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Preface

The figures are startling. At least one in four of you in the

UK and US will suffer from a mental disorder in a given

year.* And if you are one of those lucky ones with a

constant spring in your step, the odds are high that you are

close to someone less fortunate. That is what the

psychiatric industry tells us – we are a population on the

brink. And that is why it asserts that its services are more

essential than ever before. Psychiatry is a science, after all,

and has the tools and knowledge at its disposal to help us

when our lives break down. This is the official story we

hear, the one gaining airtime in the media, the ear of

National Health Service (NHS) policy-makers, and

widespread dissemination through celebrity chat-shows

and popular magazines. But what if the actual truth about

psychiatry were not so sanguine or clear-cut as we have

been led to believe? What if there is another more insidious

story to be told, one that threatens all of our

preconceptions? Well, an alternative story certainly does

exist, a deeper and far more maddening story. And in this

book I intend to tell it.

Once upon a time, psychiatry was reserved for only the

most distressed members of society. This was always a

small minority: people who were often removed to asylums,

usually against their will, and subjected to esoteric

treatments. Today, the few have become the many. Not

because psychiatric wards have increased in number, but

because psychiatric treatments and beliefs about mental



distress have now crashed through the walls of the hospital

and surged into every corner of contemporary life, affecting

how we understand and manage our emotional lives. Just

consider the facts. According to recent NHS figures, in

2012 alone, over 50  million prescriptions for

antidepressants were dispensed to the English public. And

the vast majority of these pills were not prescribed to the

stereotypically ‘mad’ characters depicted in Hollywood

movies. No, most of their recipients were just like you or

me. Average people simply trying to make their way.

Perhaps you are one of them. Perhaps someone you love is

one of them.

Today, psychiatry’s power and influence is far from

abating – it’s growing at a remarkable rate. And in this

book I will show you why this is, paradoxically, a very bad

thing for our mental health. To substantiate this claim, my

method will be simple. I will investigate three medical

mysteries: why has psychiatry become the fastest-growing

medical specialism when it still has the poorest curative

success? Why are psychiatric drugs now more widely

prescribed than almost any other medical drugs in history,

despite their dubious efficacy? And why does psychiatry,

without solid scientific justification, keep expanding the

number of mental disorders it believes to exist – from 106

in 1952 to 374 today? What is going on?

To answer these mysteries, I will leave no aspect of the

industry unexamined. Each chapter will focus on a different

part of the story: how the process of creating new

diagnostic categories regularly strays from scientifically

accepted standards; how antidepressants actually work no



better than placebo (sugar) pills for most people; how

negative drug trials are routinely buried and research is

regularly manipulated to convey positive results; how

numerous doctors have been enticed by huge rewards from

pharmaceutical companies into creating more disorders

and prescribing more pills; and how mass-marketing has

been unscrupulously employed to conceal from doctors,

patients and the wider public the ethical, scientific and

treatment flaws of a profession now in serious crisis.

I have written this book to seduce a new generation away

from the escalating craze for psychiatric drugs and

diagnoses. I reveal through governmental, academic and

interview sources that the unhappy truth about psychiatry

can be explained by one startling fact: in recent decades

many areas of psychiatry have become so lured by power

and money that they are in danger of putting the pursuit of

pharmaceutical riches and medical status above their

patients’ well-being. My aim is not to shock anyone

gratuitously, just to report what the inconvenient facts

suggest: that psychiatry, in the name of helping others, is

now in serious peril of better helping itself.

During my journey researching and writing this book I

have amassed a vast number of air miles criss-crossing the

Atlantic, interviewing some of the leading lights of the

psychiatric world. I have consulted the people who have

put the profession on the map – the heads of the premier

psychiatry schools, the creators of new diagnostic

categories, the presidents of national psychiatric

associations: the people with long and glowing entries on

Wikipedia, the real movers and shakers of the profession.



