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Introduction

EVERYONE HAS A STORY, INCLUDING the reason (or reasons) why that person chooses their occupation. Sometimes it’s for money; sometimes it’s for recognition. Often, people do what they do because it gives them a great sense of self-fulfillment—a feeling that they are achieving what they were put on Earth to accomplish. Many enter a particular profession because it’s the best way they know how to give something back to a community in which they have some sort of vested interest.

Practitioners in the field of psychiatry run this full gamut of reasons. But there are also a number of other prevalent factors that you will see in most behavioral health professionals. First and foremost, we believe, is an innate sense of curiosity about humanity as a whole—and on a more micro level, about each individual human being. What makes people behave as they do? What makes them tick? This is part of the foundation of psychiatry: a driving inquisitiveness through which we are afforded the opportunity to tap into another person’s thoughts, feelings, and experiences in order to help that person live a more whole and fulfilling life.

The next factor is an overwhelming desire to connect with people on a very real and personal level. This is not for any sort of personal gain, but to help them, in turn, connect more fully with themselves as well as with their families, friends, employers, coworkers, and so on. While mental health begins with an individual, it has the potential to affect everyone in that person’s life and the relationships between them, so the approach to treatment must be holistic.

The list of characteristics of those in the psychiatric field could go on and on. It is complex work. This business of dealing with other people’s thoughts and feelings, and how those thoughts and feelings are influenced by the chemical makeup of their brains, can be complicated. It takes a certain sort of individual to pursue this line of work. So, why do we do what we do? And what makes us think it’s so important? Allow us to introduce ourselves by way of an explanation and to tell you a little about our purpose in writing this book—and why we believe you should read it.

Dr. Carlin Barnes

For as long as I can remember, I have always been interested in the why of human behaviors, and I can trace this back to a very specific time in my life that put those wheels in motion. When I was about five years old, my aunt and uncle, both alcoholics, got into a brawl that turned violent. She ended up killing him and going to prison. In her absence, and with her husband gone, there was no one to care for their ten children, so they were sent to live with various family members. My little family—just my parents and me at the time—took in my twin cousins, both of whom suffered from several emotional problems, including speech delays, undiagnosed ADHD, and severe anxiety symptoms. My parents did the best they could for them, even seeking professional psychiatric help and getting them on psychotropic medications. None of this was discussed openly. The entire process was quite secretive; mental illness, in my family as in so many others, was seen as a shameful condition and something to be minimized, denied, or shunned.

Yet it affected all of us. My father worked long hours to support us all, and my mother was overburdened by the enormous task of caring for my cousins because of their special emotional needs. In turn, I was put in a sort of parental role, filling in where my parents, for reasons they could not entirely control, fell short. It was a difficult time, a hardship for us all precipitated by my cousins’ behaviors. This time in my life was the catalyst for my interest in human behaviors and the impact of mental illness on individuals and families. I saw and experienced firsthand the devastating impact that illnesses such as alcoholism and mood disorders can have on one’s life—not only for the individual, but for everyone the individual loves.

Though there have been additional highlights in my life that have led me to my love for the field of psychiatry, this introduction to mental illness at a young and impressionable age had the most significant impact. Due, I believe, to those early experiences, I went into medicine with the intent not just to treat patients, but to really listen to them and develop beneficial, therapeutic relationships with them. Toward this end, I have amassed a wealth of clinical experience. The groundwork for my current clinical practice was laid as I graduated from some of the finest institutions and programs in the country. I have a BA in psychology with a focus on premed studies from the University of Virginia, and I attended the Texas A&M College of Medicine, graduating with an MD. I completed a residency in adult psychiatry at the Cambridge Hospital, a Harvard Medical School-affiliated program. I also completed a fellowship in child and adolescent psychiatry at Emory University School of Medicine. I am certified by the American Board of Psychiatry and Neurology in both adult psychiatry and child and adolescent psychiatry, and I am a member of the American Academy of Child and Adolescent Psychiatry, the National Medical Association, and the Black Psychiatrists of America.

