. Most are just plain out of luck. Every night, across our country, thousands of adolescents languish in emergency rooms, sometimes for weeks, while staff and families search for somewhere they can get appropriate treatment, often in vain. Worst off perhaps are the seriously mentally ill (SMI), those who are least able to hold down a job, pay for health insurance, or figure out how to navigate our byzantine systems in order to access care.

More than any other field of medicine, beginning in the 1970s, mental health and addiction treatment embraced this new economic model as healthcare corporations charged high fees to the rich and excluded the SMI from treatment. Embracing economic incentives has permitted us to look the other way, portraying the suffering of those with mental illness as a choice, or a crime requiring avoidance or incarceration, rather than the consequence of illness and needing care.

Downtown, I continue to circumvent tent cities and walk the gauntlet of ragged beggars. I see people stop to give the homeless a dollar, or twenty dollars, yet we all know that this is not the way to actually help the underlying problem. The SMI are struggling human beings, deserving of care and respect like the rest of us, not a small handout. What we don’t do is put adequate resources into the care of the SMI. Mostly, we try to avoid them.

Our aversion toward mental illness, and the barriers to its treatment—such as lower insurance payments for mental as opposed to physical healthcare, lack of accessibility, and a shortage of competent mental health clinicians—have effectively banished the mentally ill from our society. We all pay the societal costs for the exclusion and incarceration of the treatable mentally ill. We rail against our system, yet paradoxically we avoid considering alternatives. We now blame the healthcare corporations we constructed and enabled for doing exactly what corporations are designed to do: maximize profits by restricting expenses. What has become clear is that this model is not compatible with improving the cost, availability, appropriateness, advancement, or quality of our healthcare.

Examining our history of the treatment of mental illness, and the personal and societal influences that guided our choices, reveals powerful lessons. Although we separate mental and physical healthcare in this country, it is a false dichotomy, based in fear and prejudice. They are not so different. But what is different is our emotional response to mental illness. While illness striking the various organs of the body, such as the heart or kidneys, evokes care and empathy, a diseased brain often evokes fear and revulsion. Using mental health as the worst-case example of the healthcare industry and a cautionary tale, I examine these issues, how they lead us to behave the way we do, and why we built and continue to tolerate our appalling healthcare system.

We did not end up in this mess by random chance. We made and continue to make, mostly through inaction, choices about our healthcare, yet fail to adequately examine our motivations. Why would doctors, who devote their lives to serving others, take pharmaceutical company kickbacks? Why would well-intentioned healthcare executives charge outrageous prices for lifesaving care, effectively sentencing their customers to disability and death? Why would we pay insurance premiums that exceed the cost of a home mortgage for low-quality care? Clearly, our system serves deep-seated emotional needs—if not explicitly, then in the security it promises. In understanding these motivations we can look clearly at what needs to be done to improve our healthcare.

I had high hopes for the field of mental health when I began my career as a psychiatrist. I still do, and I think the hard lessons learned over the past few decades can serve as a guide for our management of healthcare as a whole. A 2023 Gallup poll found that rates of depression in this country are skyrocketing, with more than one in six Americans saying they are currently depressed or receiving treatment for depression and 29 percent reporting that they have been diagnosed with depression at some point in their life.14 A 2022 survey by the U.S. Department of Health and Human Services found that nearly forty-nine million adults in this country, more than one in six, had a substance abuse disorder.15, 16 That same year a CNN/Kaiser Family Foundation survey found that nine out of ten adults said they believe there’s a mental health crisis in the US today,17 and a 2022 survey by IPSOS, a global market research and public opinion firm, found that mental health is now the single greatest health concern for Americans, surpassing even COVID.18 Who among us has not been touched by mental illness or addiction? Who does not personally know someone, maybe a family member or friend, whose life was upended by mental illness? Yet our healthcare consistently marginalizes and ignores mental illness and drug misuse.

Many of us recall the May 2023 incident involving Jordan Neely. Mr. Neely, a desperate mentally ill young man screaming for help, a man arrested more than forty times, in and out of a dysfunctional “revolving door” mental health system for years—including many involuntarily hospitalizations—who had recently broken an elderly woman’s nose, was strangled to death on a New York subway by Daniel Penny as a crowd looked on. Where does sympathy or blame lie in this tragedy? In the lost, crazy, and violent Mr. Neely, who was on his own at fourteen after his mother was strangled to death? Or with Mr. Penny, who was just trying to get somewhere on the subway and no doubt felt under attack? How would he have responded if Mr. Neely were having an asthma attack instead? How about those in the crowd that watched, and helped restrain Mr. Neely, even filming the incident as life drained from his body?19 Is this who we have become, and how did we get here?

In this book I will examine this decline and the history of the disastrous economic revolution in healthcare with a focus on mental health. Step by step I will examine the impact of this revolution on patients and their families, the practice of psychiatry, the practice of psychotherapy, and the insidious ethical and practical consequences of reframing patients and clinicians in business language. Finally, I will look at the reasons why we maintain this healthcare system that we loathe so much and ways we can turn it around. Let’s back up and look at why we built this system and what needs it serves. Only then can we implement real solutions. Every other developed nation has managed to modify their healthcare systems in ways that have resulted in higher quality and more cost-effective care. We can, too.






CHAPTER ONE A Little History: How and Why We Made This Mess



HEALTHCARE 101: HOW WE GOT HERE


The Price is Right

Formerly a model for the world, relative to other developed nations, our healthcare system is now a bloated embarrassment. It consistently ranks at the bottom in measures of quality, access, and good health outcomes. Even more, it has spawned a fundamental mistrust of healthcare companies and public health decisions, as we saw so clearly in the COVID pandemic. What led to this decline? While the reasons are many, there is a key factor that started us on this slide more than fifty years ago. Prior to the middle of the last century, our healthcare was based on nonprofit principles, principles based in beneficence and community. Starting in the 1960s we embraced a for-profit free-market approach to virtually everything, including healthcare. It was part of the ascendancy of a new American model. Following the ideas of Milton Friedman, the influential Nobel Prize-winning University of Chicago economist, we put blind faith in free-market business interests as the way to prosper, avoiding government (as well as legal and moral) interference. We put a man on the moon, had remarkable prosperity (at least for many), but it was the collapse of the Soviet Union in 1989 that finally solidified this consensus. The division of the world between communist and capitalist societies was one of history’s great natural experiments, and the results were clear. “The Cold War is over, and the University of Chicago won it,” crowed the conservative columnist George Will in 1991.1 Embracing our free-market identity, we went so far as to introduce a popular TV game show in 1956 called The Price is Right. The show tested contestants’ ability to guess market price for merchandise, and it still airs today, the longest running game show in history. If free-market economic principles helped us win the Cold War, put a man on the moon, and made for good entertainment, certainly it could help rein in healthcare costs.