My aim has not been to incriminate anyone personally,

merely to get at the truth. And as my eyes have gradually

been opened by discoveries more worrying than I could

have anticipated, I have checked and double-checked what

I have heard to ensure I’ve got the story correct. Now that

my investigations are complete, it’s time to make what I

have discovered more freely available. As you follow me in

the coming pages, you won’t always find the ride

comfortable; you will encounter facts and confessions that

will shock, baffle and dismay you. But there is no point

sugar-coating the facts. For if things are ever to be put

right, then what is required above all are people, just like

you, understanding and spreading the word that a

profession purporting to help us is now seriously,

disconcertingly – and in both senses of the term – cracked.

* This is clearly not just an American and British problem. It’s estimated that

approximately 450  million people worldwide have a mental health problem –

people throughout the developed and developing world. (World Health

Organisation, 2001)



1

Psychiatry’s early breakdown and the

rise of the DSM

On a chilly Wednesday morning in late January, I pass

through the gates of my university after a fraught drive

through London’s rush hour. With two minutes left on the

clock, I make my way hurriedly to the ground floor of the

lecture theatre. Today I am expected to deliver my first

lecture on critical psychiatry. As I enter the room it feels

more close and cramped than usual, as nearly every

student on the course has decided to attend (which, I must

add, doesn’t always happen on cold January mornings). The

students are preoccupied as I approached the lectern and

start quietly ordering my notes. Many of them are chatting

intently, some are tapping on laptops or mobiles, while a

few eager souls (in the front row, of course) quietly sit

waiting for me to begin.

‘Right everyone, settle down, I have a great piece of

research I want you to consider. You’ll like this one, trust

me, so please listen closely.’ I clear my throat and begin.

Some years ago during a balmy April, a group of eight

academics conducted a dramatic experiment, months in

preparation. As part of the experiment they individually

presented themselves at different psychiatric hospitals

dotted around the United States. Each academic then told

the psychiatrist on duty they were hearing a voice in their

head that said the word ‘thud’. That was the only lie they

would tell; otherwise, from that point on they would behave



and respond completely normally. All of them were

admitted into their respective hospitals. And all were

diagnosed with serious mental disorders and given

powerful antipsychotic pills. All the while they acted

completely normally. The experimenters thought they

would be in for a couple of days and then be discharged,

but they were wrong. Most were held for weeks, and some

in excess of two months. They could not convince the

doctors they were sane. And telling the doctors about the

experiment only compounded the problem. So it quickly

became clear that the only way out was to agree that they

were insane, and then pretend to be getting better.

Once the leader of the experiment, Dr David Rosenhan,

got out and reported what had happened, there was uproar

in the psychiatric establishment. Rosenhan and his

colleagues were accused of deceit. One major hospital

challenged Rosenhan to send some more fake patients to

them, guaranteeing that they would spot them this time.

Rosenhan agreed, and after a month the hospital proudly

announced to the national media that they had discovered

41 fakes. Rosenhan then revealed that he had sent no one

to the hospital at all.*

For a moment there is stunned silence in the lecture

room, quickly followed by some chuckling and surprised

chatter. I now have their full attention. Three or four hands

shoot up.

‘Hold your questions for now everyone. I’ve another

series of experiments to tell you about first. These occurred

around the same time as Rosenhan’s experiment, and were

equally devastating for psychiatry.’



These experiments explored the following question:

‘Would two different psychiatrists diagnose the same

patient in the same way?’ To answer this, the researchers

presented the same set of patients to different psychiatrists

in different places, to see whether their diagnoses would

match up. When the results came in, the situation did not

look good. Taken en masse, they revealed that two

psychiatrists would give different diagnoses to the same

patient between 32 and 42 per cent of the time.1 And this

troubling result was confirmed by another series of studies

showing that psychiatrists in the United States and in

Russia were twice as likely to diagnose their patients as

schizophrenic as their colleagues in Britain and Europe.2

This meant that the diagnosis you could be assigned not

only often depended on who your psychiatrist was, but on

where your psychiatrist was located. How could you

therefore trust your diagnosis, when a different psychiatrist

was likely to diagnose you with something else?

