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Makeover

My first experience with Prozac involved a woman I worked with
only around issues of medication. A psychologist with whom I col-
laborate had called to say she was treating a patient who had accom-
plished remarkable things in adult life despite an especially grim
childhood; now, in her early thirties, the patient had become clinically
depressed. Would I see her in consultation? My colleague summarized
the woman’s history, and I learned more when Tess arrived at my
office.

Tess was the eldest of ten children born to a passive mother and
an alcoholic father in the poorest public-housing project in our city.
She was abused in childhood in the concrete physical and sexual senses
which everyone understands as abuse. When Tess was twelve, her
father died, and her mother entered a clinical depression from which
she had never recovered. Tess—one of those inexplicably resilient
children who flourish without any apparent source of sustenance—
took over the family. She managed to remain in school herself and
in time to steer all nine siblings into stable jobs and marriages.

Her own marriage was less successful. At seventeen, she married
an older man, in part to provide a base outside the projects for her
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younger brothers and sisters, whom she immediately took in. She
never went to the movies alone with her husband; the children came
along. The weight of the family was always on her shoulders. The
husband was alcoholic, and abusive when drunk. Tess struggled to
help him stop drinking, but to no avail. The marriage soon became
loveless. It collapsed once the children—Tess’s siblings—were grown
and one of its central purposes had disappeared.

Meanwhile, Tess had made a business career out of her skills at
driving, inspiring, and nurturing others. She achieved a reputation
as an administrator capable of turning around struggling companies
by addressing issues of organization and employee morale, and she
rose to a high level in a large corporation. She still cared for her
mother, and she kept one foot in the projects, sitting on the school
committee, working with the health clinics, investing personal effort
in the lives of individuals who mostly would disappoint her.

It is hard to overstate how remarkable I found the story of Tess’s
success. I had an image of her beginnings. The concrete apartment
in which she cared for her younger brothers and sisters was recently
destroyed with great fanfare on local television. Years earlier, my
work as head of a hospital clinic had led me to visit that building.
From the start, it must have been a vertical prison, a place where to
survive at all could be counted as high ambition. To succeed as Tess
had—and without a stable family to guide or support her—was al-
most beyond imagining.

That her personal life was unhappy should not have been sur-
prising. Tess stumbled from one prolonged affair with an abusive
married man to another. As these degrading relationships ended, she
would suffer severe demoralization. The current episode had lasted
months, and, despite a psychotherapy in which Tess willingly faced
the difficult aspects of her life, she was now becoming progressively
less energetic and more unhappy. It was this condition I hoped to
treat, in order to spare Tess the chronic and unremitting ‘depression

that had taken hold in her mother when she was Tess’s age.

Makeover

Though I had learned some of this story before my consultation with
Tess, the woman, when I met her, surprised me. She was utterly
charming.

I have so far recounted Tess’s history as if it were extraordinary,
and it is. At the same time, people like Tess are familiar figures in
a psychiatrist’s practice. Often it will be the most competent child
in a chaotic family who will come for help—the field even has a name
for people in Tess’s role, “parental children,” and a good deal is
written about them. Nor is it uncommon for psychiatric patients to
report having had a depressed mother and an absent father.

What I found unusual on meeting Tess was that the scars were so
well hidden. Patients who have struggled, even successfully, through
neglect and abuse can have an angry edge or a tone of aggressive
sweetness. They may be seductive or provocative, rigid or overly
compliant. A veneer of independence may belie a swamp of neediness.
Not so with Tess.

She was a pleasure to be with, even depressed. I ran down the
list of signs and symptoms, and she had them all: tears and sadness,
absence of hope, inability to experience pleasure, feelings of worth-
lessness, loss of sleep and appetite, guilty ruminations, poor memory
and concentration. Were it not for her many obligations, she would
have preferred to end her life. And yet I felt comfortable in her
presence. Though she looked infinitely weary, something about Tess
reassured me. She maintained a hard-to-place hint of vitality—a
glimmer of energy in the eyes, a sense of humor that was measured
and not self-deprecating, a gracious mix of expectation of care and
concern for the comfort of her listener.

