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C hristopher Lane is not a psychiatrist; he’s an English pro-
fessor specializing in Victorian literature and intellectual 
history. But he knows as much as many psychiatric pro-

fessionals do about the Diagnostic and Statistical Manual of 
Mental Disorders, or DSM — often described as “psychiatry’s 
bible.”  Lane has researched the manual and the process by which 
new disorders are added to it. What he’s discovered has made 
him a critic of much of modern psychiatric theory and practice. 
 Six years ago Lane began to hear from his students at 
Northwestern University in Evanston, Illinois, that many of them 
were on psychiatric drugs. They would come to his office to ask 
for extensions on their assignments, explaining that they were 
suffering from anxiety or depression but were on medication for 
it. He had just published Hatred and Civility: The Antisocial 
Life in Victorian England, for which he had studied the tran-
sition from Victorian psychiatry, out of which psychoanalysis 
was born, to contemporary psychiatry, with its intense focus 
on biomedicine and pharmacology. He was already skeptical 
about the emergence in 1980 of dozens of new mental disorders 
in the DSM-III, the third edition of the manual. Among these 
new ailments were the curious-sounding “social phobia” and 

“avoidant personality disorder.” Lane wanted to know how and 
why those new disorders had been approved for inclusion and 
whether they were really bona fide illnesses.
 He flew to San Francisco to speak with Mitchell Wilson, 
who’d written about the creation of the DSM-III years earlier, 
and Wilson turned over to Lane a cache of documents, includ-
ing unpublished memos from the archives of the American 
Psychiatric Association [APA]. Obtaining the papers was itself 
something of a coup, as researchers had tried unsuccessfully 
for years to learn how the DSM was updated and transformed. 
Lane was dogged in seeking answers, and the APA eventually 
relented and gave him access to its archives.
 Lane was troubled by what he found: evidence of drug-
company influence, especially in the promotion of “panic dis-
order” by Pharmacia & Upjohn, maker of the anti-anxiety drug 
Xanax. He also uncovered extensive evidence of questionable 
research (sometimes involving just one patient), sloppy thinking, 
dismissal of nonmedical approaches to psychiatric problems, 
and a degree of inventiveness with terms and symptoms that 

struck him as playing fast and loose with the facts.
 All of this served as the basis for Lane’s 2007 book, Shy-
ness: How Normal Behavior Became a Sickness, in which he 
observes that behaviors once understood as reactions to one’s 
environment and upbringing are increasingly seen as innate 
conditions of brain chemistry, resulting from problematic  
levels of neurotransmitters, especially serotonin. He suggests 
that because of the open-ended language in the DSM and the 
wide range of behaviors it pathologizes, anyone who is shy, as 
he was as a teenager, now risks being diagnosed as mentally 
ill. The new disorders were “obviously music to the ears of drug 
companies,” he says, “insofar as they massively increased the 
market for their products, which the media greeted with in-
credible enthusiasm.”
 Born in Wimbledon, England, in 1966 to a music-therapist 
mother and a father who worked as an antiques appraiser for 
auction houses, Lane spent his childhood immersed in books. 
After college he began traveling in Sudan, Turkey, and through-
out Asia. He also did a stint teaching high-school literature in 
Zimbabwe. When an unexpectedly high number of his students 
were accepted by the University of Zimbabwe, it “kick-started 
me into teaching in a big way,” he says.
 Lane returned to London and received his PhD in English 
at the age of twenty-five from the University of London. With 
England’s economy faltering, he immigrated to the United 
States and worked at the University of Wisconsin–Madison, 
the University of Pennsylvania, and Emory University, where he 
was appointed director of the interdisciplinary psychoanalytic- 
studies program (which is housed in the psychiatry depart-
ment) on the basis of the books and articles he had published 
on psychoanalysis and nineteenth-century psychology. He was 
hired at Northwestern University in 2000 and became a full 
professor at the age of thirty-three.
 Lane has written three other books about the Victorian 
era, the most recent being a study of Victorian agnosticism 
titled The Age of Doubt: Tracing the Roots of Our Religious 
Uncertainty. He is editor of the anthology The Psychoanalysis 
of Race and coeditor of Homosexuality and Psychoanalysis. 
He currently writes for the Huffington Post and has a popular 
blog for Psychology Today called “Side Effects.” 
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 Cooper: Why should the average person 
care about the DSM?
 Lane: The DSM is widely regarded as the 
bible of psychiatric diagnoses. Its authority 
extends not only to this country’s schools, 
prisons, court system, and health-insurance 
industry, where it is daily invoked, chapter 
and verse, but also around the world, where 
it is highly influential in defining mental ill-
ness. It’s currently in its fourth edition, and a 
fifth is due out in 2013. With each edition the 
number of diagnoses greatly increases, and 
the thresholds for meeting them are routinely 
lowered. The number of people who can be 
defined as mentally ill has grown to the point 
where Darrel Regier of the American Psychi-
atric Association says that mental disorders 
affect some 48 million Americans in their lifetimes. That’s one 
in six people. And he’s basing that judgment entirely on DSM 
criteria and language. 
 Cooper: Since the first DSM in 1952, which had 106 dis-
orders, the number has almost tripled. Are we getting sicker, 
or is something else at play?
 Lane: The way psychiatrists define mental illness has it-
self changed radically. The first two editions of the DSM fo-
cused on observable traits and behaviors in patients, which 
were often described as “reactions” to particular incidents or 
stressors. When the third edition came out in 1980, it defined 
virtually everything as a “disorder,” which connotes an innate, 
lifelong malfunctioning of the brain rather than a moment of 
psychological distress that might be due to a brief change in 
circumstances. This new method of defining mental disease 
has completely transformed the way mental-health profes-
sionals and the general public think about it.
 Cooper: But isn’t it possible that we are in fact getting 
sicker?
 Lane: I think it’s difficult to gauge that accurately. If you 
follow the ApA’s line, then most definitely we’re seeing epidemic 
rates of social anxiety disorder and bipolar disorder, with the 
latter expanding by an eye-popping 4,000 percent. But how 
did that massive increase come about? It’s due almost entirely 
to the fact that the DSM-IV formalized bipolar as a mental 
disorder among children. Before that, bipolar disorder was 
understood to be exclusively an adult phenomenon. Psychia-
trists like to revise everything backward, to rewrite the past 
in terms of their current terminology. Doing so makes their 
new terminology seem natural, even inevitable. There are more 
than a hundred more mental disorders in the DSM today than 
we had in 1968, including incredible new ones such as “sibling-
relational problem” and even “partner-relational problem.” But 
I’m not convinced that the introduction of new illnesses means 
that more people are actually sicker.
 I have extensively researched the ApA archives and can at-
test that their judgments were often flimsy and their ration ale 
for including new disorders questionable, based as they were 
on anecdotal evidence, ambiguous clinical research, and highly 

