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Introduction

The history of psychiatry hitherto has focussed on questions such as the origins of the psychiatric profession in the 19th century.  Did it originate as a branch of medicine, fuelled by the same impulses as the rest of medicine with a mission to treat clear diseases (Shorter 1996)?  Or did it originate as an agency of social control (Foucault 1972; Scull 1979 & 1994)?

These issues have been debated at length over two decades and have generated psychotherapeutic and social psychiatry lobbies on the side of social control, with biological psychiatrists on the side of the medical model.  Recapturing the mentality of a long-gone era is necessarily a matter of interpretation and, while it is so, many will be acutely aware of Voltaire’s quip that “history is a trick the living play on the dead”.

But the advent of psychopharmacology offers a new perspective on these and other key questions. Within living memory, the psychiatric profession has been all but recreated.  The number of practicing psychiatrists has increased a hundred-fold.  Rates of diagnosis of psychiatric disorder in the community have increased a thousand-fold.  New diseases, such as panic disorder and social phobia, have been borne.  New professional organisations have been established (Healy 1997, 2002). And in contrast to the history of the psychiatry many of the participants to the dramas of psychopharmacology are still alive (Healy 1996, 1998, 2000). 

Psychopharmacology and Neuroscience

The history of psychopharmacology is moreover a truly interdisciplinary field, lying at the intersection of the histories of psychiatry, neuroscience and pharmacology.  It differs from the history of psychiatry, which has tended to involve assessments of great men and their brick-and-mortar institutions, with a further emphasis on the rise and fall of ideas and concepts.  Within the history of psychiatry, comparatively few scholars have attended to the social forces that give rise to diagnostic fashions and therapies, and the field has not had to concern itself with scientific developments as few scientific developments seriously impinged on the field until the advent of the psychotropic drugs.  The history of the neurosciences, by contrast, has contained almost nothing about the social forces behind conceptual developments and has had much less interest in the historiography of key figures.   It has been crucially concerned with the development of technologies and is faced with the question of whether technologies make history, a question that the history of psychiatry has hitherto not had to face. 

The history of psychopharmacology has had to be interested in both psychiatry and neuroscience domains but in addition it embraces a further range of domains from a history of commodities to the history of spirituality.  In terms of spirituality, LSD was clearly doing something dramatic to minds in the 1950s and 1960s but there was then a profound bias against the view that manipulating brain chemicals had much to do with our “real” selves.  Millennia of human beliefs in immaterial souls were at stake, so much so that working in this area was seen as somewhat scandalous in the early days of psychopharmacology. Herman van Praag (see Healy 1996) describes the death threats he received because of his engagement in this supposedly Satanic work.  Yet twenty years later, Prozac has become a common topic of coffee-table conversation and all but a fashion accessory. This is an epochal transformation in our self-understanding.  For this alone the history of psychopharmacology deserves a place along with Histories of Private Life, of Sexuality and of Death.

Psychopharmacology and Commerce

In terms of commodities, once technologies such as chlorpromazine, lithium and imipramine enter the public domain, they have a life that is subject to market forces, as the career of Prozac makes abundantly clear.  Drugs become cultural events and some of them such as Valium, Prozac and Thalidomide define epochs. The advent of the “Viagra Era” offers a new chapter in the relations between the sexes.  

But in addition to culture, the marketing of drugs is about the creation of brand identities, such as Valium or Prozac.  Brand names would seem to be irrelevant to the conduct of modern science, yet a good case can be made that academia within both psychiatry and neuroscience is dominated by brands. Customers buy ideas from firms with reputations for quality products, such as Harvard, Cambridge or the Sorbonne, almost regardless of the intrinsic merits of what they are buying.  The best-selling ideas, at least within psychiatry, invariably have the snappiest slogans, such as Type 1 and Type 2 or positive and negative schizophrenia or the amine theories of depression.  The observations of Max Lurie, the first discoverer of an antidepressant, just as those of Gregor Mendel before him, confirm that discoveries rarely take root unless the conceptual marketplace is ready for them (Healy 1997).  And the drugs, which are essential tools for both neuroscience and psychiatry, are only produced if they have a potential to realise market share – the inherent scientific interest of a compound is not something that enters into the calculations of a pharmaceutical company. 