It is said that depressed mothers’ children, since they have to
spend their formative years gauging mood states, develop a special
sensitivity to small cues for emotion. In adult life, some maintain a
compulsive need to please and are thought to have a knack for be-
having just as friends (or therapists) prefer, at whatever cost to them-
selves. Perhaps it was this hypertrophied awareness of others that I
saw in Tess. But I did not think so, not entirely. I thought what I
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was seeing was a remarkable and engaging survivor, suffering from
a particular scourge, depression.

I had expected to ask how Tess had managed to do so well. But
I found myself wondering how she had done so poorly.

Tess had indeed done poorly in her personal life. She considered
herself unattractive to men and perhaps not even as interesting to
women as she would have liked. For the past four years, her principal
social contact had been with a married man—Jim—who came and
went as he pleased and finally rejected Tess in favor of his wife. Tess
had stuck with Jim in part, she told me, because no other men
approached her. She believed she lacked whatever spark excited men;
worse, she gave off signals that kept men at a distance.

Had I been working with Tess in psychotherapy, we might have
begun to explore hypotheses regarding the source of her social failure:
masochism grounded in low self-worth, the compulsion of those
abused early in life to seek out further abuse. Instead, I was relegated
to the surface, to what psychiatrists call the phenomena. I stored
away for further consideration the contrast between Tess’s charm and
her social unhappiness. For the moment, my function was to treat

my patient’s depression with medication.

I began with imipramine, the oldest of the available antidepres-
sants and still the standard by which others are judged. Imipramine
takes about a month to work, and at the end of a month Tess said
she was substantially more comfortable. She was sleeping and
eating normally—in fact, she was gaining weight, probably as a

’

side effect of the drug. “I am better,” she told me. “I am myself
again.”

She did look less weary. And as we continued to meet, generally
for fifteen minutes every month or two, all her overt symptoms
remitted. Her memory and concentration improved. She regained
the vital force and the willpower to go on with life. In short, Tess

no longer met a doctor’s criteria for depression. She even spread the

Makeover

good word to one of her brothers, also depressed, and the brother
began taking imipramine.
But I was not satisfied.

It was the mother’s illness that drove me forward. Tess had struggled
too long for me to allow her, through any laxness of my own, to
slide into the chronic depression that had engulfed her mother.

Depression is a relapsing and recurring illness. The key to treat-
ment is thoroughness. If a patient can put together a substantial
period of doing petfectly well—five months, some experts say; six
ot even twelve, say others—the odds are good for sustained remission.
But to limp along just somewhat improved, “better but not well,”
is dangerous. The partly recovered patient will likely relapse as soon
as you stop the therapy, as soon as you taper the drug. And the
longer someone remains depressed, the more likely it is that depres-
sion will continue or return.

Tess said she was well, and she was free of the signs and symptoms
of depression. But doctors are trained to doubt the report of the too-
stoical patient, the patient so willing to bear pain she may unwittingly
conceal illness. And, beyond signs and symptoms, the recognized
abnormalities associated with a given syndrome, doctors occasionally
consider what the neurologists call “soft signs,” normal findings that,
in the right context, make the clinical nose twitch.

I thought Tess might have a soft sign or two of depression.

She had begun to experience trouble at work—not major trouble,
but something to pay attention to. The conglomerate she worked for
had asked Tess to take over a company beset with labor problems.
Tess always had some difficulty in situations that required meeting
firmness with firmness, but she reported being more upset by ne-
gotiations with this union than by any in the past. She felt the union
leaders were unreasonable, and she had begun to take their attacks
on her personally. She understood conflict was inevitable; past mis-

takes had left labor-management relations too strained for either side
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to trust the other, and the coaxing and cajoling that characterized
Tess’s management style would need some time to work their magic.
But, despite her understanding, Tess was rattled.

As a psychotherapist, I might have wondered whether Tess’s
difficulties had a symbolic meaning. Perhaps the hectoring union
chief and his foot-dragging members resembled parents—the ag-
gressive father, the passive mother—too much for Tess to be effective
with them. In simpler terms, a new job, and this sort especially,
constitutes a stressor. These viewpoints may be correct. But what
level of stress was it appropriate for Tess to experience? To be rattled
even by tough negotiations was unlike her.