inconclusive trials. One of the consultants for 
the DSM-III, Theodore Millon, admitted to 
The New Yorker in 2005 that there was little 
systemic research; much of it, he said, was in-
consistent and hodgepodge. He was an active 
participant on the DSM committees. 
 Cooper: How did you become interested 
in the DSM?
 Lane: I’m a teacher, and I learned that 
many of my students were on some kind of 
psychiatric medication, generally prescribed 
but sometimes not. I wanted to know why 
they and their doctors felt that drugs were 
necessary to treat relatively mild problems 
that earlier generations had dealt with quite 
differently. I had just finished writing a book on 
antisocial behavior in the nineteenth century, 

when the culture’s judgment of such behavior shifted radically. 
The Romantic Movement, which dominated arts and letters in 
the first half of that century, often praised antisocial behavior 
and misanthropy in particular as a valid criticism of social 
vice, greed, and stupidity. The Romantics lauded the outcast as 
someone capable of commenting on what was wrong in society. 
By the end of the nineteenth century, however, the exact same 
behavior was held as suspect, pathological, and even criminal, 
in part because the values it exemplified were not conducive 
to social cohesion. 
 During my research I discovered more-recent articles 
describing misanthropy again as a pathological defect, with 
little understanding of the intellectual and psychiatric history 
behind such judgments. No one considers that such behaviors 
might be useful, even absolutely necessary, to help us recognize 
social problems. For example, some people taking antidepres-
sants and antipsychotics may not experience strong emotions 
in reaction to public catastrophes like the Bp oil spill or the 
war in Iraq because the drugs cause “emotional blunting,” a 
phenomenon that’s been widely noted and studied. 
 Cooper: How has the DSM changed the psychiatric pro-
fession? 
 Lane: What concerned me about the publication of the 
DSM-III in 1980 was not just the formal creation of more than 
eighty new mental disorders but the suggestion that behaviors 
previously understood as reactions to stress and events were 
now being reclassified as innate conditions of the brain. The 
speculation at the time was that all mental illness was due to 
chemical imbalances — problem levels of serotonin, dopamine, 
or norepinephrine, but principally serotonin. 
 When Prozac came on the market in the late eighties, it 
was viewed as a kind of miracle drug. A 1994 cover piece in 
Newsweek was subtitled “How Science Will Let You Change 
Your Personality with a Pill.” On the heels of the new DSM-IV 
that same year came a rash of articles saying we could use anti-
depressants to enable “personality sculpting.” It was a trendy 
way of thinking about self-improvement, along the lines of 
the sitcom Home Improvement. [Laughter.] If these foibles or 
quirks were holding you back, the thinking went, why wouldn’t 
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you take an antidepressant that could shape your personality 
into a more optimal one?
 Cooper: Peter Kramer, author of Listening to Prozac, called 
it “cosmetic psychopharmacology.”
 Lane: Kramer was one of the people responsible for the 
giddy reception to the drug. There was virtually no discussion 
in his book of the side effects and other downsides to taking 
an antidepressant without a clinical diagnosis, let alone with 
one. I’m sure he’d dispute this, but I would consider the wide-
spread embrace of cosmetic psychopharmacology to be largely 
responsible for the amount of off-label prescribing we’re seeing 
today — for example, when people (and it’s illegal to do this, by 
the way) take psychostimulants such as Adderall and Ritalin, 
which are forms of amphetamine, in order to promote what 
they consider “neuroenhancement.” We’re seeing widespread 
misuse of these drugs ostensibly on the grounds that they are 
enhancing neuroactivity, but, like all amphetamines, they  
create many problems too.
 Cooper: Let’s say that these drugs had no notable side ef-
fects. What’s wrong with being, as Kramer says, “better than 
well”? 
 Lane: With meds, unfortunately, there is almost always a 
downside, even if it’s not immediately obvious. In the history 
of pharmacology many new drugs have been presented as the 
wonder cure, the remedy for everything. It takes about a decade 
for the long-term studies to catch up with that initial enthu-
siasm. The studies invariably point to not just a downside but, 
quite frequently, serious physiological and psychiatric risks. 
Selective serotonin reuptake inhibitors [ssris] such as Prozac 
are now associated with a litany of medical problems, includ-
ing sexual dysfunction and increased risk of suicide. These are 
serious side effects for drugs that are represented as enabling 
people to be “better than well.” There’s enough risk of suicidal 
ideation that in 2004 the Food and Drug Administration [FDA] 
asked the drug companies to put a black-box warning on the 
label. 
 Cooper: The pharmaceutical industry funds much of the 
testing done for the FDA. Is there a conflict of interest there?
 Lane: Yes. As key sponsors of much of the research, the 
drug companies help determine which drug trials will take 
place and how they will be conducted. Historically they haven’t 
funded studies that examine the downsides of their products. 
They are interested in positive results, even if the evidence 
of benefit is negligible. In 2008 The New England Journal of 
Medicine published a major study on the overall reporting of 
clinical trials for antidepressants. The study found that trials  
that had determined the drugs were not beneficial or had ex-
tensive side effects were often filed away and never published. 
Moreover, in trials that were published, the authors had some-
times manipulated ambiguous or negative data to make the 
drug look potentially useful when the data had shown otherwise.
 Cooper: And by influencing the DSM task force, the drug 
companies help determine what constitutes sickness. 
 Lane: Indeed. In an ideal world they would have no influ-
ence on such decisions. The FDA has to be the watchdog that 
polices those boundaries, but in reality the FDA finds itself 