I told my students about these experiments, because in

the history of psychiatry they were considered game-

changers. They plunged psychiatry into severe crisis in the

1970s by exposing that there was something terribly wrong

with the diagnostic system. Psychiatrists were not only

defining sane people as insane, but when two psychiatrists

at any given time were faced with the same patient, they

would assign different diagnoses nearly half the time. So

why were these critical mistakes being made? The

profession was desperate for an answer. And when one

finally emerged, the course of psychiatry would be altered

for good. It turned out there was a serious problem with



the centrepiece of the entire profession, the psychiatrist’s

bible – the DSM.

•

So what, you may ask, is the DSM? To answer this question,

please follow me into the office of Dr Herbert Pardes, one

of America’s leading psychiatrists. To give you some idea of

his professional standing, just consider his CV. He was

former chair of Columbia University’s Department of

Psychiatry (the most powerful psychiatry department on

the globe); former president of the American Psychiatric

Association (the more glitzy US equivalent of the Royal

College of Psychiatrists), and finally, former director of the

largest psychiatric research organisation internationally

(the National Institute of Mental Health). In short, if there

were a CEO of psychiatry, then Herbert Pardes was

probably it.

Pardes welcomed me into his office with an easy smile

and a warm handshake, ‘I’m glad we’ve finally managed to

make this meeting happen’, said Pardes kindly. ‘Come on

over, take a seat.’

Once Pardes and I had settled comfortably in his

unexpectedly grand office, the first topic I pressed him on

was the DSM. ‘If you don’t understand the history of the

DSM’, insisted Pardes, ‘you cannot hope to understand

modern psychiatry.’ The DSM is shorthand for the

Diagnostic and Statistical Manual of Mental Disorders and

is the book listing all the psychiatric disorders that

psychiatrists believe to exist. ‘So the DSM contains every

mental disorder with which you or I could be potentially

diagnosed’, said Pardes, ‘and that’s its significance.’



Pardes then briefly recalled the DSM’s journey from its

modest 130 pages in 1952 to the 886 pages it boasts today.

In short, the first edition of the DSM was written in order

to solve a problem that had plagued the profession for

decades. Until the 1950s, psychiatrists working in different

places possessed no shared dictionary in which all the

disorders were clearly defined and that carefully listed

each disorder’s core symptoms. Without this dictionary, the

behaviour that one psychiatrist called ‘melancholic’ or

‘depressive’ another psychiatrist was likely to call

something else. So this made communication between

psychiatrists in different places almost impossible.3 ‘If I say

to another psychiatrist that I have tried the drug Thorazine

on 250 people with paranoid schizophrenia’, explained

Pardes, ‘what happens if this other psychiatrist’s definition

of paranoid schizophrenia is not the same as mine? Well,

our discussion becomes meaningless. So the DSM was

developed to try to identify and standardise the symptoms

characteristic of any given mental illness – anxiety disorder,

phobia, mood disorder and so on.’ Every psychiatrist was

then expected to learn this list so that different

psychiatrists in different places would all be working from

the same page.

Once the first DSM arrived in the 1950s, psychiatrists

were expected to use the dictionary in the same

standardised way still in operation today. For instance, if

you go and visit a psychiatrist tomorrow because you’re

feeling down, the psychiatrist will ask you to describe your

symptoms. The purpose of this is to try to work out from

your symptoms what diagnosis from the dictionary you



should be assigned. For example, if you report feeling

tense, irritable and panicky, and that you have been feeling

this way for over two weeks, then you are likely to be

diagnosed with one of the anxiety disorders. Whereas if you

mention that you’re feeling sad, teary and lethargic and are

experiencing disrupted sleep, then you are more likely to

be diagnosed with one of the depressive disorders. Of

course, sometimes your symptoms will not fall neatly into

any single category, but rather span two or three. In this

case your problem will be considered ‘comorbid’ – namely,

that you are suffering from a disorder that is occurring

simultaneously with another (perhaps you suffer from

major depression as well as panic disorder). But whether

your condition is comorbid or not, the diagnostic process is

the same – your psychiatrist attempts to match your

symptoms as closely as possible to one of the diagnostic

labels listed in the book.