And I found Tess vulnerable on another front. Toward the end
of one of our fifteen-minute reviews of Tess’s sleep, appetite, and
energy level, I asked about Jim, and she burst into uncontrollable
sobs. Thereafter, our meetings took on a predictable form. Tess would
report that she was substantially better. Then I would ask her about
Jim, and her eyes would brim over with tears, her shoulders shake.
People do cry about failed romances, but sobbing seemed out of
character for Tess.

These are weak reeds on which to support a therapy. Here was
a highly competent, fully functional woman who no longer considered
herself depressed and who had none of the standard overt indicators
of depression. Had I found her less remarkable, considered her less
capable as a businesswoman, been less surprised by her fragility in
the face of romantic disappointment, I might have declared Tess
cured. My conclusion that we should try for a better medication
response may seem to be based on highly subjective data—and I
think this perception is correct. Pharmacotherapy, when looked at
closely, will appear to be as atbitrary—as much an art, not least in
the derogatory sense of being impressionistic where ideally it should
be objective—as psychotherapy. Like any other serious assessment of
human emotional life, pharmacotherapy propetly rests on fallible at-

tempts at intimate understanding of another person.

Makeover

When I laid out my reasoning, Tess agreed to press ahead. I tried
raising the dose of imipramine, but Tess began to experience side
effects—dry mouth, daytime tiredness, further weight gain—so we
switched to similar medications in hopes of finding one that would
allow her to tolerate a higher dose. Tess changed little.

And then Prozac was released by the Food and Drug Adminis-
tration. I prescribed it for Tess, for entirely conventional reasons—
to terminate her depression more thoroughly, to return her to her
“premorbid self.” My goal was not to transform Tess but to re-
store her.

But medications do not always behave as we expect them to.

Two weeks after starting Prozac, Tess appeared at the office to
say she was no longer feeling weary. In retrospect, she said, she had
been depleted of energy for as long as she could remember, had almost
not known what it was to feel rested and hopeful. She had been
depressed, it now seemed to her, her whole life. She was astonished
at the sensation of being free of depression.

She looked different, at once more relaxed and energetic—more
available—than I had seen her, as if the person hinted at in her eyes
had taken over. She laughed more frequently, and the quality of her
laughter was different, no longer measured but lively, even teasing.

With this new demeanor came a new social life, one that did not
unfold slowly, as a result of a struggle to integrate disparate parts of
the self, but seemed, rather, to appear instantly and full-blown.

“Three dates a weekend,” Tess told me. “I must be wearing a
sign on my forehead!”

Within weeks of starting Prozac, Tess settled into a satisfying
dating routine with men. She had missed out on dating in her teens
and twenties. Now she reveled in the attention she received. She
seemed even to enjoy the trial-and-error process of learning contem-
porary courtship rituals, gauging norms for sexual involvement,
weighing the import of men’s professed infatuation with her.

I had never seen a patient’s social life reshaped so rapidly and
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dramatically. Low self-worth, competitiveness, jealousy, poor inter-
personal skills, shyness, fear of intimacy—the usual causes of social
awkwardness—ate so deeply ingrained and so difficult to influence
that ordinarily change comes gradually if at all. But Tess blossomed
all at once.

“People on the sidewalk ask me for directions!” she said. They
never had before.

The circle of Tess's women friends changed. Some friends left,
she said, because they had been able to relate to her only through
her depression. Besides, she now had less tolerance for them. “Have
you ever been to a party where other people are drunk or high and
you are stone-sober? Their behavior annoys you, you can’t understand
it. It seems juvenile and self-centered. That’s how I feel around some
of my old friends. It is as if they are under the influence of a harmful
chemical and I am all right—as if I had been in a drugged state all
those years and now [ am clearheaded.”

The change went further: “I can no longer understand how they
tolerate the men they are with.” She could scarcely acknowledge that
she had once thrown herself into the same sorts of self-destructive
relationships. “I never think about Jim,” she said. And in the con-
sulting room his name no longer had the power to elicit tears.

This last change struck me as most remarkable of all. When a
patient displays any sign of masochism, and I think it is fair to call
Tess's relationship with Jim masochistic, psychiatrists anticipate a
protracted psychotherapy. It is rarely easy to help a socially self-
destructive patient abandon humiliating relationships and take on
new ones that accord with a healthy sense of self-worth. But once
Tess felt better, once the weariness lifted and optimism became pos-
sible, the masochism just withered away, and she seemed to have
every social skill she needed.