reliant on psychiatric experts, all of whom have multiple ties 
to drug companies. The only semblance of “neutrality” is that 
those FDA consultants are presumed to have ties to all the 
companies instead of just one or two. It’s an alarming situa-
tion. I believe the FDA could be doing more to reduce the drug 
companies’ involvement. Instead it’s tolerating greater and 
greater amounts of indirect influence. 
 Cooper: The leaders of the task force for the DSM-5 deny 
having any conflicts of interest. Even psychiatrist Allen Fran-
ces, who headed up the DSM-IV and has been very critical of 
the DSM-5, says that despite all its problems, there really isn’t 
a conflict of interest with pharmaceutical companies.
 Lane: I respect Allen Frances, but I think he’s simply wrong 
there. The Washington Post provided figures showing that every 
single person working on schizophrenia and depression on the 
DSM-IV task force had ties to pharmaceutical companies. Re-
quiring no ties whatsoever is an unrealistic proposition today, 
because it would exclude almost every expert. So the DSM-5 
task force agreed that each member could receive a maximum 
ten-thousand-dollar annual honorarium from the drug com-

panies. That strikes me as a high amount — certainly enough 
to impair judgment. Even the appearance of impropriety is 
enough to put the whole endeavor at risk. 
 For my book I interviewed Robert Spitzer, who’s considered 
the father of the modern classification of mental disorders. He 
made an interesting admission: He observed that none of his 
colleagues ever says the disorder that he or she is studying is 
rare. All of them, out of professional self-interest, play up its 
prevalence to the point where they are endlessly overstating 