Now here comes the problem. And it’s a problem that still

afflicts psychiatry today. How does your psychiatrist know

if he or she has assigned the correct diagnosis? Is there a

safe and reliable way that he or she can test, objectively

speaking, whether the diagnosis given is the right one? I

put this question to Pardes: ‘Well, one way to test whether

the diagnosis is correct is to apply a scientific or biological

test [such as a blood, urine or saliva test] or some other

form of physical examination to assess, firstly, whether a

patient has a mental disorder, and, if so, precisely what

disorder they suffer from. But the crucial problem for

psychiatry is that we still have no such objective biological

tests.’



In other words, unlike in other areas of medicine where a

doctor can conduct a blood or urine test to determine

whether they have reached the correct diagnosis, in

psychiatry no such methods exist. And they don’t exist, as

Pardes also intimated, because psychiatry has yet to

identify any clear biological causes for most of the

disorders in the DSM (this is a pivotal point that I’ll talk

about more fully in coming chapters). So the only method

available to psychiatrists is what we could call the

‘matching method’: match the symptoms the patient

reports to the relevant diagnosis in the book.

These facts, although at first glance appearing innocuous,

are crucial for understanding why psychiatry, in the 1970s,

fell into serious crisis. They help us explain why

psychiatrists were not only guilty of branding sane people

as insane (as the Rosenhan experiment revealed), but also

guilty of regularly failing to agree on what diagnosis to

assign a given patient (as the ‘diagnostic reliability’

experiments showed). Psychiatry was making these errors

because it possessed no objective way of testing whether a

person was mentally disordered, and if so, precisely what

disorder they were suffering from. Without such objective

tests, the diagnosis that a psychiatrist would assign could

be influenced by their subjective preferences, and as

different psychiatrists were swayed by different subjective

factors, it was understandable that they regularly

disagreed about what diagnosis to give. This is why these

early experiments were so dramatic for the profession: they

produced for the first time clear evidence that psychiatric

diagnosis was at best imprecise, and at worst a kind of



professional guesswork. And so without any objective way

of testing the validity of a diagnosis, psychiatry was in peril

of falling far behind the diagnostic achievements of other

branches of medicine.

A solution was needed, and fast.

•

Under the leadership of the American Psychiatric

Association (APA), the profession in the 1970s plumped for

a radical solution. It decided to tear up the existing edition

of the DSM (then called DSM-II) and start again. The bold

idea was to write an entirely new manual that would solve

all the problems beleaguering DSM-II. This new manual

would be called DSM-III, and its central aim would be to

improve the reliability of psychiatric diagnosis and thereby

answer the mounting criticisms that were threatening to

shatter the profession’s legitimacy.†

The first step the APA took was to set about finding

someone to lead the writing of DSM-III. The APA needed a

person highly competent, energetic and daring, but also

someone who had experience with psychiatric

classification. After sifting through countless candidates

and enduring many frustrations, the APA finally settled on a

man called Dr Robert Spitzer, who was based at Columbia

University’s medical school. Spitzer had been a young and

up-coming psychiatrist when the earlier DSM-II had been

written, and he had also been minimally involved in that

project. But most importantly, he appeared to have the

drive and vigour needed to get the job done. The APA was

sufficiently impressed with his qualities, so they hired him

in 1974 to start work on DSM-III. Little did Spitzer know at



the time that his appointment as Chair of DSM-III would

ultimately make him the most influential psychiatrist of the

20th century.