Tess’'s work, too, became more satisfying. She responded without
defensiveness in the face of adamant union leaders, felt stable enough
inside herself to evaluate their complaints critically. She said the
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medication had lent her surety of judgment; she no longer tortured
herself over whether she was being too demanding ot too lenient. I
found this remark noteworthy, because I had so recently entertained
the possibility that unconscious inner conflicts were hampering Tess
in her dealings with the labor union. Whether the conflicts were real
or illusory, the problem disappeared when the medication took effect.
“It makes me confident,” Tess said, a claim I since have heard from
dozens of patients, none of whom had been given a hint that this
medication, or any medication, could do any such thing.

Tess's management style changed. She was less conciliatory,
firmer, unafraid of confrontation. As the troubled company settled
down, Tess was given a substantial pay raise, a sign that others noticed
her new effectiveness.

Tess’s relations to those she watched over also changed. She was no
longer drawn to tragedy, nor did she feel heightened responsibility
for the injured. Most tellingly, she moved to another nearby town,
the farthest she had ever lived from her mother.

Whether these last changes are to be applauded depends on one’s
social values. Tess’s guilty vigilance over a mother about whom she
had strong ambivalent feelings can be seen as a virtue, one that
medication helped to erode. Tess experienced her “loss of seriousness,”
as she put it, as a relief. She had been too devoted in the past, at
too great a cost to her own enjoyment of life.

In time, Tess’s mother was given an antidepressant, and she
showed a modest response—she slept better, lost weight, had more
energy, displayed a better sense of humor. Tess threw her a birthday
party, a celebration of the mother’s survival and the children’s suc-
cesses. In addition to the main present, each child brought a nostalgic
gift. Tess’s was a little red wagon, in memory of a time when the
little ones were still in diapers, and the family lived in a coldwater
flat, and Tess had organized the middle children to wheel the dirty
linens past abandoned tenements to the laundromat many times a
week. Were I Tess's psychotherapist, I might have asked whether
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the gift did not reveal an element of aggression, but on the surface
at least the present was offered and received lovingly. In acknowl-
edging with her mother how difficult the past had been, Tess opened
a door that had been closed for years. Tess used her change in mood
as a springboard for psychological change, converting pain into per-

spective and forgiveness.

There is no unhappy ending to this story. It is like one of those
Elizabethan dramas—Marlowe’s Tamburlaine—so foreign to modern
audiences because the Wheel of Fortune takes only half a turn: the
patient recovers and pays no price for the recovery. Tess did go off
medication, after about nine months, and she continued to do well.
She was, she reported, not quite so sharp of thought, so energetic,
so free of care as she had been on the medication, but neither was
she driven by guilt and obligation. She was altogether cooler, better
controlled, less sensible of the weight of the world than she had been.

After about eight months off medication, Tess told me she was
slipping. “I'm not myself,” she said. New union negotiations were
under way, and she felt she could use the sense of stability, the
invulnerability to attack, that Prozac gave her. Here was a dilemma
for me. Ought I to provide medication to someone who was not
depressed? I could give myself reason enough—construe it that Tess
was sliding into relapse, which perhaps she was. In truth, I assumed
I would be medicating Tess’s chronic condition, call it what you will:
heightened awareness of the needs of others, sensitivity to conflict,
residual damage to self-esteem—all odd indications for medication.
I discussed the dilemma with her, but then I did not hesitate to
write the prescription. Who was I to withhold from her the bounties
of science? Tess responded again as she had hoped she would, with
renewed confidence, self-assurance, and social comfort.

I believe Tess’s story contains an unchronicled reason for Prozac's
enormous popularity: its ability to alter personality. Here was a
patient whose usual method of functioning changed dramatically. She

10

Makeover

became socially capable, no longer a wallflower but a social butterfly.
Where once she had focused on obligations to others, now she was
vivacious and fun-loving. Before, she had pined after men; now she
dated them, enjoyed them, weighed their faults and virtues. Newly
confident, Tess had no need to romanticize or indulge men’s
shortcomings.

Not all patients on Prozac respond this way. Some are unaffected
by the medicine; some merely recover from depression, as they might
on any antidepressant. But a few, a substantial minority, are trans-
formed. Like Garrison Keillor’s marvelous Powdermilk biscuits, Pro-
zac gives these patients the courage to do what needs to be done.