Currently, I have fifteen years of clinical posttraining practice experience. I’ve practiced in several community mental health center ­settings in Texas and Georgia and provided psychiatric services within the juvenile forensic system. I’ve been in private practice since 2008 in Houston, working with children, adolescents, and adults. I commonly see and treat a myriad of psychiatric conditions, including ADHD, depressive disorders, anxiety disorders, autism spectrum disorders, and adjustment disorders. Recently, I have stepped into the position of a behavioral health medical director at a Fortune 500 managed-care insurance company. Due to my passion for this field, I often speak on mental health topics at community and civic organizations and events such as church groups, sorority events, and community forums.

Dr. Marketa Wills

As a student in medical school, I worked with many different kinds of patients. The purpose of these rotations is to help the student choose which field of medicine they would like to enter. For me, at the end of it all, it came down to two choices—emergency medicine or psychiatry—the two areas that I had found suited me the most. I liked the immediacy of working in the emergency room and the variety of issues and illnesses I got to treat; there was never a boring minute, and I learned something new every day.

At the same time, though, I appreciated the slower nature of the psychiatric field, where the doctor-patient relationship extends over longer periods of time. I was also intensely interested in how psychiatry would allow me to see deep into people’s lives in a very impactful way in order to help them discover more about themselves. Psychiatry is all about self-discovery and believing that we all can be different and better human beings, and it’s a wonder and a privilege to be able to help people through the stages that will get them to that fully realized place.

In the end, believe it or not, I made my decision based on the clock. I realized that when I worked in the emergency room and I glanced at the clock, I was subconsciously calculating how much longer it would be until my shift would end. With psychiatry, however, when I glanced at the clock, it was always much later than I’d thought it would be. I became so absorbed in my work that I didn’t even notice how quickly the hours had passed. This, I thought, had to be a sign that psychiatry was my calling in life.

By the time I chose this path, I had already completed my undergraduate years at Brown University in Providence, Rhode Island, majoring in sociology and premed, and I was obtaining my MD at the University of Pennsylvania School of Medicine. I completed my residency in psychiatry at Massachusetts General Hospital and McLean Hospital, both of which are premier teaching institutions affiliated with Harvard Medical School. I also earned an MBA in health-care management and finance from the world-renowned Wharton School in Philadelphia, and I am certified in adult psychiatry by the American Board of Psychiatry and Neurology.

Since graduating from residency, my career has been a sort of hybrid between direct patient care and executive leadership. I worked at McKinsey & Company as a health-care consultant and was the director of physician affairs at a large teaching hospital in Texas. I’ve been the medical director of a women’s behavioral unit, where I focused on women with acute perinatal and postpartum psychiatric issues, and I’ve also followed indigent patients in an outpatient community mental health setting. Since 2012, I have been a medical director in a Fortune 500 managed-care setting. I have served in many leadership roles in various professional, civic, and philanthropic organizations. As a community servant-leader, I am often asked to speak on mental health topics, and I enjoy educating those in my community on how to lead their best lives. Recently, I was appointed to the board of the National Alliance on Mental Illness, Hillsborough County, Florida.

How We Came Together, and the Pact

Some things are destined to be. Our meeting, bonding, and coming together to form a pact with this project is a perfect example. Our lives and interests, both professional and personal, parallel each other’s in many areas. We both are passionate about delivering quality mental health care and ensuring the widest possible access. It is this passion that motivates us to educate others about psychiatric conditions. Personally, our lives’ paths have brought us together through a series of events and experiences. We first met while working together for a health-care company over a two-year period. It was then we realized our common interests and histories. In addition to both being female psychiatrists, we both attended residency programs affiliated with Harvard Medical School. Through conversation, we learned that we share a passion for the arts and a call to serve the community, and in fact, we belong to the same sorority. Naturally, we both belong to many of the same professional and social organizations. One might even say that we share both a professional and personal sisterhood!