The first thing Spitzer did to reform the DSM was to

assemble a team of fifteen psychiatrists to help him write

the new manual. This team was called the DSM Taskforce,

and Spitzer was its outright leader. So in the mid-1970s the

Taskforce set about writing a kind of New Testament for

psychiatry: a book that aspired to improve the uniformity

and reliability of psychiatric diagnosis in the wake of all its

previous failings. If this sounds all very intrepid, well, that’s

pretty much what it was. Spitzer’s Taskforce promised a

new deal for psychiatry, and there was a lot of pressure on

them to deliver.

So what precisely did Spitzer do to try to set things right?

How was he going to make psychiatric diagnosis more

reliable and scientific? His answer was simple. The DSM

needed to be altered in three major ways:

Many existing disorders would be deleted from DSM-II.

The definitions of each disorder in the old DSM would

be expanded and made more specific for DSM-III.

A new checklist would be developed for DSM-III to

improve the reliability of diagnosis.

Let’s briefly look at each of these alterations more closely.

The first involved Spitzer deleting some of the more

unpopular and controversial mental disorders. These

included some of the disorders introduced into psychiatry

by psychoanalysis, a discipline with important differences



from psychiatry (see footnote below). ‡  In the 1970s

psychoanalysis had fallen out of vogue in psychiatry, along

with many disorders it had introduced to the previous

DSM. One of the most controversial of these was

homosexuality. Indeed, in the DSM-II homosexuality was

listed as a mental disease. It was described as a ‘sexual

deviation’ and was located in the same category as

paedophilia.4 While some psychiatrists felt it was wrong to

brand homosexuality an illness, the main push to remove

the disorder largely came from outside pressure groups

including the gay rights movement. These groups asked

why a normal and natural human sexual preference had

been included in the DSM as a mental disease, especially

when there was no scientific evidence to justify its

inclusion. Surely it was prejudice rather than science that

had placed homosexuality on the list?

Many psychiatrists were not so sure, but the APA,

perhaps sensing the change in public mood, decided to

consult the wider psychiatric community for their views. So

at the APA convention in 1973 all the attending members

were asked to vote on what they believed: was

homosexuality a mental disorder or not? The vote was

closer than expected: 5,854 psychiatrists voted to take

homosexuality out of the DSM, while 3,810 voted to keep it

in. And because the ‘outers’ were in the majority,

homosexuality ceased to be a mental disorder in 1974 and

was therefore not included in Spitzer’s DSM-III. It was

politics and not science that had removed the disorder from

this list. As we continue, it’s worth holding that thought in

mind.



To turn now to Spitzer’s second alteration, this involved

making the definitions of each mental disorder more

specific and detailed. The idea was that if each disorder

could be defined more precisely, psychiatrists would be less

likely to misunderstand the disorders and therefore

misapply them to patients. The problem with the earlier

DSM-II, Spitzer had argued, was that its definitions of

disorders were too open to interpretation. So, for example,

in DSM-II ‘depressive neurosis’ was defined in a single

sentence: ‘This disorder is manifested by an excessive

reaction of depression due to an internal conflict or to an

identifiable event such as the loss of a love object or

cherished possession.’5 Spitzer believed that such vague

definitions explained why psychiatrists regularly gave

different diagnoses to the same patient. If a word in the

dictionary were poorly defined, people would not know how

to use it properly. The same was the case with psychiatric

diagnoses. This imprecision was why, as Spitzer said, for

DSM-II, ‘there are no diagnostic categories for which

reliability [is] uniformly high  … [and why] the level of

reliability is no better than fair for psychosis and

schizophrenia and is poor for the remaining categories.’6

Spitzer’s hope was that by sharpening the definitions there

would be less scope for personal interpretation, which in

turn would mean diagnostic reliability would rise.