Rising healthcare costs were becoming a national concern, reaching 7.3 percent of our gross domestic product (GDP) in 1973. To speed the shift to economic, rather than medical or ethical priorities, Congress and then-President Nixon enacted the Health Maintenance Organization (HMO) Act of 1973. It provided federal grants and loans to private companies to encourage the development of “managed care” HMOs. These companies were to foster free-market competition and implement business strategies intended to promote economic efficiency. Unfortunately, this reorientation had an unintended consequence: it legitimized the view that healthcare was an area of business, and one in which vast fortunes could be made. The result was that American healthcare shifted from its long-standing not-for-profit principles to a for-profit model.

Some raised concerns about this shift in paradigm. In 1970 Barbara and John Ehrenreich coined the term “medical-industrial complex,”2 and in 1980 Arnold Relman, editor of the New England Journal of Medicine, expanded on the consequences of this industrialization of healthcare. He described how, just as the military-industrial complex lifted us out of the Depression and helped win World War II, our country embraced this new complex, trusting it could vanquish illness and rising medical costs.3 Presciently, Relman warned that these companies, by virtue of holding the purse strings, effectively had control over who receives care and who does not. He predicted, correctly, consequences such as cream-skimming, the elimination of low-profit but necessary services, exclusion of unprofitable patients, and how these businesses would acquire unwarranted influence.




Your Money and Your Life: Healthcare as a Commodity

How has this shift worked out? That depends on who you ask. US healthcare expenditures, which had reached $3 trillion in 2019, topped $4 trillion in the pandemic. It now consumes 20 percent of our GDP,4 almost triple that of 1973, the year the HMO Act was put into law. One of every five dollars spent in our country is spent on healthcare. As a result, many Americans simply cannot afford it anymore. Meanwhile, revenues of healthcare corporations have soared such that, for example, annual profits for the five biggest health insurance companies went from $15 billion in 2009 to $25 billion in 2015 and their share prices tripled.5

The healthcare giant UnitedHealth’s earnings jumped almost 14 percent in 2023, to $32.4 billion.6 Even the “nonprofit” Kaiser Permanente raked in $4.1 billion in profits in 2023.7 Healthcare, primarily mental healthcare, is now the largest and most profitable sector for private equity and venture capital investment.8



The American Experiment
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Relative cost of healthcare in the United States and Canada, as a percentage of GDP.



For others, like my patient Sandy, things have not gone so well. Much of my work and interest as a psychiatrist has been in the interaction between physical and emotional health. One aspect of this is performing psychiatric evaluations on people hospitalized for medical and surgical reasons. When asked to see Sandy, a forty-year-old single mother in the hospital with ovarian cancer, I cringed. I am usually able to help people see a way through their challenges, to help them figure out how to put their situation in a different context, to find ways to lessen or at least help them endure their suffering. This was hard in Sandy’s situation. She had not seen a doctor in years; what little money she could scrape together for healthcare was spent on her kids. So she ignored her abdominal pain and put off the care she knew she needed but could not afford. By the time she saw a doctor her cancer had metastasized. Her length of survival was estimated in weeks to months, not the decades she had hoped for. But her greatest sorrow was that she knew she would not live to see her kids reach adulthood; in fact, she would not see them through middle school and had no idea what would happen to them after she was gone. Tragically, Sandy is not an anomaly. A 2022 Gallup poll found that more than a third of Americans report that they or a family member have put off medical treatment over the cost, including more than one in four who have a serious condition.9 That number jumps to 83 percent among the uninsured.10

Basing our healthcare on private for-profit insurance, which most often requires employment, just doesn’t make sense and has been instrumental in converting our health into a business venture rather than a social contract. If you think about it, health insurance is not really insurance in the usual sense. Insurance is intended to spread the impact of infrequent or unlikely disasters across a community, blunting the impact on individuals. Everyone pays a small amount so that if they are involved in an accident, die, or their house burns down, they and/or their family are not ruined.

But illness and the benefits of good healthcare are not unlikely or unexpected. Health insurance does not protect us against the consequences of illness—disability insurance and life insurance do this. It is supposed to assist in the payment for care that protects us from illness in the first place. Preventive healthcare helps one to stay healthy and to live longer. But US health insurers exist to make a profit, and they have an incentive to keep us from using healthcare, which would cut into their bottom line. Insurance companies have developed strategies to make it difficult for patients to access care, then try to avoid paying claims when care is rendered. They also try to offload responsibility onto another payer, such as the Veterans Administration or other governmental plans like Medicare and Medicaid, or another insurance company, whenever possible.

Free-market economic models are based on the assumption that people are savvy consumers who act in a focused and self-interested manner, competing for limited resources. But healthcare is very different than most business markets. The customer is most often not the primary payer, and good health and its promotion do not behave like typical commodities. The need for healthcare is not voluntary nor can the time of need be chosen. Free-market incentives don’t apply well to things we need as opposed to things we merely want. Healthcare is, as economists call it, inelastic. As care costs go up, people don’t stop needing it. They pay. That is, if they can.

We undervalue healthcare when we are well. But when we need it, we don’t quibble—who bargains with their doctor over price while they are being wheeled into the operating room for an emergency coronary bypass graft, or with the pediatrician when their child is dying from meningitis? In neither situation are we the “savvy consumer” at the core of economic theory. In fact, a 2023 Gallup poll found that a mere 17 percent of Americans, around one in six, report that they knew what their healthcare products or services would cost before they received them.11 Although I did have a veteran patient who, realizing he was having a heart attack, drove to the airport and hopped on a flight to LA all the while popping nitroglycerine tabs to control his pain so he could get to the VA medical center for bypass surgery because he had no insurance.

As a 2021 New York Times article revealed, some hospitals understand this lack of choice all too well and use predatory billing practices on car-crash victims sent to their emergency rooms to boost their income. They charge up to five times their usual rates and refuse to bill insurers, then use lien laws to claim any accident settlement victims may receive.12

Further, free-market assumptions don’t apply to a community’s health. One individual’s good health benefits everyone in the community, while another’s illness can adversely affect all. Using local officials’ emails, a Wall Street Journal investigation found that hospitals with available ICU beds turned away critically ill COVID patients from overflowing nearby hospitals because of their insurance status, endangering everybody in the community regardless of their wealth or insurance status.13 Focusing on short-term profits and keeping the economy alive has encouraged this sort of dangerous action, excluding some from healthcare and increasing the spread of diseases and subsequent deaths.