With this in mind, it is not surprising we both wanted to work on a project to help educate people about psychiatric disorders and the effective interventions available. What began as an organic conversation about reaching people with more detailed mental health information gradually transformed into this book. Both of us had experienced the abundance of misinformation surrounding psychiatric conditions among the public. In many instances, this served as an obstacle to individuals seeking and receiving effective therapy. Thus, we formed a pact to create an educational platform that would reach beyond our local spheres of influence. This book serves as our initial effort to get accurate information about the most common mental health conditions people experience today to those who need it.

Why Read This Book?

Many of our families have someone—a brother, a sister, an aunt, an uncle, a cousin—who seems to behave a little differently from everyone else. Maybe they always seem to be saying the wrong thing at the wrong time, embarrassing you in front of other family members or friends. Maybe they all too often seem despondent, sad, and withdrawn, unable to cope with everyday life. If a child, their constant hyperactivity makes them a real handful to deal with and interferes with everyday activities at school and home.

What may someone suffering from a mental illness look like? They may have thoughts or behaviors that appear out of touch with reality. They may be engaging in very impulsive, risky, or dangerous acts. There may be an addiction to drugs or alcohol. These are just a few examples. The list of possible behaviors and symptoms is unfortunately long.

There are myriad ways in which individuals with mental illnesses, diagnosed or not, can affect those who love and care for them. And there are just as many ways in which we can react to their behaviors. We can call them quirky or odd and leave it at that. We can place blame or be judgmental. We can run ourselves ragged trying to find a “cure” for what ails them or making excuses for their behaviors.

Oftentimes we take the path of least resistance—we simply ignore the problem and hope that it goes away. This is a route frequently taken due to the stigma of mental illness in our society. Many would rather let their loved ones go untreated than admit they might have a mental illness. But where does this get them in the end? People with untreated mental illnesses make up one third of the nation’s homeless population and 16 percent of inmates in our jails and prisons. They are more likely to be victimized—robbed, raped, even murdered—and the crimes against them largely go unreported, because who would believe them anyway?1

On the other hand, a Department of Justice study found that 4.3 percent of homicides were committed by people with histories of untreated mental illness, and a MacArthur Foundation study found that individuals with mental illness committed twice as many violent acts just prior to being admitted to hospitals and during periods when they were unmedicated. Posthospitalization, the study showed that rate dropped by 50 percent.2 Still, up to 54 percent of individuals with serious mental illnesses receive no treatment3; of those who do receive treatment, 46 percent are off their medications only nine months later.4

What does this mean in the big picture? The longer a person with a mental illness goes untreated, the less able they may be to achieve any sort of long-term recovery. Study after study has shown that the longer one waits to begin treatment, the greater the severity of the mental illness becomes, and the more difficult it becomes to combat. Conversely, early treatment consistently leads to much more positive outcomes.

These statistics and facts paint a bleak picture—but this is where you come in. Knowledge is power. Being aware and informed is the first step in helping a loved one or family member get the proper treatment they need to begin the road to recovery and emotional wellness. Armed with the knowledge of clear and factual information, you will be able to begin the process of helping your loved one. Change will not happen overnight; recovery is a process that is a different journey for each person. The most important thing is that you all hang in there—that you let your loved one know that you are with them for the long haul, through the good and the bad, no matter what the outcome. Our goal is that this book will give you the reassurance and information you need to do just that.

Disclaimer: The information and materials in this book are provided with the intent to inform, educate, and enhance awareness regarding common mental health issues. This book and its contents, however, are not intended to replace professional mental health diagnosis, evaluation, care, and/or treatment. Likewise, this book and its contents should not be used for the purposes of self-diagnosis and/or self-treatment.



1Sentencing Project (US). Mentally ill offenders in the criminal justice system: An analysis and prescription. Washington D.C.: Sentencing Project, 2002. Retrieved from https://www.sentencingproject.org/wp-content/uploads/2016/01/Mentally-Ill-Offenders-in-the-Criminal-Justice-System.pdf.