— my word — its pathological significance and pervasiveness. 
There’s a great deal of hype and distortion built into the process.
 Cooper: Is there any reward for being a whistle-blower 
and saying some people aren’t really sick? 
 Lane: Colleagues of mine in the medical school at North-
western, who checked and agreed with my research, insisted 
that their names not appear anywhere in my book, because 
it could jeopardize their connections to drug companies that 
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were funding their studies. That’s just one indication that 
there’s a strong disincentive to be critical of drug companies. 
Those who come forward with criticisms are likely doing so 
because they have nothing to lose professionally.
 Cooper: Who is running the show: the pharmaceutical 
industry, the ApA, or the DSM task force?
 Lane: The ApA is ostensibly running the show, advised 
by the DSM task force, but there is an inescapable, mutually 
beneficial relationship between psychiatrists and the drug 
companies. The latter’s contributions also make up a sizable 
percentage of the ApA’s annual budget. That relationship is lead-
ing to a massive escalation in the number of disorders and an 
overreporting of disorders that didn’t even exist two or three 
decades ago. Before 1980 social phobia wasn’t listed in the 
DSM, and the experts I interviewed in Britain, on whose work 
the ApA drew heavily to justify the new disorder’s inclusion, 
said it should never have been split off as a separate disorder. 
It was a form of anxiety that, at low levels, was actually seen 
as necessary, even beneficial. Darwin argues that a certain 
amount of anxiety is advantageous to survival. Under mildly 
stressful conditions we perform better. We react to danger 
more quickly and become more aware of our surroundings. I 
don’t want to be glib about this, because some people do suffer 
chronic levels of anxiety. But it’s important to recognize that 
not all anxiety is bad for us, and that the number of people 
afflicted with chronic levels is much smaller than we tend to 
hear — in the region of 1 percent of the general population, as 
distinct from studies putting that level at close to one in five 
Americans. The highest results came from a telephone survey 
of urban Canadians that asked whether they were ever afraid 
of figures of authority, ever felt discomfort at parties, and so 
on.
 There have been some provocative pieces on this, includ-
ing one in The Daily Beast that asks whether the subprime 
meltdown might have been tied to overuse of antidepressants. 
I originally found that argument ridiculous. The main cause 
was obviously the deregulation of banking policies that had 
been in place since the 1930s. But I think it’s possible that the 
widespread use of anti-anxiety medication — including on 
Wall Street, where huge bets were being made — may have 
wor sened the crisis by making people too tolerant of risk.  
Anxiety is intimately related to how we perceive risk and react 
to it. If someone is medicated, he or she may not respond 
quickly enough to dangers.
 Cooper: In your book on shyness you write, “Before you 
sell a drug, you have to sell the disease.” 
 Lane: One of the givens of pharmaceutical marketing is 
that you have to “create need” to expand the market. The cri-
teria for social phobia in the DSM-III included fear of eating 
alone in a restaurant, avoidance of public restrooms, and fear 
of one’s hand trembling when writing a check. In other words, 
the requirements were set so low that people who experience 
garden-variety shyness could be swept up in the diagnosis. 
Fifty percent of people in any population around the world will 
define themselves as shy. So what the drug companies set out 
to do was convince people that shyness might be a symptom 

of something more serious called “social anxiety disorder.” 
 Independent agencies have since determined that in 2000 
GlaxoSmithKline spent more than $92 million on direct-to-
consumer advertising on a single drug, Paxil, which is more 
than Pfizer spent the same year on Viagra, and those Viagra 
ads were all over tV and magazines, and even appeared on 
race cars. The Paxil marketing campaign took a product that 
had produced spotty results in early trials — including one so 
riddled with side effects that the company had seriously con-
sidered shelving the drug — and turned it into a blockbuster, 
so called because its annual revenue surpasses $1 billion. 
 When they realized that they could sell Paxil not simply for 
depression, where it was competing with Zoloft and Prozac, but 
also as the first FDA-approved drug for social anxiety disorder, 
they went all out. They organized and funded a public-awareness  

campaign — “Imagine being allergic to people” — that didn’t 
even mention the drug but helped sell the condition. Large num-
bers of people went to their physicians asking for free samples, 
which GlaxoSmithKline, of course, made sure were abundant.
 Cooper: Is there no difference between social anxiety 
disorder and shyness?
 Lane: In my research I found that the percentage of peo-
ple who experience acute shyness overlaps almost identically 
with the group the ApA wants to say suffers from social anxiety 
disorder. So precise was that overlap that the DSM-IV added 
a rider saying that social anxiety disorder should not be con-
fused with shyness — which to me is an indication that they 
did, in fact, pathologize shyness and were worried about the 
overlap. But because of the sheer number of people asking for 
Paxil as a result of the advertising campaign, doctors were 
encouraged to consider whether shyness was a symptom of 
something more serious.
 Cooper: How can we convince pharmaceutical compa-
nies to focus on serious existing illnesses rather than helping 
invent questionable new ones? 
 Lane: One way to do that would be for Congress to pro-
hibit direct-to-consumer advertising. If the ads were once more 
restricted to professional journals, drug companies would 
stop trying to push their products on concerned but essen-

IT’S IMPORTANT TO 
recognize that not all anxi-
ety is bad for us, and that 
the number of people af-
flicted with chronic levels is 
much smaller than we tend 
to hear.



 March 2012  The Sun 9

tially healthy people or to license drugs for new, off-label uses. 
Once you’ve got a drug cleared by the FDA, it’s much cheaper 
and easier to press for additional licenses than to develop new 
products.
 Cooper: Only the U.S. and New Zealand allow direct-to-
consumer advertising. How did that happen?
 Lane: In August 1997 the FDA, with the backing of the 
Clinton administration, relaxed what had previously been 
strict rules. For the first time drug companies were allowed 
to market directly to consumers, in effect bypassing providers 
and doctors and leading to a pattern of self-diagnosis, includ-
ing through the use of online quizzes and such. The change 
was supposed to address unmet need — segments of the popu-
lation that apparently didn’t know they were suffering from 
a treatable problem. The ad campaigns were expensive and 
slick, with the drugs’ side effects mentioned hurriedly at the 
end, and usually just nausea and headaches, unlike some of 
the more dramatic lists today, which will even mention risk 
of death. Even so, the ad campaigns were very successful, and 
they continue to be. In 2011 almost $11 million a day was spent 
on direct-to-consumer advertising.
 Cooper: I’ve seen ads for Seroquel in which the devastat-
ing side effects constitute the majority of the narration. Why 