A number of books, including Maggie Mahar’s Money-Driven Medicine14 and Elisabeth Rosenthal’s An American Sickness: How Healthcare Became Big Business and How You Can Take It Back, as well as a position paper by the American College of Physicians,15 describe the consequences of this shift to economic priorities. As Rosenthal succinctly summarizes, “In the past quarter century, the American medical system has stopped focusing on health or even science. Instead it attends more or less single-mindedly to its own profits.”16 She cites concrete examples of how the usual market forces do not work in healthcare: In 2014 the “usual and customary” fee for gallbladder surgery in Queens, New York, was around $2,000, but twenty miles east in Nassau County, Long Island, where more doctors are in private practice, it was $25,000.

Similarly, drug prices do not follow market forces, but are protected vigorously by market manipulation and patents. A 2021 Rand study found that prescription drug prices in the United States average two and one-half times those in other nations.17 Even generic drugs are not free from pricing scams. The generic drug company Teva Pharmaceutical agreed in 2022 to pay $420 million to settle shareholder litigation alleging the company hid an anti-competitive price-fixing scheme.18 Mind you, this was to pay off shareholders. No compensation was offered to the patients who overpaid for the drugs or those who were harmed by being unable to afford them. Even when competition is present, studies show that companies just pass on the increased cost of marketing to patients by increasing drug prices.19 The top-selling drug in the world is the patent-protected Humira, used primarily in autoimmune diseases, with sales of over $20 billion per year. Until some equivalent drugs were finally allowed in the US in 2023, the average cost for a years’ treatment (after rebates) was $38,000. In 2023, even after some equivalent medications were allowed, market manipulation kept Humira’s price at nearly $30,000. Meanwhile, in European countries, equivalent drugs cost less than one-fifth of this amount.20, 21, 22

The Greek physician Hippocrates stated that doctors should forgo fees whenever possible. Until the latter half of the twentieth century, patients mostly paid for doctor’s visits out of their own pocket, and most paid on an informal sliding scale in proportion to their ability to pay, or bartered with reciprocal services or goods. As Rosenthal points out, “Paying a doctor’s bill was not really a commercial transaction.”23 Today, insurance plans forbid physicians from discounting care to their patients, and to do so would be considered fraud. Prices for treatment are mandated by insurers, often negotiated in secret between healthcare systems and insurers without the input or knowledge of patients, doctors, or government or community representatives. Under a government ruling enacted in 2021, which the healthcare industry sued to block24 and some companies are refusing to comply with, hospitals must now make these prices public. Using this new ruling, the Wall Street Journal uncovered wildly divergent prices charged at Sutter California Hospitals. For example, one complex cardiac procedure was billed at less than $90,000 to some insurers, whereas the charge was over $325,000 to those who paid out of pocket.25 In fact, private individuals are most often charged more for treatment than are insurance companies. Medical care has changed from something most people could afford, or barter for, to something that, without insurance, most cannot.26

Similarly, mining this newly available data, a New York Times investigation found that having insurance is no guarantee of a good price. The secret prices negotiated between insurance companies and healthcare delivery systems vary widely even within the same insurer depending on the plan: “… a single insurer can have a half-dozen different prices within the same facility, based on which plan [they are enrolled in].” Hospitals and insurers hide behind the contracts they’ve signed, contracts which prohibit them from revealing their rates. “We had gag orders in all our contracts,” reports Richard Stephenson, who worked for the Blue Cross Blue Shield Association from 2006 until 2017.27 Six months after passage of the transparency ruling, the majority of US hospitals have not complied and their pricing is still not available.28

By holding the purse strings these companies effectively control who receives care, and what kind of care, and who does not, functioning as corporate death panels that enforce policies that amount to economically driven eugenics.29 In a particularly flagrant example of this, in 2023 the hospital giant HCA Healthcare was accused of policies that encouraged staff to transfer more patients to palliative and end-of-life care in an effort to increase turnover and boost hospital quality scores.30 The intention may not be for people to die, but that becomes a cost of running a successful business in healthcare.




Falling Behind

A concern in 1973, the cost of US healthcare is now called a “crisis.” As previously mentioned, healthcare costs in the US had reached 7.3 percent of GDP in 1973, roughly the same as countries like Canada, Denmark, and France (5.3–7.9 percent). By 2007, the United States was spending two and a half times the average of other rich countries.31 The costs of our model are more than economic; as profits have soared, the quality of our care has worsened. In 2000 the World Health Organization (WHO) rated the overall system performance for healthcare of 191 nations. The US was ranked thirty-seventh, the lowest of any developed nation and just behind Dominica (a tiny Caribbean country, not the same as the Dominican Republic) and Costa Rica, an outcome mocked in Michael Moore’s 2007 documentary Sicko.32 For the past seven years in a row the Commonwealth Fund has rated US healthcare dead last among eleven developed nations on measures of quality of care, access, equity, efficiency, and healthy lives. Yet it ranked first in per capita cost, more than twice that of the top-rated UK.33 In 2018 the business news organization Bloomberg ranked fifty-six nations on their health efficiency index. The US tied for fifty-fourth with Azerbaijan, ahead of only Bulgaria, widely viewed as the most corrupt nation in the European Union.34



US healthcare spending continues to Outpace Other Wealthy Nations
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US healthcare spending as compared to other wealthy nations.



Americans born in recent years are the first generation ever to face greater infant and maternal mortality rates and a shorter life expectancy than their parents, and this was before the COVID pandemic. In the midst of rising maternal and infant deaths, rural hospitals are now closing maternity wards to save money.35 Less widely appreciated is the fact that four out of five pregnancy related deaths in the US are entirely preventable, and the most common cause of these deaths are mental health conditions—such as suicide or overdose—not ones we commonly think of like preeclampsia, gestational diabetes, or placenta previa.36, 37


US life expectancy continues to Fall Behind Other Wealthy Nations
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US life expectancy as compared to other wealthy nations.



There are other costs to society when healthcare corporations act single-mindedly in their own economic interest. Economic incentives have crowded out other priorities, such as ethics and humanitarianism, as we shall examine in more depth in following chapters. For example, the pharmaceutical industry’s aggressive marketing of expensive painkillers is cited as a major contributor to our nation’s opiate crisis, which kills at least 50,000 Americans a year.38 And there are many other examples of pharmaceutical companies hiding clear evidence of dangers associated with their products that used to be forbidden in medicine, but not in the business world.