2Steadman, Henry J., Edward P. Mulvey, John Monahan, Pamela Clark Robbins, Paul S. Appelbaum, Thomas Grisso, Loren H. Roth, and Eric Silver. “Violence by people discharged from acute psychiatric inpatient facilities and by others in the same neighborhoods.” Archives of general psychiatry 55, no. 5 (1998): 393–401.

3Kessler, Ronald C., Patricia A. Berglund, Martha L. Bruce, J. Randy Koch, Eugene M. Laska, Philip J. Leaf, Ronald W. Manderscheid, Robert A. Rosenheck, Ellen E. Walters, and Philip S. Wang. “The prevalence and correlates of untreated serious mental illness.” Health services research 36, no. 6 Pt 1 (2001): 987–1007.

4Vanelli, Mark, Philip Burstein, and Joyce Cramer. “Refill patterns of atypical and conventional antipsychotic medications at a national retail pharmacy chain.” Psychiatric Services 52, no. 9 (2001): 1248–1250.






Chapter 1

What Is Normal, Anyway?

WHEN YOU HEAR THE WORD normal, what do you think? Does it conjure up images of a person who is able to hold down a job, who has a family and friends, and who enjoys things like going to the movies, playing sports, cooking, or any number of other hobbies? To many, a normal person is one who does not stray from the mainstream too much. They dress more or less like everyone else, like what other people like, and behave relatively similar to the people who surround them. A normal person doesn’t have an unusual hairstyle or speak in a strange way or pursue interests that seem to be theirs alone. A normal person doesn’t stray too far from widely accepted standards.

Indeed, all of those things could be considered normal. To wear popular fashions, to go to work five days a week, and to try to have some fun during our free time—these are all pursuits that fall within what is generally seen as the mainstream of society, that wide swath of humanity where most people dwell. To be outside of this track—to be different, to be eccentric, or to think or behave in discordant ways—is to be abnormal, to be less than, or to be, in some shape or form, just not good.

At least this is what we have been taught to believe. Whether it’s the media or our families or simply society itself, we are reared and raised to see people who do not conform to the generally accepted rules of society as outcasts, outsiders who are often deserving of derision. Or, worse, we don’t see them at all: we pretend that they don’t even exist. Think about that homeless man who stands on the corner every day, the one who’s always talking to someone who isn’t there. How many people walk right by him each day without a glance? Think of that kid you knew in grade school who couldn’t seem to sit still at his desk for even half a class, and how the teacher told everyone else to ignore his behavior. Think about your sister, who is struck with such overwhelming sadness that she can’t get out of bed for days at a time—and when she does, not one person mentions her absence.

The point is that for as many people as there are on this planet, there are an equal number of ways that people experience the world. Everyone’s viewpoints, opinions, and habits are different; everyone has variations that make their existence unique from all the others.

And here’s another thought for you: not everyone subscribes to the same idea of normal. For you it may be normal to wake up at seven o’clock every morning, take a shower, sit in rush-hour traffic, do your job for eight hours, and then go home and relax by watching TV or reading a book. For you, it’s likely normal to present yourself as a clean person, as someone who bathes on a regular basis. For you, chances are it is normal to entertain mostly optimistic thoughts, to look forward to the future.

However, not everyone functions in the same capacity. For many people—for example, the 42.5 million Americans who suffer from mental illnesses1—a normal day is one in which they don’t leave their homes because being in public brings on crippling panic attacks. Or one in which they don’t shower—again—because debilitating depressive episodes have left them unable to tend to their own self-care needs. Still others find it normal not to go to work every day; in fact, they can’t because of the ever-present symptoms of their mental illnesses, such as flashbacks or extreme anxiety. When you’re living with mental illness, your version of normal can be quite different from what most people experience. But that does not make it any less real or valid.

Knowing the Difference

Having written all that, we can find some value in being able to compare the traits of a person with a mental illness to those of a person who is neurotypical, or someone who does not have any condition considered to be a mental illness. Why? Because it is in those differences that we can detect whether someone is suffering from a mental illness or is simply quirky or eccentric. For instance, it is neurotypical—or, if you’d rather, normal—to speak aloud to oneself from time to time, particularly while working out some sort of problem in one’s head. Vocalizing our thoughts helps us to sort them out and helps us arrive at a conclusion to some perceived issue.