Finally, to help improve diagnostic reliability further,

Spitzer’s team created criteria for each disorder that a

patient had to meet in order to warrant the diagnosis. So

while, for example, there are multiple symptoms associated

with depression, it was somehow decided that a patient



would need to have at least five of them for a period of at

least two weeks to qualify for receiving the diagnosis of

depression. The only problem was: on what grounds did

Spitzer’s team decide that if you have five symptoms for

two weeks you suffered from a depressive disorder? Why

didn’t they choose six symptoms for three weeks or three

symptoms for five weeks? What was the science that

justified putting the line where Spitzer’s team chose to

draw it? In an interview in 2010, the psychiatrist Daniel

Carlat asked Spitzer this very question:

Carlat: How did you decide on five criteria as being your

minimum threshold for depression?

Spitzer: It was just consensus. We would ask clinicians

and researchers, ‘How many symptoms do you think

patients ought to have before you would give them the

diagnosis of depression?’, and we came up with the

arbitrary number of five.

Carlat: But why did you choose five and not four? Or why

didn’t you choose six?

Spitzer: Because four just seemed like not enough. And

six seemed like too much [Spitzer smiles mischievously].

Carlat: But weren’t there any studies done to establish

the threshold?

Spitzer: We did reviews of the literature, and in some

cases we received funding from NIMH to do field trials …

[However] when you do field trials in depression and

other disorders, there is no sharp dividing line where you

can confidently say, ‘This is the perfect number of

symptoms needed to make a diagnosis’ … It would be nice

if we had a biological gold standard, but that doesn’t

exist, because we don’t understand the neurobiology of

depression.7



I expect that by now some of you may be scratching your

heads. Wasn’t the whole point of Spitzer’s reform to make

psychiatric diagnosis a little more scientifically rigorous?

But what, you may ask, is rigorous about a committee

drawing arbitrary lines between mental disorder and

normality? And what is scientific about asking the

psychiatric community to vote on whether existing

disorders should be removed from the DSM? In other

words, in the name of making psychiatric diagnosis more

scientific, had Spitzer’s team continued to make use of the

unscientific procedures that had dogged the construction of

earlier manuals?

As important as this question is, I’ll refrain from

answering it right now, because there is a more crucial

question to be addressed first: did Spitzer’s reforms

actually work? Did they solve the reliability problem? I

mean, if you went to see two different psychiatrists

independently today, would they be likely to both assign

you the same diagnosis?

In an interview for The New Yorker in 2005, a journalist

called Alix Spiegel asked Spitzer that very question. His

answer was unequivocal: ‘To say that we’ve solved the

reliability problem is just not true’, said Spitzer. ‘It’s been

improved. But if you’re in a situation with a general

clinician it’s certainly not very good. There’s still a real

problem, and it’s not clear how to solve the problem.’8

Here Spitzer admits something that many within the

profession agree with: diagnostic reliability, despite the

reforms, is still woefully low.



According to a study published in the journal Psychiatry

in 2007, for instance, which asked a group of psychiatrists

whether they thought psychiatric diagnosis was now

reliable, a full 86  per cent said that reliability was still

poor.9 It was not only their clinical experience that led

them to this conclusion, but also presumably their

familiarity with existing research, including work

undertaken by Spitzer himself to find out whether his

reforms had worked. Its conclusions were not reassuring.

For example, you’ll remember that I said before Spitzer’s

DSM-III two psychiatrists would give different diagnoses to

the same patient 32  per cent to 42  per cent of the time.

Well, Spitzer found that after his reforms psychiatrists were

now disagreeing around 33 to 46  per cent of the time –

results indicating the very opposite of diagnostic

improvement.§ And these disappointing figures are

consistent with other more recent studies also implying

that reliability is still poor. For example, another study

published in 2006 showed that reliability actually has not

improved in 30 years.10

•

An obvious question for the British reader is whether poor

diagnostic reliability is a problem in the UK? After all, in

the UK we have alongside the DSM the International

Classification of Diseases (the ICD). Perhaps the ICD leads

to greater reliability than the DSM? Although this is a

reasonable question to ask, when we take the research en

masse, it actually shows that using the ICD leads to no

greater diagnostic reliability than using the DSM.11 This

may partly explain why in countries like Britain where the



ICD is used along with the DSM, many mental health

researchers and professionals often prefer the DSM.12 In

fact, the National Institute for Clinical Excellence (the body

that sets the clinical guidelines for the NHS) now

recommends the use of the DSM over the ICD for disorders

including depression.13 Also, in my own experience of

working in the NHS, the DSM is a very influential manual.