What I saw in Tess—a quick alteration in ordinarily intractable
problems of personality and social functioning—other psychiatrists
saw in their patients as well. Moreover, Prozac had few immediate
side effects. Patients on Prozac do not feel drugged up or medicated.
Here is one place where the favorable side-effect profile of Prozac
makes a difference: if a doctor thinks there is even a modest chance
of quickly liberating a chronically stymied patient, and if the risk to
the patient is slight, then the doctor will take the gamble repeatedly.

And of course Prozac had phenomenal word of mouth, as “good
responders” like Tess told their friends about it. I saw this effect in
the second patient I put on Prozac. She was a habitually withdrawn,
reticent woman whose cautious behavior had handicapped her at work
and in courtship. After a long interval between sessions, I ran into
her at a local bookstore. I tend to hang back when I see a patient in
a public place, out of uncertainty as to how the patient may want to
be greeted, and I believe that, while her chronic depression persisted,
this woman would have chosen to avoid me. Now she strode forward
and gave me a bold “Hello.” I responded, and she said, “I've changed
my name, you know.”

I did not know. Had she switched from depression to mania and
then married impulsively? I wondered whether I should have met
with her more frequently. She had, I saw, the bright and open manner
that had brought Tess so much social success.
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“Yes,” she continued, “I call myself Ms. Prozac.”

There is no Ms. Asendin, no Ms. Pamelor. Those medicines are
quite wonderful—they free patients from the bondage of depression.
But they have not inspired the sort of enthusiasm and loyalty patients

have shown for Prozac.

No doubt doctors should be unreservedly pleased when their patients
get better quickly. But I confess I was unsettled by Ms. Prozac’s
enthusiasm, and by Tess’s as well. I was suspicious of Prozac, as if
I had just taken on a cotherapist whose charismatic style left me
wondering whether her magic was wholly trustworthy.

The more rational component to my discomfort had to do with
Tess. It makes a psychiatrist uneasy to watch a medicated patient
change her circle of friends, her demeanor at work, her relationship
to her family. All psychiatrists have seen depressed patients turn
manic and make decisions they later regret. But Tess never showed
signs of mania. She did not manifest rapid speech or thought, her
judgment remained sound, and, though she enjoyed life more than
she had before, she was never euphoric or Pollyannaish. In mood and
level of energy, she was “normal,” but her place on the normal
spectrum had changed, and that change, from “serious,” as she put
it, to vivacious, had profound consequences for her relationships to
those around her.

As the stability of Tess’s improvement became clear, my concern
diminished, but it did not disappear. Just what did not sit right was
hard to say. Might a severe critic find the new Tess a bit blander
than the old? Perhaps her tortured intensity implied a complexity of
personality that was now harder to locate. I wondered whether the
medication had not ironed out too many character-giving wrinkles,
like overly aggressive plastic surgery. I even asked myself whether
Tess would now give up her work in the projects, as if I had ad-
ministered her a pill to cure warmheartedness and progressive social
beliefs. But in entertaining this thought I wondered whether I was

clinging to an arbitrary valuation of temperament, as if the melan-
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choly or saturnine humor were in some way morally superior to the
sanguine. In the event, Tess did not forsake the projects, though she
did make more time for herself.

Tess, too, found her transformation, marvelous though it was,
somewhat unsettling. What was she to make of herself? Her past
devotion to Jim, for instance—had it been a matter of biology, an
addiction to which she was prone as her father had been to alcoholism?
Was she, who defined herself in contrast to her father’s fecklessness,
in some uncomfortable way like him? What responsibility had she
for those years of thralldom to degrading love? After a prolonged
struggle to understand the self, to find the Gordian knot dissolved
by medication is a mixed pleasure: we want some internal respon-
sibility for our lives, want to find meaning in our errors. Tess was
happy, but she talked of a mild, persistent sense of wonder and dis-

location.