NOTHING TO SEE HERE: MENTAL HEALTH IS FORCED OUT


The Rise and Fall of “Moral Therapy” and the Asylums

As serious as the consequences of the for-profit revolution have been to healthcare, nowhere have they been as devastating as for those with mental illness. This history warrants examination and has lessons applicable to healthcare as a whole. Let’s begin with a definition. The seriously mentally ill (SMI) are generally defined as adults who have a diagnosable mental, behavioral, or emotional disorder causing serious functional impairment that substantially interferes with major life activities. Schizophrenia, for example, is a common cause of serious impairment in which hallucinations (false sensory perceptions, frequently voices) and delusions (firmly held beliefs not based in reality such as being followed, persecuted, or having special powers) can render sufferers unable to make rational, healthy, or safe life decisions.

While Hippocrates felt that mental illness, like all other illnesses, could be studied and treated scientifically,39 most societies have had trouble reconciling themselves to the reality of diseases of the brain. In Greek and Roman times, insanity was a domestic responsibility. As Roy Porter, the author of Madness: A Brief History, describes, “The seriously disturbed were kept at home, whilst the harmless might be allowed to wander, though as evil spirits were thought to fly out of them to possess others, the deranged were feared and shunned.”40 Later, he continues, “In Christian Europe too, the family was held responsible for the deeds of its mad members. As with children, lunatics and ‘village idiots’ typically remained in domestic care… hidden away in a cellar or caged in a pigpen….”

Organized separate housing for the SMI, inspired by the Christian ideal of charity, began toward the end of the Middle Ages, but the accommodations were often dungeons or similar horrific facilities. In London, the religious house St. Mary of Bethlehem, founded in 1247, famously became known as “Bedlam,” a now-derogatory term we use for mental health facilities today. Though they are now frequently a subject of derision, our state mental institutions were actually founded in the mid-1800s as a remedy for the inhumane treatment of the mentally ill. They were based on the asylum movement, grounded in the integration of medical care and what was called “moral therapy,” which followed principles of kindness, mildness, reason, and humanity. Hence they were given the name “asylum,” as in refuge, or place of safety. This refuge was to serve both the ill and their burdened families and communities.

The American asylum system, which lasted in this country from the mid-nineteenth century until the mid-twentieth century, was launched by dedicated mental-health advocates, the most famous being Dorothea Dix. Outraged at how the mentally ill had been confined to poorhouses and jails, these activists lobbied for new, custom-designed institutions that would provide “asylum” and “moral treatment” at public expense. Generally set in bucolic surroundings to calm the troubled by removing them from the stress and strife of city life, they were intended to be a lot like vacation resorts. Initially they worked well, claiming discharge rates of 80 to 100 percent. But while the asylums started with high hopes and good intentions—and some success—they were soon overwhelmed with the sheer number of severely ill patients and conditions deteriorated. Despite this, Dorothea Dix herself chose to spend her last years as a guest of the New Jersey State Lunatic Asylum, which she had founded.

An unfortunate but probably not unintentional aspect of this system was that the asylums sequestered the mentally ill away from society; out of sight, out of mind. Like the tuberculosis sanatoriums and leper colonies of yesteryear, the asylums hid the mentally ill away from the “mentally well.” But unlike those with tuberculosis, the mentally ill were not contagious, though they were discomfiting. (The unfortunate lepers, who, like the mentally ill, were upsetting but not highly contagious, were also banished from society. Leprosy, now called Hansen’s Disease, is transmissible to only a small percentage of the population, and then only after months of close contact.)41 And honestly, we had little to offer of help other than compassion, support, and shelter from the deprivation and abuse they suffered in open society. But this was true of virtually all illnesses until a hundred years ago. Medicine could offer compassion and care, but we had very few effective treatments. Initially there were no psychiatrists to staff these institutions. As Porter points out, “The asylum was not instituted for the practice of psychiatry; psychiatry rather was the practice developed to manage its inmates.”42 The Association of Medical Superintendents of American Institutions for the Insane was established in 1844, the first national medical society in the US. In 1892, it changed its name to the American Medico-Psychological Association, and in 1921 it became the American Psychiatric Association (APA).






DAWN OF A NEW AGE: THE DEVELOPMENT OF EFFECTIVE TREATMENTS

The twentieth century finally began to offer some hope for the wretched housed in mental institutions. Julius Wagner-Jauregg won a Nobel Prize in 1927 for “pyrotherapy,” the intentional counter-infection with malaria that proved to be effective against general paresis of the insane, caused by advanced syphilis, then a common reason for institutionalization. In 1935 Egas Moniz (a neurologist) invented the frontal lobotomy, for which he was awarded the Nobel Prize in Medicine and Physiology in 1949. At the time, the lobotomy was celebrated widely. One has to remember just how devastating and hopeless these illnesses were to both patients and their families. Now regarded as a symbol of evil and medical overreach, the lobotomy was, in fact, of help to some of the most desperately ill, hence the Nobel award. It is still in use today, to good effect in specific situations, though extremely rarely. But the lobotomy was grossly overused. Most notorious perhaps was Walter Freeman, also a neurologist, who traveled around the country performing lobotomies. He ultimately performed 3,600 of the procedures, often many in one day. All told, 50,000 lobotomies were performed in this country.

One must remember that in the 1950s half of all hospital beds in this country were occupied by patients with mental illness. People were desperate for relief, and surgery had established itself as the vanguard of progress in many diseases. There were very few truly useful drugs in any area of medicine at the time. The Department of Veterans Affairs (VA) hospitals especially, bowing to intense pressure from patients’ despairing relatives, embraced the lobotomy and taught the procedure in its training programs.43 Perhaps the most famous, or infamous, lobotomy recipient was Rosemary Kennedy, sister of John F. Kennedy. Rosemary suffered from developmental disabilities and was emotionally erratic. Her politically ambitious father worried her behavior could jeopardize the political futures of his sons John, Robert, and Ted. Her lobotomy was botched and she was rendered an invalid, hidden away for the rest of her life.