are so many people willing to take this drug?
 Lane: The Seroquel phenomenon is interesting in itself. 
Right around the time that the patents on ssri antidepressants 
expired, we saw a massive shift in advertising resources to anti-
psychotics such as Seroquel, whose patents made them major 
revenue earners. Bipolar became the diagnosis of the day. So 
drug companies tried to bundle bipolar disorder with depres-
sion to reach both markets — even though bipolar by nature 
would include depression as a symptom. Of course, when the 
patent ends and competing versions of a drug surface on the 
market, the rate at which the brand-name drug is prescribed 
falls dramatically. President Clinton allowed a six-month exten-
sion of the patent on Prozac through the brand name Sarafem. 
The formerly yellow-and-green pills were recolored lilac and 
prescribed for premenstrual dysphoric disorder [a severe form 
of premenstrual syndrome], a heavily contested diagnosis. The 
extension yielded another $1 billion in revenue for Eli Lilly.
 The moment the patents on antipsychotics end, we’ll al-
most certainly see a desperate effort by drug companies to find 
new markets for them — which means we’ll see antipsychotics  
prescribed for much milder disorders. For example, I un-
earthed a clinical trial that was testing Seroquel on people with 
public-speaking anxiety. Think about that: an anti psychotic 
for fear of public speaking, one of the most common and 
widespread fears in our society. The idea they could market 
an anti psychotic for a common fear is shameless, but I can 
easily imagine them trying.
 Cooper: But how likely is it that Seroquel is actually going 
to be used in that way? 
 Lane: There are precedents for it in licenses already granted 
for generalized anxiety disorder on equally flimsy evidence. Of 
course, one-time medications such as beta blockers already exist 
for performance anxiety, and the list of side effects from them 
is relatively small. But prescribing a powerful antipsychotic 
for that kind of routine condition, when the drug in question 
comes with a litany of dangerous side effects, is flat-out wrong 
and unacceptable. 
 Cooper: So if you could take a drug for performance anxi-
ety that had zero side effects, you wouldn’t have any problem 
with that?
 Lane: Even if we could get to zero side effects — which is 
something of a medical fantasy in itself — ethical concerns 
would clearly surround drugs that give only an illusion of 
competence or excellence. In fall 2010 I wrote an article for 
Phi Beta Kappa magazine on the risks of using Adderall and 
other “neuroenhancers” for undergraduate work. Among stu-
dents there seems to be a widespread myth that these drugs 
enhance creativity and mental performance. In fact, those 
outcomes are greatly overstated, and pronounced side effects 
are frequently associated with abuse of these drugs. Yet studies 
show that undergraduates are taking them in large numbers, 
apparently not recognizing the difference between caffeine and 
what is essentially a refined amphetamine. To the extent that 
real learning and deep efforts in creativity are being replaced 
by adjustments in brain chemistry — potentially involving 
tens of thousands of students across the country — I would 
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consider that a risk to public health, to say nothing of a phe-
nomenon that should raise concerns about academic integrity 
and cheating.
 Cooper: You mentioned earlier that the DSM-IV allowed 
for children to be diagnosed as bipolar. What do you think of 
that?
 Lane: First of all, I’d be leery of giving any child an anti-
psychotic, a class of drugs that’s considered too dangerous for 
seniors. They are proven to lead to muscle tics and twitches, to 
increase weight, to raise the risk of diabetes and hypogly cemia, 
and to cause strokes. We’re not just talking about nausea or 
mild sexual dysfunction, as with antidepressants. We’re talk-
ing about serious physiological changes in growing children. 
Seroquel hasn’t been formally approved for kids — and with 
good reason — but some doctors are prescribing the drug off 
label to toddlers in the mistaken belief that early intervention 
will nip the bipolar trait in the bud and avoid its blossoming 
into an adult disorder. Among large numbers of psychiatrists, 
however, it’s widely accepted that the rationale for early phar-
maceutical intervention is a medical fallacy: there’s no proven 
link between a childhood trait and an adult disorder, and many 
behavioral issues are simply part of childhood development.
 A great deal more investigation needs to be made into the 
causes of bipolar disorder. In Mania: A Short History of Bipolar 
Disorder, psychiatrist David Healy is highly skeptical of claims 
that bipolar is a juvenile and childhood disorder, documenting 
at length the controversy surrounding arguments that children 
with attention-deficit hyperactivity disorder should instead be 
classified as bipolar. As the pBs Frontline documentary “The 
Medicated Child” also underscores, the evidence for bipolar in 
children is still highly ambiguous and questionable.
 I would also want to examine what is going into children’s 
diets, including their consumption of vast amounts of sugar 
and caffeinated drinks. How can those not be considered a  
factor in determining their behavior and ability to concentrate? 
We also need to consider how much time they’re spending in 
front of the tV and playing video games. I’m not saying there’s 
a simple causal relationship between such activities and behav-
ioral problems. I’m also not saying there aren’t children who 
are seriously ill and need treatment. But children represent a 
huge market for the drug companies, and their medical prob-
lems are easily hyped. We need to remember that there are 
other, nonmedical remedies available and that medications 
can often greatly compound a problem.
 Cooper: What about cognitive-behavioral therapy? It seems 
to have faded away.
 Lane: It’s still, to my mind, a successful treatment for some 
patients with very specific sources of anxiety. It helps people 
adjust their cognitive responses to, for example, fear of eleva-
tors or spiders or flying. It’s far less effective, however, when the 
cause of the anxiety is less specific. 
 Cooper: What about talk therapy? Has it been replaced by 
drugs?
 Lane: Among many clinicians it has been, but in the van-
guard of research there’s a renewed interest in talk therapy, both 
in combination with medication and separate from it. In fact, 