My discomfort with Tess’s makeover had another component. It is
all very well for drugs to do small things: to induce sleep, to allay
anxiety, to ameliorate a well-recognized syndrome. But for a drug’s
effect to be so global—to extend to social popularity, business acu-
men, self-image, energy, flexibility, sexual appeal—touches too
closely on fantasies about medication for the mind. Patients often
have extreme fears about drugs, stemming from their apprehension
that medication will take over in a way that cannot be reversed, that
drugs will obliterate the self. For years, psychiatrists have reassured
patients that medication merely combats illness: “If the pills work,”
I and others have said, “they will restore you to your former self. I
expect you to walk in here in a few weeks and say, ‘I'm myself again.”
Medication does not transform, it heals.

When faced with a medication that does transform, even in this

friendly way, I became aware of my own irrational discomfort, my : -

sense that for a drug to have such a pronounced effect is inherently : ;

unnatural, unsafe, uncanny.
I might have come to terms with this discomfort—the unexpected

13
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soon becomes routine in the world of pharmacology. But Tess’s sense
of dislocation did not disappear immediately, and her surprise at her
altered self helped me to understand the more profound sources of
my own concern. The changes in Tess, which I saw replicated in
other patients given Prozac, raised unsettling issues.

Many of these were medical issues. How, for example, would
Prozac affect the doctor’s role? To ameliorate depression is all very
well, but it was less clear how psychiatrists were to use a medication
that could lend social ease, command, even brilliance. Nor was it
entirely clear how the use of antidepressants for this purpose could
be distinguished from, say, the street use of amphetamine as a way
of overcoming inhibitions and inspiring zest.

Other questions seemed to transcend any profession, to bear di-
rectly on the way members of our culture see themselves and one
another. How were we to reconcile what Prozac did fﬁo,rﬁ_I_eAsAsz\i_tﬂh
our notion of the continuous, autobiographical human self? And
al;vays there was the question of how society would be affected by
our access to drugs that alter personality in desirable ways.

I wondered what I would have made of Tess had she been referred
to me just before Jim broke up with her, before she had experienced
acute depression. I might have recognized her as a woman with skills
in many areas, one who had managed to make friends and sustain a
career, and who had never suffered a mental illness; I might have
seen her as a person who had examined her life with some thoroughness
and made progress on many fronts but who remained frustrated so-
cially. She and I might suspect the trouble stemmed from “who she
is”—temperamentally serious or timid or cautious or pessimistic or
emotionally unexpressive. If only she were a little livelier, a bit more
carefree, we might conclude, everything else would fall into place.
Tess’s family history—the depressed mother and alcoholic
father—constitutes what psychiatrists call “affective loading.” (Al-
coholism in men seems genetically related to depression in women;

or, put more cautiously, a family history of alcoholism is moderately
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predictive of depression in near relatives.) I might suspect that, in a
socially stymied woman with a familial predisposition to depression,
Prozac could prove peculiarly liberating. There I would sit, knowing
I had in hand a drug that might give Tess just the disposition she
needed to break out of her social paralysis.

Confronted with a patient who had never met criteria for any
illness, what would I be free to do? If I did prescribe medication,
how would we characterize this act?

For years, psychoanalysts were criticized for treating the “worried
well,” or for “enhancing growth” rather than curing illness. Who is
not neurotic? Who is not a fit candidate for psychotherapy? This issue
has been answered through an uneasy social consensus. We tolerate
breadth in the scope of psychoanalysis, and of psychotherapy in gen-
eral; few people today would remark on a patient’s consulting a
therapist over persistent problems with personality or social inter-
actions, though some might cbject to seeing such treatments covered
by insurance under the rubric of illness.

But I wondered whether we were ready for “‘cosmetic psycho-
pharmacology.” It was my musings about whether it would be kosher
to medicate a patient like Tess in the absence of depression that led
me to coin the phrase. Some people might prefer pharmacologic to
psychologic self-actualization. Psychic steroids for mental gymnastics,
medicinal attacks on the humors, antiwalllower compound—these
might be hard to resist. Since you only live once, why not do it as
a blonde? Why not as a peppy blonde? Now that questions of per-
sonality and social stance have entered the arena of medication, we
as a society will have to decide how comfortable we are with using
chemicals to modify personality in useful, attractive ways. We may
mask the issue by defining less and less severe mood states as pa-
thology, in effect saying, “If it responds to an antidepressant, it’s
depression.” Already, it seems to me, psychiatric diagnosis had been

subject to a sort of “diagnostic bracket creep”’—the expansion of

categories to match the scope of relevant medications.
How large a sphere of human problems we choose to define as

15

|
i
|



".‘»
{

LISTENING TO PROZAC

medical is an important social decision. But words like “choose” and
“decision” perhaps misstate the process. It is easy to imagine that
our role will be passive, that as a society we will in effect permit the
material technology, medications, to define what is health and what

is illness.