The branding of the psychotropic drugs on which both psychiatry and neuroscience depend raises a set of challenges and deep ambiguities for both disciplines.  The challenge lies in attempting to answer the question of whether technology drives history?   Historians since Marx have debated this.  The debate is among three groups - those who think technology is the sole engine of history; those who think technology interacts with social and economic culture to drive the story forward; and those who think that the most significant historical developments emerge accidentally from technical progress.  All too often, debates on these issues have been conducted on the historical record of the physical sciences or engineering and in terms of late 19th century capitalism (Smith and Marx 1994). The history of psychopharmacology, which came clearly into being within living memory, provides a marvellous alternative. The drugs at its core represent striking technical developments.  And the drugs themselves interplay both narrowly within the culture of clinical psychiatry and more widely within the larger society.  The psychotropic drugs are of particular interest because, unlike other drugs such as the antibiotics, they have implications for our ideas of ourselves.

But the branding process also gives rise to deep-seated ambiguities.  The marketing departments of pharmaceutical companies work to create consensus.  It was a marketing led consensus that transformed cases of anxiety to be treated with Valium into cases of depression to be treated with Prozac in the 1990s. More recently, similar marketing efforts have sought to build a consensus that childhood and teenage distress are “depressions” appropriate for treatment with SSRIs.  Although this mobilisation of an expert consensus invokes the name of science, the dominant philosophies of science cast science as a process that proceeds by fracturing consensus.  There would seem necessarily therefore to be a fundamental opposition between science and marketing. 

Psychopharmacology and Evidence-Based Medicine

Because psychotropic drugs can have such profound implications, there can be surprising consequences to attempts at a history of this area.  In November 2000, I delivered a lecture in the University of Toronto reviewing the history of psychopharmacology from its origins in Paris in 1952 to a possible future in which mega-companies like the newly merged Sanofi - Aventis might be more interested in cosmetic psychopharmacology than in treating diseases. The lecture received the highest rating for content for the day’s meeting, but within a few days as a direct result of the lecture I had been sacked from the University of Toronto (Healy 2004).

Reflecting on the academic freedom issues this incident threw up, the Dean of Medicine of the University of Toronto, David Naylor, also trained in history of medicine research, commented on the clash between the broad perspective that a historian brings to their subject and the new focus on detail that is required by psychiatry’s adoption of what he termed the “Epidemiological Paradigm”, otherwise known as evidence based medicine.  Intriguingly while critics of pharmaceutical companies see evidence based medicine as a means of getting to grips with pharmaceutical company bias, these same companies are in the main one of the biggest supporters of evidence-based medicine.  

In November 2001, Edward Shorter submitted to the British Journal of Psychiatry the text of a history of psychiatry lecture that had been enthusiastically received at a Canadian College of Psychiatry meeting.  This article was rejected with vituperative reviews. Aside from the personalized quality to the reviews there was a critique of the broad sweep of this historical article and it’s failure according to the reviewers to square with the detail that they claimed evidence based medicine would have favoured (This article was later published elsewhere – see Shorter and Tyrer 2003).  

These two instances raise the question of whether it is possible to do a history of psychiatry anymore.  A quick answer might be that of course it’s possible to do the history of 19th or early 20th century psychiatry where despite vested interests certain facts can be established.  However, a moment’s reflection should unsettle anyone who thinks that this “antiquarianism” is a way to handle the problems raised.  