But even if you wanted to dispute its precise impact, and as

an article in the British Journal of Psychiatry put it: ‘we’d

still not avoid all the problems that beset the DSM [here in

Britain]. Both manuals were developed and classify mental

disorders in pretty much the same way. As the DSM writes:

“the many consultations between the developers of the

DSM-IV and the ICD-10  … were enormously useful in

increasing the congruence and reducing meaningless

differences in working between the two systems”.’14

Herbert Pardes also confirmed this to me when recounting

that ‘the DSM worked very closely with the ICD to get

worldwide cooperation between diagnostic categories’. In

other words, diagnostic reliability is a problem for

international psychiatry – whichever manual you employ,

the reliability rates are broadly the same.

This leads me to one final point about the reliability

problem that would be perilous to overlook: what would

happen if some day reliability rates in psychiatry were to

improve dramatically? This question is important because it

reveals a more fundamental problem for psychiatry that it

has yet to solve: even if every psychiatrist on the globe

independently diagnosed the same patient with the same

disorder (for example, with ‘social anxiety disorder’), this



would still not prove that social anxiety disorder actually

exists in nature, that it’s actually a discrete, identifiable

biological disease or malfunction of the brain. You require

much more than mere agreement to prove that. You need

hard evidence. Unless our sciences can test whether what

we agree on is objectively the case, agreement counts for

nothing from a scientific standpoint. So even if

psychiatrists reach high diagnostic agreement at some

future point, this would not prove that the mental disorders

with which they diagnose patients actually exist as valid

disease entities. There need to be other procedures to

establish that. So the issue is: are there other procedures?

And if so, what exactly are they?

This question is so central to the entire psychiatric

enterprise that I decided to ask Robert Spitzer myself.

* Here I paraphrase from Adam Curtis’ brilliant BBC documentary, The Trap

(2007).

† I was often told that poor diagnostic reliability was not the only driver for the

DSM’s reform. There was also a need to match DSM terminology to that used

in the International Classification of Diseases (ICD). However, Robert Spitzer,

Melvin Sabshin and other leaders in the APA knew that the reliability issue was

paramount and that the DSM must make that issue its priority.

‡  What is the difference between psychoanalysis and psychiatry? Or between

psychiatry, psychology and psychotherapy, for that matter? It can be

summarised this way: a psychologist researches different aspects of our mental

lives – cognition, memory, perception, etc. They are not clinicians, unless they

have undertaken a specialist postgraduate training in clinical psychology or

psychotherapy (the ‘talking cure’). The psychotherapist or psychoanalyst, on

the other hand, has trained at the postgraduate level to treat patients with the

‘talking cure’ – they do not have to be medical doctors (and so do not prescribe

medications). Psychiatrists are medical doctors who have later specialised in

psychiatry. Some psychiatrists practise one form of psychotherapy or another

but most do not, nor do they have to. Today, most psychiatrists diagnose

disorders and prescribe and monitor medications.



§ The psychologist Paula J. Caplan argues that one study showed that when

different psychiatrists were diagnosing patients from the Axis II group of

disorders (basically the personality and developmental disorders) their

diagnoses were the same only about two-thirds of the time (66  per cent).

Whereas for the remaining disorders they were the same only about half the

time (54 per cent). See: Caplan, P.J. (1995), They Say You’re Crazy. New York:

Da Capo (pp. 197–200).