Tess's progress also seemed to blur the boundary between™licit and
illicit drug use. How does Prozac, in Tess’s life, differ froxr\hz am-
phetamine or cocaine or even alcohol? People take street drugs. all
the time in order to “feel normal.” Certainly people use cocaine to
enhance their energy and confidence. “I felt large. I mean, I fels
huge,” is how socially insecure people commonly explain why they
abuse cocaine or amphetamine. Uppets make people socially attrac-
tive, obviously available. And when a gin drinker takes a risk, we
are tempted to ask whether the newfound confidence is not mere
“Dutch courage.”

In fact, it is people from Tess's background—born poor to ad-
/]dlcted and dependent parents, and then abused and neglected—who
fare most at risk to use street drugs. A cynic may wonder whether in
Tess’s case drug abuse has sneaked in through the back door, whether

1':
I entering the middle class carries the privilege of access to socially
1 sanctioned drugs that are safer and more specific in their effects than
i street drugs but are morally indistinguishable in terms of the reasons
they are taken and the results they produce. I do not think it is possible
| to see transformations like Tess’s without asking ourselves both
whether street-drug abusers are self-medicating unrecognized illness
and whether prescribed-drug users are, with their doctors’ permission,
stimulating and calming themselves in quite similar ways.

More unsettling to me than questions of definition—Ilicit versus
illicit—was an issue raised by Tess's renewed professional success:
how might a substance like Prozac enter into the competitive world

| of American business? Psychiatrists have begun to recognize a normal

!}
! )
)

or near-normal mental condition called * ‘hyperthymia,’ which cor-

“; responds loosely to what the Greeks called the sanguine temperament.
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Hyperthymia is distinct from mania and hypomania, the disorders
in which people are grandiose, frenetic, distractible, and flawed in
their judgment. Hyperthymics are merely optimistic, decisive, quick
of thought, charismatic, energetic, and confident.

Hyperthymia can be an asset in business. Many top organizational
and political leaders require little sleep, see crises as opportunities,
let criticism roll off their backs, make decisions easily, exude con-
fidence, and hurry through the day with energy to spare. These
qualities help people succeed in complex social and work situations.
They may be considered desirable or advantageous even by those who

have quite normal levels of drive and optimism. How shall we respond

to the complaint that a particular executive lacks decisiveness and .

vigor? By prescribing Prozac? In Tess’s work, should the negotiators
on the union side be offered Prozac, too? The effect of Prozac on
Tess's style in her corporate wotk—and Sam’s in his architectural
practice—raises questions about how a drug that alters personality
might be used in a competitive society.

Nor is it possible to witness Tess’s transformation without fearing
that a drug like Prozac might bolster other unfortunate tendencies
in contemporary culture. Even Prozac’s main effect in Tess’s
treatment—the relief it provided from social vulnerability—mighe,
in societal terms, prove a mixed blessing. Tess had come for medi-
cation treatment only after a prolonged effort at self-understanding
through psychotherapy. But I could imagine a less comfortable sce-
nario: A woman much like Tess, abused and neglected in childhood,
though not fully aware to what extent and to what effect, seeks
treatment in a society that prefers to ignore victimization and that

values economy over thoroughness in health care; the woman seems

subdued and angry, is discontented for reasons she cannot easily put

into words. By what means will her doctor attempt to help her?
Would Prozac, alone, be enough?

But my central concern, as I watched Tess’s stoty unfold, involved
her personhood. Tess had every right, on the basis of both childhood
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experience and unhappiness in adult life, to be socially vulnerable in
adulthood. But once she had taken Prozac, she—and those who knew
her—had to explain her newfound social success on medication. If
her self-destructiveness with men and her fragility at work disappeared
in response to a biological treatment, they must have been biologically
encoded. Her biological constitution seems to have determined her
social failures. But how does the belief that a woman who was abused
as a child and later remains stuck in abusive relationships largely

' because of her biologically encoded temperament affect our notions
_of responsibility, of free will, of unique and socially determinative

individual development? Are we willing to allow medications to tell

" us how we are constituted?