Early in my career I had the opportunity to care for two people who had undergone lobotomies many years before. Both were, as expected, quite placid and lived in supervised “board and care” homes. Both described being relatively content with their lives, far happier than prior to their surgeries, when life had been a living hell. One still needed a supervised living situation, primarily because he was blind, having prior to his lobotomy “enucleated” (gouged out) his eyes in response to hallucinated commands. As restricted as the lives of these two gentlemen were, they were clearly better off and much happier than prior to their lobotomies. One has to wonder how they would fare in today’s world now that we have medication that would render their lobotomies unnecessary. The odds are they would not be receiving any treatment and would be homeless, in prison, or, more likely, dead.

Many other somatic (physical) treatments were tried, some quite bizarre.44, 45, 46 Early interventions included the use of Metrazol in the 1940s to induce convulsions. It was found to be helpful to some, but the drug was highly toxic. Insulin coma therapy was popular for a time, helpful in some cases but also extremely risky. The Italians Ugo Cerletti and Lucio Bini ultimately found electricity could induce convulsions more safely than Metrazol and “electroconvulsive therapy” (ECT, or electroshock therapy) was born. Cerletti and Bini were nominated for a Nobel Prize for their discovery. ECT was, and is, extremely effective, but like the lobotomy was overused. But what were the options? Today ECT is underused, largely due to false information spread by anti-psychiatry groups. It now carries great stigma. Thomas Eagleton, the democratic candidate for vice president under George McGovern, was dropped mid-campaign when news got out that he had undergone ECT (with great results) for debilitating depression years before. It remains our most effective treatment for severe depression but is only rarely employed and, paradoxically, is often only available to very wealthy patients who can afford to pay out-of-pocket for premium care.

The 1950s and ’60s ushered in the era of the tranquilizer. Meprobamate, sold under the name “Miltown,” and barbiturates, like phenobarbital, were extremely popular, used mainly to treat anxiety and as sleep aids. These were soon replaced by the benzodiazepines, which are far less toxic but also potentially addictive. The most well-known of these was Valium (diazepam), which gained widespread popularity, eventually becoming the most widely prescribed drug of any kind in the US for fourteen years running (1968 to 1982). Chlorpromazine, the first effective antipsychotic—that is, a drug that can reduce delusions and hallucinations—was licensed in the US in 1953, selling under the catchy names Thorazine (the power of Thor!) and Largactil (its activity was large!). For some, it was indeed a miracle drug. The anthropologist and author Roy Richard Grinker quotes this staggering statistic: “In just one year, from 1955 to 1956, the state of New York reported, the frequency of restraint and seclusion as mechanisms of discipline and care dropped by 50 percent.”47 The term “chemical lobotomy” was applied to the antipsychotics, not as criticism but as praise: medications that could offer benefits of the lobotomy without the need for surgery and the attendant risks and irreversibility. Its maker Smith, Kline & French advocated for its widespread use in “cost-cutting” and “health economics” to offset the expenses incurred by the state institutions and their burgeoning population, setting the stage for changes to come.

Meanwhile, there were other breakthroughs in psychiatric medications. In 1952, Iproniazid, an anti-tuberculosis drug, was serendipitously found to be an effective antidepressant, spawning several other drugs in its class, the monoamine oxidase inhibitors (MAO-Is). In 1958, Roland Kuhn made brilliant observations on the positive effects of imipramine on depressed individuals,48 launching a raft of tricyclic antidepressants like amitriptyline (Elavil). Soon after, reports of the positive effects of lithium on bipolar disorder, or manic-depression, were making their way over from Australia and Europe. There was growing hope that we would be able to manage mental illness without the need for expensive and restrictive hospitalization. Concurrently, psychoanalysis was fostering hope that these diseases could be treated and even prevented, without medication.




A COMBINATION OF ADVANCES IN TREATMENT, ECONOMIC FACTORS, AND SOCIAL FORCES DRIVES DEINSTITUTIONALIZATION

Joshua, a young man I treat, has schizophrenia. He is only modestly helped by medication, which does keep him from spinning wildly out of control. At his core he is a sweet, shy young man with no history of violence or criminal behavior, who craves the things most guys his age would want: friends, a job, independence, respect, a romantic partner. Tragically, these are beyond his reach and instead he lives in a fantasy world. His speech is vague and rambling, and its content bears little relation to reality. In his mind he lives not in a modest home with his aging parents, but in a mansion in LA, with his famous movie-star girlfriend and their dozen children. In his world he is a famous rap music star and TV and movie producer.

Over the years Joshua has been placed in multiple supervised living situations and group homes. He invariably walks away, not because he is oppositional, but because he can’t understand basic rules or his need to be there. He has been found wandering the streets several times, starving, beaten, and near death. The only current option for him, other than living with his parents, would be to commit a serious crime (which he would never do). Then he might be placed in prison or in a cramped “locked” psychiatric facility where he would be incarcerated with other severely mentally ill individuals, most with a recent history of violence. This would only be temporary; he would certainly be discharged after a short while, only to end up on the streets again.

In the 1950s, more than half a million people with mental illness were living in state mental institutions in this country. This did not include those housed in other hospitals and alternate facilities, including jails and prisons. Today, we have a total of roughly 37,000 psychiatric beds in the entire United States, one-fifteenth the number we had back then, despite a doubling of our population. Where did all these people go? It’s a sad and interesting story, well documented in a number of excellent books.49, 50, 51 This process of clearing out the asylums became known as deinstitutionalization, and while well-intended, the consequences for the severely mentally ill like Joshua and their families, not to mention society at large, have been grave.

The discovery of Thorazine and other effective medications to treat mental illness is generally given as the driving force behind deinstitutionalization, but this is a gross oversimplification. While the promise of effective treatments provided a justification for discharging residents, in reality an unholy alliance of social, political, and economic forces, not patient benefit, drove the movement. In deinstitutionalization conservatives saw a way to save money, civil libertarians a way to expand civil rights. A seemingly improbable combination of conservative groups like the John Birch Society, who were suspicious of government intrusion into personal lives in any form, and civil libertarians, most prominently the ACLU, along with the free-spirit and anti-“big-brother” sentiment of the ’60s all pushed to close the asylums. These groups caught the receptive ears of legislators, always eager to save money, particularly fiscal conservatives like Ronald Reagan and Nelson Rockefeller. As the governors of California and New York, respectively, they rallied their states to the forefront of deinstitutionalization.