psychotherapeutic work has received a bad rap. It’s far more 
effective than people realize, as Jonathan Shedler was able to 
document in American Psychologist, in his scrupulous 2010 
essay “The Efficacy of Psychodynamic Psychotherapy.” Other 
researchers are revisiting talk therapy and finding that its re-
sults have been unfairly maligned. 
 Cooper: Trace levels of antidepressants have inadvertently 
ended up in our drinking water. This seems alarming, yet a 
study published in 2009 in The British Journal of Psychiatry 
found that low levels of naturally occurring lithium in Japanese 
water supplies led to fewer suicides. An accompanying edito-
rial suggested adding lithium to drinking water intentionally. 
If a low dose of the stuff saves lives, why not?
 Lane: [Laughter.] I think the editorial was slightly more 
cautious than that. Evidence of a correlation between lithium 
in drinking water and lower suicide rates in Japan is slim, and 
the original study is highly speculative. The editorial fails to 
ask what lithium in the drinking water could do to the vast 
majority of people who are not suicidal and don’t need an anti-
depressant. It fails to ask the big question of whether such mass 
tranquilizing would be ethically acceptable, much less a net 
plus for the population. Obviously the researchers are talking 
about only trace amounts of the drug, but lithium’s side effects 
include severe allergic reactions, blurred vision, involuntary 
twitching, vomiting and persistent nausea, seizures, slurred 
speech, and irregular heartbeat. There’s a reason Americans’ 
love affair with lithium more or less ended in the seventies. 
SSRIs were considered a welcome replacement. That the edito-
rial staff of The British Journal of Psychiatry didn’t even men-
tion lithium’s side effects is very troubling. That they might 
presume that medicating an entire population is the way to 
go strikes me as completely unbalanced.
 Cooper: Peter Kramer says low doses of lithium encourage 
cell growth in the brain, allowing for new connections among 
existing cells and preventing stress-induced deterioration, even 
helping delay the onset of dementia and depression. 
 Lane: I think Kramer is conveniently ignoring the pos-
sibility of unforeseen, unintended consequences. He says the 
price of adding lithium to the water supply is a “change in the 
array of temperaments within the population” and asks if that 
is a “bargain” we can accept. But is that really a bargain or 
something closer to a Faustian pact? Kramer obviously doesn’t 
know conclusively what those secondary effects are, includ-
ing on people who neither want nor need the medication. And 
why should we trust his speculations, since he was so wrong 
about Prozac and other antidepressants? Giving lithium to the 
entire population is far more radical than putting fluoride in 
the water to enhance dental health. We’re talking about pos-
sibly irrevocable personality changes. 
 Consider past euphemisms for these products: “aspirin for 
the soul,” “happiness pills,” “peace-of-mind drug,” and “bottled 
well-being.” Every one of them points exclusively to the upside 
of tranquilization rather than suggesting that we ask what it 
means to have a sedated population. Do we want our citizens 
to be so tranquilized that they can’t anticipate risk, including 
in the housing and stock markets? That they’re not sensitive 
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to the risks of declaring war on another country? I’m still as-
tonished, as a Brit, at how acquiescent the U.S. population 
was about the war in Iraq and the flimsy evidence invoked in 
support of it. We need well-informed skeptics and dissenters; 
the “official” line often masks an array of half-truths.
 Personally I’m drawn to periods in British and European 
history  — the Romantic era would be one — when people were 
prepared not to go with the flow, instead voicing principled 
objections to the consensus. Of course, dissent over psychi-
atric medications has to be based on good science. Let’s look 
at the hard data on antipsychotics, including their long-term 
health risks, before we start prescribing them to children or 
for mild complaints.
 Cooper: Daniel Carlat, author of Unhinged: The Trouble 
with Psychiatry, says that the DSM isn’t pathologizing normal 
behavior, because psychiatrists don’t use it that way in real life: 