History is not a question simply of who discovered what when, or who wrote what when, but rather a matter of shifts in the way we understand ourselves.  Once upon a time these shifts were occasioned by battles or politicians and they occurred over decades or longer.  But these shifts in how we understand ourselves now increasingly happen in response to events that take place in scientific laboratories and clinical practice with the introduction of new drugs like Prozac, Valium, Viagra and chlorpromazine, and technologies such as Dolly the sheep.  And the events that change how we view ourselves now occur within years or sometimes within months of each other.  For the historian this means that increasingly the discoverers of such technologies are available to be interviewed, as are those whose lives have been affected, or whose identities are shaped by these interventions, so that it becomes possible to build increasingly accurate maps of the mentalities that existed before and after key events.  Like it or not, the history of psychiatry at least in so far as this involves psychopharmacology and neuroscience cannot be boxed off into the 19th or early 20th centuries.

If the problem cannot be solved by boxing history off in terms of it’s subject matter, another default solution might be to confine history of psychiatry articles to history of psychiatry journals - and to do something similar with sociological and other studies on aspects of psychiatry.  This will result in a set of sterile psychiatric journals that will have lost a great deal of their juice and colour and will have certainly changed character.

Before acquiescing to such a change of character it is worth asking whether there are any other options.  Is it possible to reconcile the adoption of neuroscience or an epidemiological paradigm within psychiatry with an appreciation of psychiatric history?  

For someone committed to a hardline form of evidence based medicine, the intrusion of history into psychiatry might well feel like encouragement to irrationality, or obscurantism.  However just before he died in 1996, Michael Shepherd, the founder of evidence based approaches in psychiatry (see Healy 1998), made it clear that he regarded the current mania for evidence based approaches as close to a fetish, and that evidence based medicine risks being yet another simplistic response to the complex problems thrown up by psychiatry rather than a genuine solution that gets at the heart of the problems.  

The violent responses to the Shorter and Healy lectures illustrate that what is at stake here has to do with the nature of truth and what claims about truth can be made in the psychiatric domain.  At face value, both neuroscience and the epidemiological paradigm claim that the new truths in psychiatry lie beyond or outside of history.  They claim that certain things have been demonstrated to be the case and that these truths may be added to by further work but will not be overturned by the constant process of re-interpretation that is history.  As the proponents of scientific psychiatry often appear to see things, proper epidemiology and neuroscience will supposedly yield steady and predictable progress and the history of psychiatry on this understanding should almost write itself.

This approach clearly neglects the social context in which drugs are developed and clinical trials undertaken.  But arguably it also makes a mistake of extraordinary proportions as regards the nature of the evidence that stems from clinical trials.

Within psychiatry randomised trials do not demonstrate that treatments work, but rather that treatments have an effect – a highly inconsistent effect. All trials hinge on the use of operational criteria, but far from such criteria guaranteeing the reality of the conditions being investigated, operational criteria were developed as an explicit confession of ignorance as to the nature of the conditions being investigated.  It is therefore difficult to see how certain knowledge of any kind could arise from trials constructed on this basis.  In addition, trials in psychiatry rely on rating scales and there is to date no treatment in psychiatry that has been demonstrated to produce beneficial effects on rating scales that span both subjective and objective, as well as disease specific and non-specific domains of measurement.  If a treatment worked it would surely demonstrate benefits across all these domains, but no current treatment does.  Therefore strictly speaking, in addition to saying that treatments have only been demonstrated to have effects rather than that treatments have been shown to work, it should be acknowledged that these treatments have only been shown to have effects from someone’s point of view – typically a clinician’s or a company’s point of view.

The nature of the psychosyndromes psychiatry deals with and the social realities in which they are embedded are so complex that it is not surprising that no evaluative method produces clearcut results.  Against this background appeals to the unique validity of evidence based medicine suggest an immature need for simplicity and the notion of an epidemiological paradigm takes on the dimensions of an ideological statement. If this is so, then it is high time that psychiatry developed a history of this movement.  A history that attempts to understand how randomised trials, which began as a technique designed to stop therapeutic bandwagons, became instead the means of fuelling therapeutic enthusiasms.  Such a history would need to get to grips with the fact that most randomised trials began as exercises sponsored by pharmaceutical companies, and that the pre-eminent scales within psychiatry have in many instances been designed by pharmaceutical company consultants rather than their apparent academic authors.   