What is not normal—what could be a sign that the person in question has a mental illness—is appearing to be in prolonged conversation with a partner who is not there. This could be a sign that the person is having either auditory or visual hallucinations, or perhaps both. We’ll define the term hallucination in more detail in Chapter 6, when we delve into a detailed discussion about schizophrenia and other so-called psychotic disorders. But such features are not considered normal. While being able to tolerate everyday aches and pains is a normal part of life, it’s not normal to want to cause physical harm to one’s own body. Having a good sense of, and interest in, self-preservation is healthy. Being paranoid to the point that you believe people are always watching you or are out to harm you is not.

Distinguishing between what is normal and what might be considered mental illness is fraught with fuzziness and ambiguity. Defining mental health disorders is not always a clear-cut business. We’ve all been sad before, so how do experts distinguish sadness from a diagnosable condition such as clinical depression? Even within the spectrum of mental health disorders, a range in severity exists. Mild depression may involve a change in appetite and a general lack of interest in regular activities, while extreme depression may involve suicidal thoughts and an inability to get out of bed. These aspects related to mental illness naturally cause confusion at times, but seeking the help of a professional who can sort them out can alleviate these frustrations and provide clarity.

Mental health disorders must be therefore distinguished from normal behaviors and categorized according to their severity. However, the circumstances surrounding any mental symptoms also must be considered in making these evaluations. It is important to appreciate that distinguishing between a normal response and a mental health disorder cannot be fully determined without knowing the person’s situation. For example, grieving for weeks after the death of a loved one is perfectly normal, but having the same reaction for months without a specific trigger is not. Thus, assessing whether or not a behavior is normal also depends on the context in which it is happening.

As we wrote in the introduction, there is often a fine line between someone who is a little bit different and someone who has a legitimate mental illness. Is Uncle Bob just set in his ways, a creature of routine, or does his habitual checking and rechecking that the door is locked point to something more along the lines of obsessive-compulsive disorder? Is your teenage niece a picky eater, or do her frequent refusals of food mean she has some sort of eating disorder? Is your mother simply forgetful because she’s getting up there in years, or does the fact that she sometimes can’t remember your name mean she’s in the early stages of dementia?

If you’ve ever asked yourself questions like these about one of your own loved ones, then you know how torturous it can be to try to tease out a diagnosis from what might be just a set of unusual personality traits. This is not to say that anyone who swerves outside the mainstream of society in any way should be evaluated for mental illness; it simply means that sometimes when the symptoms are there, we must see them for what they are and not keep excusing them or finding reasons to brush them aside. Sometimes, what seems like a mental illness really is just that. And that’s okay. In fact, it’s a good thing. Because once you can determine an issue is present, you’re one step closer to getting your loved one the help that they will need to live as full and productive—and normal—a life as possible.

The Only Thing to Fear . . .

. . . is fear itself. Ever heard that one? It’s an old saying and a good one, a sort of rallying cry to incite the feeling that we can overcome anything we put our minds to—that there is nothing in this world that can hold us back from achieving what we set out to do.

For those whose mental health is compromised, fear can be an ever-present factor, something to battle against on a daily basis. And it comes at the person from so many angles. There is fear of the illness itself: of its symptoms and of its getting worse in the future. There is fear of treatment: How will the medication affect me? Will I really have to tell the counselor all my deep, dark secrets? There is fear of disclosure: so many people with mental illnesses never tell anyone what they’re going through because they don’t know what sort of repercussions it might bring. And there’s the ever-present fear of rejection: Will my family still love me if they know? Will my friends still want to be around me once they learn about my diagnosis?