“People who exhibit normal behavior who come into our offices 
rarely leave with a medication. People without a pathology are 

typically not even going to be seen by a psychiatrist.”
 Lane: He’s not looking at the broader picture there; and, 
as he acknowledged more recently in The New York Review of 
Books, whether a psychiatrist prescribes one or another medi-
cation to a patient depends on variables such as the doctor’s 
mood, influence of marketing, pushy pharmaceutical reps, 
and so on, which aren’t scientific in the least. Large numbers 
of people respond to pharmaceutical advertising by opening a 
conversation with their doctor as to whether their symptoms 
constitute a pathology. At the same time, as Carlat has writ-
ten, many psychiatrists schedule multiple patients per work-
ing hour, to the point where one likened his waiting room to 
a bus station. Yet in each case some kind of outcome for the 
visit is expected. Only a certain amount of information can 
be exchanged in a short visit, however, and I join many oth-
ers in thinking that it’s an insufficient amount of time to de-
termine whether a person will benefit from drug treatment.  

Finally, we know from independent monitoring agents, which 
record how many prescriptions are issued for each drug, that 
at the height of Paxil’s advertising campaign the number of 
Americans taking it grew by five thousand every day. You don’t 
reach such numbers by drawing only on the chronically ill; you 
reach them, as every drug marketer knows, by capturing the 
concerns of the “worried well.”
 I’d say that if some psychiatrists are turning away patients 
who don’t exhibit pathology, or refusing them free samples even 
when the patients are bludgeoned daily by ads to request them, 
they are in the minority. And don’t forget that general prac-
titioners can prescribe these medications too. In fact, a study 
of the effects of the FDA’s black-box warnings on ssris in 2007 
found that, rather than giving up on medication, most physi-
cians simply switched patients from ssris to antipsychotics, 
 which, if anything, are even more dangerous.
 Cooper: Let’s talk about some disorders that have been 
proposed for the DSM-5. After golfer Tiger Woods’s adultery 
scandal, we began to hear about “hypersexual disorder.” It’s 
being considered for inclusion. 
 Lane: A number of articles have been written that tried to 
attribute promiscuity or adultery in men to a brain disorder. I 
find this questionable for a number of reasons. 
 First, it’s worrying to me that a group of psychiatrists is 
trying to determine how much sexual activity and how many 
encounters we can want or fantasize about before we’re con-
sidered “mentally ill.” Again, given the embarrassing history 
of the DSM revisions and all the shoddy science informing 
them, why should we trust the ApA to dictate yet another norm 
to us, much less accept its judgment about something so per-
sonal and intimate? People have markedly different appetites 
for sexual experiences. I’m uncomfortable with the idea that 
the ApA would determine implicit guidelines, even quotas, for 
sexual activity, with a view to pathologizing behavior that is, 
in its estimation, “excessive.” 
 Even if you were in favor of creating such a disorder, should 
the parameters for young adults be the same as for retirees 
with, most likely, much lower sex drives? Would the standard 
for “excessive” sexual activity be identical for a newly formed 
relationship and one that’s lasted decades? Why should we see 
a man’s cheating on his wife with multiple women as a result of 
brain chemistry rather than, say, marital unhappiness or per-
sonal recklessness? Personally I think expecting lifelong fidelity 
to one partner may be asking too much of certain people who 
are ill-suited to it, or who simply don’t believe monogamy is 
the best way to achieve emotional and sexual happiness. That’s 
surely up to them, isn’t it? Yet there’s an expectation, even a 
kind of demand, in our culture that one person will meet all 
of our needs — emotional and sexual. That can happen, and 
it’s great when it satisfies both parties, but those choices don’t 
work for everyone, and an organization seeking to pathologize 

“excessive” sexual activity needs to recognize that. We need 
broader public discussion of this complex issue rather than 
the kind of psychiatric judgment and ritualized shaming that 
goes on right now for those who prefer to remain nonmonoga-
mous. Good for them if that’s what they want.

I UNEARTHED A  
clinical trial that was test-
ing Seroquel on people with  
public-speaking anxiety. 
Think about that: an anti-
psychotic for fear of public 
speaking, one of the most 
common and widespread 
fears in our society.
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 Cooper: Another proposed disorder for DSM-5 is “post-
traumatic embitterment disorder.” 
 Lane: Some psychiatrists want a reference in the psychiat-
ric literature to situations in which people snap and vent their 
violent anger at co-workers or bosses. The research has been 
inconclusive. What concerns me about the proposed diagno-
sis is the inability to draw a conclusive line between people 
with regular grievances — which, let’s face it, many of us have 