Psychopharmacology and Professional Interests

It also needs to get to grips with another feature of modern psychiatry. Two centuries ago, Julien Offray de La Mettrie in Discours sur le Bonheur, a curious forerunner of Listening to Prozac, predicted that once medical developments permitted us to intervene effectively to shape human behaviour, medicine would replace philosophy.  We can wonder whether today’s cultural transformations would have surprised La Mettrie, but as a critic of medical privilege he most probably would not have been surprised by the entrenchment of medical power that the prescription-only status of drugs has created.  This entrenchment accelerated with the 1962 amendments to the Food and Drugs Act in the United States.   But historians, and as a consequence clinicians and others, have generally missed the fact that without prescription-only status the history of psychopharmacology would have been significantly different.  Drug companies would not have had to sell the concepts of depression, panic disorder or schizophrenia to the extent they now do.  A future switch to over-the-counter status would lead to company support for lay or dimensional models of mental disorders and the interesting question would then be how quickly it would take to dismantle our current highly categorical views of mental illness.

Coda

One of the best analogies to convey the relevance of history to science comes from the field of evolution.  Ecological science can examine the inter-relationships and energy flows between currently existing species and systems, but on its own it struggles to account for evolution.  In order to understand why things are the way they are, a number of extraneous events need to be factored into the equations, such as the impact of meteors.  Once investigators begin to take these into account, they leave pure ecological science and involve themselves in natural history.  From this perspective, historical events such as the eruption of the Krakatoa volcano in Java provide marvellous natural experiments, whereby both ecologists and natural historians can see how biodiversity establishes itself on landforms newly risen from the sea (Wilson 1992).  

Chlorpromazine, imipramine, prescription-only status and randomized trials have been the meteors and volcanoes in the modern history of psychiatry.  Historians, clinicians and scientists should be mounting expeditions to see together how the new landform is being colonized rather than confining the history of psychiatry to events in the nineteenth or early twentieth centuries.  In the case of the natural experiment that is psychopharmacology, the historical record is rich and recent.  This is a challenge that neither the historian nor the scientist should shirk.

The psychopharmacology story moreover is not a canvass for endless speculation.  A series of crises in 2004 offer some fixed points from which to construct historical interpretations.  One crisis lies in the efforts by companies to medicalize childhood distress.  The entire published literature on the use of SSRIs for children essentially portrays these drugs as safe effective and well tolerated.  However when the raw data of company trials came to light in early 2004, it became clear that there was a greater divide here than anywhere else in medicine between what the data show on the one hand and what the scientific literature purporting to represent that data claims on the other hand.  This has led the Lancet to note that this is not a crisis about one side effect of one group of drugs given to one age group but rather a crisis for evidence based medicine in general (Lancet 2004). 

The second crisis is the increasing failure of pharmaceutical companies to deliver cures for diseases, and their increasing recourse to lifestyle agents as a means of generating income.  As this piece is being written the merger of Sanofi and Aventis to become the third largest pharmaceutical company in the world is being editorialised in newspapers around the world.  These articles in many instances have focussed on the relative failure of the new mega-companies to create breakthrough medications and their recourse to lifestyle or enhancement agents, such as Viagra instead.  There have in fact been no breakthrough medications in psychiatry for almost 50 years.

As this piece is written, therefore, the history of psychopharmacology is neatly book-ended by a set of Parisian events, one from 1950 and the other from 2004. This span offers us an era that is now sufficiently defined to warrant a history; a history that will be all the better if it ruffles some feathers within psychiatry, neuroscience and evidence based medicine.
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