Public sentiment against the asylums had been growing, fueled by horrific tales in popular media of the institutions’ abuses. As early as 1946, a Life magazine exposé characterized the asylums as a “shame and disgrace.” A powerful influence on many was The Shame of the States, a 1948 book written by journalist and social activist Albert Deutsch. In it he describes how “I was reminded of the pictures of the Nazi concentration camps in Belsen and Buchenwald… swarming with naked humans herded like cattle.” But Deutsch was a thoughtful man, and he dug deeper. He quotes a sympathetic and overworked hospital superintendent who said, “we are short of doctors, nurses, maintenance men, social workers, attendants, and everything else—except patients.” What these attacks on the state institutions failed to note was that the institutes did not want all these patients, they were completely overwhelmed and would gladly have sent many elsewhere if there was anywhere else they could go. It was society’s decision to offload the mentally ill to the asylums. He also noted that the average daily expenditure per patient in state mental hospitals was less than one dollar and twenty-five cents, the equivalent of $16 today.52 Contrast this with the $125 per day we pay today53, 54 to house each of the almost 400,000 mentally ill who have moved to prisons and jails since deinstitutionalization, or the thousands of dollars per day for hospitalization. Another oft-cited anti-asylum trope is The Snake Pit, a popular 1948 movie that chronicles the experience of a woman (portrayed by the stunning Olivia de Havilland) who is incarcerated in a mental institution for reasons she cannot remember. The heroine endures degradingly crowded accommodations, seemingly uncaring and highly regimented treatment, and frightening co-patients, but is ultimately cured by a wise and kindly psychoanalyst. The take-home message was that psychoanalysis would render mental institutions unnecessary.

Another nail in the coffin of the asylums, and a devastating blow to psychiatry in general, was the 1973 publication of David Rosenhan’s On Being Sane in Insane Places. It appeared in the prestigious scientific journal Science55 and became one of the most widely quoted studies in psychiatry of all time, referenced in more than 4,000 books and papers. As described in the “study,” Rosenhan and seven others gained admission to psychiatric hospitals simply by claiming they heard voices saying random words like “thud” or “hollow.” Once admitted they were supposedly given psychotropic medications and even held against their will, sometimes long after fellow patients had figured out they were not ill.

The public and many in the scientific community ate it up. Psychiatry was ridiculed for not being able to distinguish between the sane and insane. The reality turned out to be somewhat different. The author Susannah Cahalan recently published The Great Pretender,56 an exhaustively researched examination of the Rosenhan study. She concluded Rosenhan likely fabricated patients and data, and grossly distorted what data that may have been real. Some colleagues characterized Rosenhan as a “bullshitter.” Of his own hospital experience, she obtained notes showing he claimed to be suicidal and the voices were so distressing to him that he had resorted to holding copper pots over his ears to block them. The Spectator, the prestigious 200-year-old British current affairs magazine, called Rosenhan’s paper “one of the greatest scientific frauds of the past seventy-five years, and it was a fraud whose real-world consequences still resonate today.”57 But most telling was the eagerness with which society and the scientific community accepted Rosenhan’s deception, how his message resonated with society’s ages-old need to deny the reality of mental illness.

By this point in time, Rosenhan’s paper hardly mattered. Deinstitutionalization was largely complete, and psychiatrists had abandoned the asylums for practices as psychoanalysts in sophisticated urban centers, treating healthier (and wealthier) patients. The shift was profound: In 1917 just 8 percent of psychiatrists were in private practice; by the 1960s the proportion was 66 percent. By then the asylums were largely run by foreign doctors, many of whom spoke little English and were poorly able to advocate for their institutions or their residents, and anti-foreigner sentiment may have contributed to public prejudice against the institutions. Psychiatrists did not vigorously counter the anti-psychiatry movement, nor did they fight deinstitutionalization or the dismantling of treatment for the seriously mentally ill. They had embraced psychoanalysis and its myth of the preventability and curability of mental illness which would render asylums unneeded. Psychiatry, the medical specialty formed to manage the asylums, now fled for the city lights.

An important influence on the treatment of mental illness at the time was the National Organization for Mental Health (NAMH), founded in 1946—not the same as the current mental health advocacy organization the National Alliance on Mental Illness (NAMI), which will be discussed in later chapters. Driven by the advocacy of Clifford Beers, who himself had been in and out of mental asylums, it championed the concept of “mental hygiene,” whereby community based early intervention could prevent or lessen the severity of mental illness. Its influence helped drive the transition to community care in what were called “mental hygiene clinics,” similar in concept to the prevention of dental cavities by dental hygiene.58 In the end, there were few advocates for the asylums. The inmates were too disturbed and their families too ashamed to effectively organize any real resistance. Meanwhile, European countries that had access to the same medications and psychotherapies as the US reformed rather than closed their asylums, and fostered close alliances between them and outpatient services.

The anti-psychiatry movement, which thrived in the 1960s and is still quite alive today, merits a closer look too. The movement had three prominent figureheads: Thomas Szasz, Ronald D. Laing, and Erving Goffman. Their core argument was that mental illness was not a medical condition, but a social problem—ignoring the fact that physical illnesses throughout history had been solely defined by their symptomology, as well as the clear genetic contribution to mental illness. Szasz, a Hungarian-born American psychiatrist-psychoanalyst, published The Myth of Mental Illness in 1961.59 In it he argued that mental illness was not real, but merely a metaphor for human suffering. Laing was a British psychiatrist who described schizophrenia as “… a special strategy that a person invents in order to live in an unlivable situation,”60 and that insanity was a perfectly rational adjustment to an insane world.

Also in 1961, sociologist and social psychologist Erving Goffman published Asylums: Essays on the Social Situation of Mental Patients and Other Inmates, which examined the asylum as a social construct, benefiting society rather than mental patients. Goffman’s ideas were in sync with the antiestablishment 1960s and not entirely off-base considering society’s historical—and ongoing—wish to marginalize the mentally ill. However, catchy as their ideas were, these critics ignored or dismissed the clear benefits that the new antipsychotic drugs offered to many. As Jeffrey Lieberman, former president of the APA, wrote in his book Shrinks: “State governments, which were always eyeing ways to cut funding for the mentally ill especially state mental institutions… were only too happy to give credence to antipsychiatry arguments… While purporting to adopt humane postures, they cited Szasz, Laing, and Goffman as scientific and moral justification for emptying out the state asylums and dumping patients back into the community.”61

These moral crusaders were responding to a very real problem: the mistreatment and exclusion of the mentally ill from society. But they failed to understand that the asylums were actually a solution, albeit a flawed one, to the ages-old problem facing societies throughout history: what to do with the mentally ill among us? Desperate families placed their loved ones in an asylum only after exhausting all other resources they had available; they could see very well where their loved one was being sent and did not make the choice lightly. The critics did not appreciate that the asylums served many quite well, or at least as well as any currently known option. They confused removal of care with individual rights. As academics, Szasz and Goffman were divorced from the ugly realities of treating mental illness and naively offered utopian and unrealistic answers. Goffman was not a clinician, and as adherents of psychoanalysis, Laing and Szasz bought into its myth of the preventability and curability of severe mental illness. They thought, and preached, that mental illness would be a thing of the past and asylums would not be needed once societal pressures were reduced. The residual problems, the expectable difficulties of life—teenage angst, divorce, job loss—could be managed using psychoanalytic techniques in a local community setting. As asylums closed, the new Community Mental Health Centers (CMHCs) were to manage these residual troubles.