And that doesn’t even touch on the fear that is aimed at people with mental illnesses—the fear experienced by their loved ones, other people in their lives, and indeed even by strangers. To many, there is something scary about mental illness. Those who suffer from it are often seen as dangerous simply because they are the other, because they fall outside what we have been led to believe is the norm. They behave in ways we don’t understand, and that can sometimes frighten us. Most people fear what they do not know, which is mental illness in a nutshell. There is a dearth of useful and truthful information on the topic among the general public; most people go by what they see on TV and in movies, very little of which is ever positive. The mentally ill person in popular media is always the crazed killer, the straitjacketed psychopath, or the lunatic locked up in a padded cell. He is never the friendly neighbor, the caring parent, or the loyal friend. It’s no wonder people are scared.

Of course, none of this fear is founded. Yes, some mental illnesses do manifest in violence; for example, see our discussion in Chapter 6 of what drives people to commit atrocities like mass shootings. But those instances are in the minority. For every depressed pilot who commits suicide by flying a jet full of passengers into a mountain, there are millions of people with depression (or bipolar disorder, or schizophrenia, or ADHD . . .) just living their day-to-day lives and doing the best they can to keep going given what they have to work with. People with mental illnesses hold down jobs, have families, and are productive members of society. They feel happiness and pain. They love and are loved. They are, at the end of the day, just like everyone else. Most of all, they are certainly not something to be feared.

The Mental Illness Stigma

People who have mental illnesses face more challenges in life than those who do not. First and foremost, they struggle with illness itself—with symptoms and, sometimes, with side effects from the treatments they must endure. On top of that, they must deal with the stereotypes and misconceptions so many people have about individuals with mental illnesses. For example, some people believe that those with mental illnesses are somehow less intelligent, that their behaviors exist purely for attention, and that if their treatment is not “curing” them, they simply are not trying hard enough. Although most people (57 percent of those surveyed by the Behavioral Risk Factor Surveillance System2) feel that there is general sympathy extended toward individuals with mental illnesses, those on the receiving end report that they are not feeling that much love. Negative perceptions of people with mental illnesses are rampant in our society, leading to widespread prejudice and discrimination in the areas of employment, housing, and even health care.

All of this comprises what is known as the stigma of mental illness. Stigma is a label placed upon people to set them apart, to make them feel ashamed, disgraced, or embarrassed about who they are, often because of factors that are beyond their control. Those experiencing stigma are generally blamed for their own situations and made to feel that they can control it or could have prevented it if only they tried a little harder. This often leads to feelings of hopelessness and distress in the stigmatized person, who, through sheer redundancy, can come to believe that others’ negative views are accurate and correct. This is the awful, evil trap in which individuals with mental illnesses must operate—a cycle that works to keep them down despite their best efforts and intentions to try to live productive lives.

To what can we attribute this negativity? Where does all this misunderstanding about mental illness come from? Popular media don’t help. Research has shown that on TV alone, 63 percent of references to mental health are unsympathetic, using terms such as basket case, loony tunes, psycho, and crackpot to describe people with mental illnesses.3 Individuals with mental illnesses are often robbed of their own agency in the media, portrayed as either violent or tragic, but either way unable to control their emotions and actions. If we believe everything we see, people with mental illnesses are unpredictable, evil, foolish, incapable of rehabilitation, and, most important, absolutely unworthy of being trusted.

Given all this, is it any wonder that people with mental illnesses are sometimes resistant to confiding in others about what they experience? Understandably, because of these stigmas, they often do not make their situations known by sharing how they feel with family members or taking steps toward receiving treatment. When compared to other health conditions, mental illness ranks among the highest in terms of sufferers experiencing social stigma. However, they are not the only sufferers. We all know that individuals with HIV infections certainly experience social stigma. Similarly, lung cancer patients are commonly judged for their presumed participation in tobacco smoking, whether they smoked or not. Asthmatic children may be socially labeled as weak, unathletic, and sickly because of their respiratory limitations. But of all these conditions, individuals with mental illness arguably suffer the highest degree of social stigma. This may be because the science related to neurologic and psychiatric illnesses is less extensive and precise when compared to other areas of medicine. In this case, ignorance is certainly not bliss for those suffering from such disorders.

The Language of Mental Illness

“Could you stop that? It’s driving me crazy!”