— and that tiny percentage who snap under highly stressful 
conditions. In this bad economy, people who are bitter over 
termination of their jobs or repossession of their homes could 
find themselves also saddled with a mental diagnosis, adding 
insult to injury. You’ve lost your job and home, and you’re told 
that you’re mentally ill for feeling bitter about that. It’s absurd, 
almost grotesque. 
 I’m frankly quite bitter about the legacy of the Bush era, 
including $4 trillion wasted on a pointless, borderline-illegal 
war based almost entirely on trumped-up evidence. What 
happens if you label someone like me mentally ill for dissent? 
There are already diagnoses in the DSM for people who do snap. 
What’s different about the proposed addition is that it would 
pathologize people simply for experiencing extended periods 
of embitterment, just as another initiative by the ApA would 
pathologize people experiencing extended periods of grief from 
bereavement. There’s something truly Orwellian about that. It’s 
new and disturbing territory, even for the ApA.
 Cooper: Isn’t it good sometimes that we get these new dis-
orders on the books so people can get resources or help? Post-
traumatic stress disorder [ptsD] was included in the DSM-III 
because of lobbying by veterans’ organizations. Without the 
ptsD diagnosis, many veterans would be worse off today. 
 Lane: You raise a couple of good points. First, war shock 
has been written about and analyzed for decades, and it is of 
course a serious psychological phenomenon. I understand entirely 
why veterans lobbied for its inclusion, because it’s important to 
formalize the mental distress caused by war. The problem that 
rapidly emerged, however, which both Allen Frances and Robert 
Spitzer have written about, is that the threshold for ptsD kept 
being lowered at the urging of other lobbyists who wanted the 
definition expanded, until the line between chronic and mild 
suffering became indistinguishable. This is true of many of the 
disorders that first appeared in the DSM-III. As recently as last 
year Spitzer was saying that we need to “save ptsD from itself,” 
because it’s become a mushy diagnosis. The good that it did 
has all but disappeared due to what’s called “diagnostic bracket 
creep” — when a category like ptsD can be applied to any form 
of trauma that someone undergoes, even mild trauma. 
 Cooper: When homosexuality was removed as a disorder 
from the DSM-IV, was it because of new evidence or again be-
cause of lobbying? 
 Lane: Both. Gay activists definitely opposed the diagnosis. 
Also the idea that being gay was a form of pathology relied 
on suspect research from the thirties, forties, and fifties that 
described homosexuality as a result of developmental imma-
turity. In fact, research has since shown otherwise. Spitzer 
wrote a paper attempting a compromise: he said that being 

gay is not a problem; the problem is if you are gay and don’t 
accept it. But conservative psychiatrists opposed his sugges-
tion, so the need for compromise led to the creation of “gen-
der dysphoric disorder,” a diagnosis that is hotly contested by 
transsexuals today, who say it pathologizes those who perceive 
themselves as differently sexed. In short the compromise has 
inadvertently created a fresh pathology that is now applied to 
anyone seeking sex-reassignment surgery. And the paradox 
is that people who want this surgery are forced to accept the 
DSM diagnosis in order to get it. They have to agree to call 
themselves “mentally ill” to undergo the operation, which I 
find completely crazy. It’s yet another indication of the DSM’s 
unintended consequences. 
 Cooper: You claim that some famous individuals, such 
as Emily Dickinson, Nathaniel Hawthorne, and Henry David 
Thoreau, would be diagnosed today as mentally ill.
 Lane: Certainly I’m struck by the difference between 
nineteenth-century understandings of mood and the con-
temporary assumption that happiness is the default. This is 
something Barbara Ehrenreich discusses in her superb book 
Bright-Sided: how positive thinking and happiness have been 
taken as the measure for how well we’re doing in life. In the 
nineteenth century there wasn’t so much cultural pressure to 
eradicate or manage negative emotions. On the contrary, they 
were understood to be part of the human condition.
 There is a beauty in Dickinson’s writing that comes from 
her working through great sadness. Her poetry represents those 
incredibly complicated moods in a way that I think surprises 
my students today.
 I often teach Charlotte Brontë’s last novel, Villette, a philo-
sophically complex and mature work. My students are aston-
ished by the subtlety with which the novel examines states of 
sadness, depression, and disappointment. 
 Cooper: Can you think of some other people from the 
past who would be diagnosed with a disorder today?
 Lane: I’ve been writing recently about nineteeth-century 
orator Robert Ingersoll, the “Great Agnostic,” who was angry 
about the intrusion of religious belief into civic life. Today he 
might easily be diagnosed with intermittent explosive disor-
der. Misanthropes like the poet Byron could be thought of as 
experiencing avoidant personality disorder and narcissistic 
personality disorder. In fact, every eccentric and iconoclast 
in the nineteenth century could easily reach the criteria for 
these disorders in the DSM.
 I’m not suggesting that psychiatrists today should close 
their DSM and open their Brontë or Dickinson, but I am say-
ing that most of them have a limited historical understanding 
of their field and of the emotions and behaviors they blithely 
pathologize. Their knowledge seems to extend back only five 
or ten years, and the profession’s capacity for amnesia is trou-
bling; it endlessly updates the past by rewriting it with today’s 
favored terms. Psychiatry would benefit enormously from a 
reinvigorated discussion of emotion — including its history 
and effect on depression, anxiety, and sadness — in ways that 
are infinitely more subtle and nuanced than what we’re seeing 
in the psychiatric literature today. 