Concomitantly, the widespread faith placed in psychoanalysis’s potential did damage too. Its influence in society and popular culture was tremendous. Some reasoned that if optimal parenting could prevent mental illness, the occurrence of mental illness meant that the individual must have experienced poor parenting. Schizophrenia was allegedly caused by “schizophrenogenic” mothers, who subjected their children to conflicting statements and expectations, called “double binds,” or by “refrigerator” moms, who lacked warmth and caused not only schizophrenia but also autism. These popular and cruel theories blamed those already suffering through the tragedy of an ill child, leaving them shamed and further marginalized.

In retrospect, it seems surprising that the anti-psychiatry and anti-asylum critics held such sway, or that Rosenhan’s deception was uncritically accepted. But these were different, idealistic times, and our discomfort with the concept of mental illness so strong that their message took hold. In 1986, Science magazine, which had published Rosenhan’s paper thirteen years earlier, reported on a poll that found 55 percent of the public did not believe mental illness was real.62 These prejudices persist today; many in our society still are unable to accept that people can suffer from real and heartbreaking illnesses that affect the brain. We still find it more comfortable to blame societal issues, drugs, anything and anybody but recognize that the brain, like every other organ, can malfunction.

On Halloween day, 1963, with what turned out to be the last bill he signed before his assassination three weeks later, President Kennedy enacted an ambitious National Plan for Mental Health. It called for the formation of a “comprehensive” network of Community Mental Health Centers (CMHCs) to replace the old asylums.63 These were to be outpatient facilities in urban communities modeled on the mental hygiene movement. The shift in care for the mentally ill was seismic: From the over one-half million patients hospitalized in the asylums in the 1950s, by 1989, that number had dropped to around 150,000.

While deinstitutionalization was well-intentioned, justified by the hope placed in psychoanalysis and the new and more effective medication treatments, its real attraction to legislators was economic. The humanitarian promise of deinstitutionalization quickly became the nightmare of financial and societal abandonment. A colleague of mine served as chief of a clinical unit at St. Elizabeth’s Hospital in Washington, D.C., in the 1960s. The hospital was quite pleasant; it had its own farm where patients grew vegetables and a large meeting hall where they attended dances. He recalls people like Benny, a sweet man who had lived there stably for years. Benny was devastated when told he would have to leave, and had to be tearfully escorted out. He returned a couple of months later disheveled, starving, and confused, in the throes of a psychotic relapse.

Benny was not unusual. A 1985 study that tracked patients after discharge from Central Ohio Psychiatric Hospital found that over a third had become homeless within six months.64 Equally troubling, from 1955 to 1970, “although the resident population of state hospitals declined sharply, the number of admissions to hospitals doubled.”65 The result was what is known now as “revolving door” treatment, where people have repetitive brief hospital admissions followed by a swift discharge to the outside world where they fail miserably and are rapidly readmitted, with a step down in their functioning and morale with each cycle. That is, unless they are imprisoned or die. From 1978 to 1988 deaths among the homeless by freezing doubled in New York City,66 and a 2023 study found that San Francisco’s homeless were sixteen times more likely to die a sudden death than others in the population.67 “If your leg is broken, the city will take you away: If your mind is broken, you just lie there forever…. Why is rapid suicide illegal and gradual suicide a right?” ask Rael Isaac and Virginia Armat in their book Madness in the Streets.68

The beloved neurologist and author Oliver Sacks actually began his work as a neurologist at an asylum, Bronx State Hospital (now Bronx Psychiatric Center), in 1966. Writing of his experience there in The Lost Virtues of the Asylum,69 he affectionately describes the great benefit asylums, when properly run, could provide:


the protected and special atmosphere they offered… they were places where one could be both mad and safe, places where one’s madness could be assured of finding, if not a cure, at least recognition and respect, and a vital sense of companionship and community… Sadly and ironically, soon after I arrived in the 1960s, work opportunities for patients virtually disappeared, under the guise of protecting their rights… This outlawing of work—based on legalistic notions of patients’ rights and not on their real needs—deprived many patients of an important form of therapy, something that could give them incentives and identities of an economic and social sort… the effects of stopping it were demoralizing in the extreme. For many patients who had previously enjoyed work and activity, there was now little left but sitting, zombielike, in front of the now-never-turned-off TV.



I’ve heard countless stories from patients and their families relating how they miss the old asylums, and how much better life was for both then. Joshua, described earlier, now lives in his small room in his parents’ house, and rarely goes outside. His elderly parents are spending their “golden years” caring for him, twenty-four hours a day, while wondering what will happen to him when they are no longer able to be there for their sweet, confused boy. The prospects are dismal.





THE FAILURE OF COMMUNITY MENTAL HEALTH CENTERS

While President Kennedy’s vision was far reaching, his bill did not provide long-term funding to sustain the new CMHCs, the hope being that states would step in with their own resources. But rather than invest the money saved through asylum closures on mental health clinics, most states spent it on other priorities, such as cutting taxes or shoring up pensions.70 The CMHCs ultimately failed the severely mentally ill because they were not equipped to serve them. They were grossly underfunded and focused their limited resources on people with less severe mental problems, bolstered by the popular view that insanity was avoidable and unhappiness was merely a reaction to life’s difficulties. They were often administered and staffed by more economical non-MD clinicians with less training, particularly in the treatment of severe mental illness.

The National Institute for Mental Health (NIMH), tasked with setting up the CMHCs, gutted them of the programmatic components that would deal with the chronically ill, such as intensive outpatient and day treatment programs, monitored medication administration, supervised living quarters, and basic skills training linked to supported vocational options. Instead, they focused on psychotherapy to help negotiate more expectable and manageable life stress events such as those mentioned earlier: the difficulties of parenthood, childhood, juggling work-home commitments, divorce, financial troubles, and family strife. These were certainly laudable goals, but of little help to the chronically and severely mentally ill who had been turned out onto the streets by deinstitutionalization or their long-suffering families.