“I am totally OCD about cleaning my house.”

“I couldn’t make up my mind—I was being really schizophrenic.”

How many times have you made these statements or expressed these sentiments or something like them? The language of mental illness, for better or for worse, has become an everyday part of the Western ­language lexicon. We’re constantly referring to situations as crazy and people as nuts or bonkers or mental—all of which are pejorative terms referring to mental illness. It could be argued that they’re not so bad, or that they’re really not referring to mental health at all—that they’re simply describing someone or something that’s a little bit out of the ordinary.

We all say things we don’t mean literally. We use figures of speech or slang that has become engrained in our casual language, and we do so without giving it too much extra thought.

But that’s probably because these words don’t pertain to us. Those of us who do not suffer from mental illnesses do not and will not ever know what it’s like to feel that stigma, to feel the shame, embarrassment, and isolation when someone calls another person “crazy” and laughs about it. To the person with the mental illness, there is likely not a lot of humor in their situation, and to see it treated as a joke can be extremely hurtful. Now imagine if that person is someone in your family or someone you consider a friend. That person loves you; they trust you. Hearing you say something that hurtful so flippantly could undoubtedly drive an irrevocable wedge between you and affect your relationship—and indeed the other person’s life—in the most negative of ways. It’s been said that language reflects beliefs, and if what that person hears is that you think being “crazy” is humorous, what are they supposed to think you really believe deep down? By discounting the word, you discount the person as well, whether you intend to or not. In this case, intention does not matter. It is the impact that counts.

The point here is to begin a thoughtful discussion about how we relate to those with mental illness, including the words that we use in everyday language. Instead of our focusing on the negative, it is more productive to take a people-first approach to language and ensure that we are valuing and affirming all people in our lives and in our communities, whether they are officially diagnosed with mental illnesses or not. For example, instead of saying a person “is OCD,” we can call them an individual who has obsessive-compulsive disorder. Instead of calling someone a schizophrenic, we can refer to them as a person with schizophrenia. This might seem like a small point, but by putting the person before the illness, we change the entire focus of what we say; we’re telling that person that we value them more than this one personality trait, and that we think of them as a human being before we delve into whatever mental health issues they might have. To someone who is likely used to being devalued by society as a whole, this small change can have an enormous impact. It can be the difference between someone’s seeking help and remaining invisible, ashamed, and isolated from those they ought to trust the most.

Medical-Behavioral Integration

Newsflash: the head is connected to the rest of the body. While we know that’s pretty obvious, we’re trying to make an important point. We have to think about mental illness in the context of physical illness. Mental health issues affect physical conditions, and physical conditions can affect mental health. Medical conditions can often present with mental health symptoms: for example, hypothyroidism, which is a condition that occurs when the thyroid doesn’t produce as much hormone as it should. Hypothyroidism can lead to weight gain, sluggishness, fatigue, and a low mood. This sounds a lot like major depression (to be discussed in a later chapter). If one treats hypothyroidism, the mood symptoms go away.

Whole-person health takes both mental and physical issues into account. There is much evidence that people with depression who are recovering from a heart attack have better physical health outcomes if the depression is adequately treated. While this book focuses on mental health issues, it is important to know that mental and physical health go hand in hand and cannot be separated from each other.



1Bekiempis, Victoria. “Nearly 1 in 5 Americans suffers from mental illness each year.” Newsweek (February 28, 2014). Retrieved from http://www.newsweek.com/nearly-1-5-americans-suffer-mental-illness-each-year-230608 (2014).

2Centers for Disease Control and Prevention (CDC). “Attitudes toward mental illness-35 states, District of Columbia, and Puerto Rico, 2007.” MMWR. Morbidity and mortality weekly report 59, no. 20 (2010): 619–625.

3Ramsey, Mel. “There’s a problem with how mental illness is portrayed on TV.” LADBible.com, December 2nd, 2016. Retrieved from http://www.ladbible.com/mental-health/film-and-tv-theres-a-problem-with-how-mental-illness-is-portrayed-on-tv-20161202.
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