By 1977, a Government Accountability Office report concluded: “CMHCs attracted a new type of patient who was not very ill and (was) not a candidate for hospitalization in a state institution.”71 President Jimmy Carter, with help from his wife Rosalynn, tried to revive the CMHCs in 1980 with a bill that would have more than doubled the federal government’s investment in Kennedy’s original CMHC plan. President Carter signed that bill into law, but it was repealed by the Omnibus Budget Reconciliation Act of 1981 signed by President Ronald Reagan the following year.

Adding insult to injury, the mentally ill were further squeezed out of effective treatment by the IMD (Institution for Mental Diseases) exclusion rule, enacted in 1965 to avoid recreating the asylums. With the expectation that care would be available through the CMHCs, it prohibited Medicaid from paying for care in state or private mental hospitals with more than sixteen beds. Worse, it forbids the treatment of physical and mental health in the same location on the same day. Despite the collapse of the CMHCs, this rule remains in effect today, leaving those on Medicaid in an impossible situation.72

Blaming mental illness on societal causes like imperialistic governmental policies and poor parenting allowed many to feel these illnesses could be eliminated through social interventions. Mental illness came to be viewed more as a way of looking at the world, or a choice, or at a minimum due to remediable circumstances. It offered a soothing view: It won’t happen to me, it happens to others less fortunate, or less strong. This gave us a comforting sense of control; while mental illness might not be fair, we at least understood it, and could control it. Most reassuring, we could feel confident we were not really like those insane people. These comforting distortions are now utilized by multiple elements of our healthcare system to marginalize the mentally ill, as we’ll see in subsequent chapters.




SHIFTING INSTITUTIONS

Dennis was a “frequent-flier,” a slang term for a patient who regularly uses ER services. Mild-mannered and harmless, he was also hopelessly confused, illogical, and always filthy and hungry. He most often showed up after being beaten and robbed on the streets. If we had no hospital beds available, which was almost always the case, he would simply leave and create a disturbance or break something downtown to get himself jailed.

Deinstitutionalization resulted in somewhere over 500,000 people ending up on the streets. According to a 2011 Substance Abuse and Mental Health Services Administration (SAMHSA) report, more than one in four sheltered persons who were homeless had a severe mental illness and more than one in three adults housed in assistance shelters had chronic substance use issues.73 These numbers reflect only those who are well enough to be sheltered. They ignore those sleeping in doorways, in parks, and under freeways. A 2024 study found that two-thirds of people experiencing homelessness currently had a mental health disorder, and more than three-fourths had a lifetime history of mental illness.74 This agrees with my experience. I worked for years in an urban homeless clinic where the vast majority of those we saw had mental health or substance abuse problems, most often both. And those that didn’t have psychiatric issues before homelessness certainly needed mental health help after spending some time living on the streets. In fact, the 2024 California Homelessness study found that among the homeless who reported regularly using substances, 64 percent started regular use of drugs after becoming homeless. Some cited the need to stay awake and vigilant to ward off an assault or robbery on the streets.75

Deinstitutionalization often meant that there was nowhere to send the severely ill except jail. Patients like Dennis learned this and committed petty crimes just to get into a place where they would at least be sheltered and fed. For Dennis, the lack of more supportive and ongoing treatment effectively locked him out of society, while costing that society far more in police, court, medical care, property damage, and incarceration costs. Being transient, and sometimes paranoid, the mentally ill are particularly poorly equipped to negotiate social services or navigate the complex process of obtaining Medicaid, meaning they can obtain neither employer-based healthcare insurance nor access publicly funded alternatives. Sure, Medicare kicks in at age sixty-five, but the average life expectancy of someone with schizophrenia is 64.7 years.76


Hospitalization chart

[image: Image]
Estimated number of Americans with mental illness hospitalized, incarcerated, and homeless.



Consequently, deinstitutionalization not only caused homelessness to skyrocket, it also spawned a new phenomenon known as trans-institutionalization (not related to the current trans movements relating to gender.) Moving the mentally ill out of the asylums caused many of them to merely transfer to a different sort of institution: jails and prisons. A 2006 study by the Justice Department’s Bureau of Justice Statistics found that more than half of all prison and jail inmates had a mental health problem.77 Currently, Rikers Island Jail in New York, the Twin Towers Los Angeles County Jail, and the Cook County Jail in Chicago serve as our country’s three largest psychiatric inpatient facilities. This, according to Kenneth Paul Rosenberg “translates to approximately 383,000 individuals with severe psychiatric disease living behind bars… Today, if you are an American with mental illness, you are up to ten times more likely to be incarcerated than hospitalized.”78

An important step in this process was the 1976 Tarasoff ruling handed down by California courts. It found that the psychiatrist, not the police, could be held liable for the actions of a patient. In the Tarasoff case a young man murdered his ex-girlfriend but the treaters were held responsible despite having alerted the police. This in effect made dangerousness the standard for involuntary hospitalization, not need for treatment, turning doctors into jailers, exactly what deinstitutionalization was trying to avoid.

Compounding this, several pieces of legislation further limited the availability of care. The Lanterman–Petris–Short Act (LPS), signed into law by then California Governor Ronald Reagan in 1967 and used as a model by other states, imposed strict standards on civil commitment. Treatment could be imposed on the mentally ill only if they were deemed to be in imminent danger of killing someone or attempting suicide or so disturbed that they couldn’t care for themselves. These rulings intimately intertwined treatment with criminal behavior. As Ron Powers succinctly summarizes in his book No One Cares About Crazy People about their family’s struggles to get care rather than punishment for their sons’ mental illness: “Nevertheless, LPS became the national gold standard for clueless, destructive government interference in the interests of mentally ill people. Intended to accelerate deinstitutionalization, it instead served to barricade state hospital doors against the admittance of stubbornly resisting patients—at least until a hearing was held. Not a medical hearing, with psychiatrists, but a judicial hearing, with a judge and lawyers.” In the interest of preserving their civil liberties the mentally ill are instead channeled into prisons which “entitle(s) them to beatings and rape by their fellow inmates, beatings and taunting by the guards, solitary confinement that drives them madder still, deprivation of prescription drugs for those few who had prescriptions.”79 In the interest of liberating the mentally ill, they were turned into criminals. Worse, over time, the LPS standard for commitment evolved to become the standard for voluntary hospitalization utilized by insurers.
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