When one pill at breakfast makes you a new person, or makes
your patient, or relative, or neighbor a new person, it is difficult to
resist the suggestion, the visceral certainty, that who people are is
largely biologically determined. I don’t mean that it is impossible
to escape simplistic biological materialism, but the drama, the ra-
pidity, the thoroughness of drug-induced transformation make sim-
plicity tempting. Drug responses provide hard-to-ignore evidence for
certain beliefs—concerning the influence of biology on personality,
intellectual performance, and social success—that heretofore we as a
society have resisted. When I saw the impact of medication on pa-
tients’ self-concept, I came to believe that even if we tried to un-
derstand these matters complexly, new medications would redraw
our map of those parts of the self that are biologically responsive, so
that we would arrive, as a culture, at a2 new consensus about the
human condition.

An indication of the power of medication to reshape a person’s identity
is contained in the sentence Tess used when, eight months after first
stopping Prozac, she telephoned me to ask whether she might resume
the medication. She said, I am not myself.”

I found this statement remarkable. After all, Tess had existed in

one mental state for twenty or thirty years; she then briefly felt dif-

18

———

Makeover

ferent on medication. Now that the old mental state was threatening

to re-emerge—the one she had experienced almost all her adult

life—her response was ‘I am not myself.” But who had she been all

those years if not herself? Had medication somehow removed a false

self and replaced it with a true one? Might Tess, absent the invention |

of the modern antidepressant, have lived her whole life—a successful

life, perhaps, by external standards—and never been herself?

When I asked her to expand on what she meant, Tess said she
no longer felt like herself when certain aspects of her ailment—Ilack
of confidence, feelings of vulnerability—returned, even to a small
degree. Ordinarily, if we ask a person why she holds back socially,
she may say, “That’s just who I am,” meaning shy or hesitant or
melancholy or overly cautious. These characteristics often persist
throughout life, and they have a strong influence on career, friend-
ships, marriage, self-image.

Suddenly those intimate and consistent traits are not-me, they
are alien, they are defect, they are illness—so that a certain habit of
mind and body that links a person to his relatives and ancestors from
generation to generation is now “other.” Tess had come to understand
herself—the person she had been for so many years—to be mildly
ill. She understood this newfound illness, as it were, in her marrow.
She did not feel herself when the medicine wore off and she was
rechallenged by an external stress.

On imipramine, no longer depressed but still inhibited and sub-
dued, Tess felt “myself again.” But while on Prozac, she underwent
a redefinition of self. Off Prozac, when she again became inhibited
and subdued—perhaps the identical sensations she had experienced
while on imipramine—she now felt “not myself.” Prozac redefined
Tess’s understanding of what was essential to her and ~what was in-
trusive and pathological.

This recasting of self left Tess in an unusual relationship to med-
ication. Off medication, she was aware that, if she returned to the
old inhibited state, she might need Prozac in order to “feel herself.”
In this sense, she might have a lifelong relationship to medication,
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whether or not she was currently taking it. Patients who undergo
the sort of deep change Tess experienced generally say they never
want to feel the old way again and would take quite substantial
risks—in terms, for instance, of medication side effects—in order
not to regress. This is not a question of addiction or hedonism, at
least not in the ordinary sense of those words, but of having located
a self that feels true, normal, and whole, and of understanding med-

ication to be an occasionally necessary adjunct to the maintenance of
that self.

Beyond the effect on individual patients, Tess’s redefinition of
self led me to fantasize about a culture in which this biologically
driven sort of self-understanding becomes widespread. Certain dis-
positions now considered awkward or endearing, depending on taste,
might be seen as ailments to be pitied and, where possible, corrected.
Tastes and judgments regarding personality styles do change. The
romantic, decadent stance of Goethe’s young Werther and Chateau-
briand’s René we now see as merely immature, overly depressive,
perhaps in need of treatment. Might we not, in a culture where

i overseriousness is a medically correctable flaw, lose our taste for the

melancholi¢ or brooding artists—Schubert, or even Mozart in many
of his moods?

These were my concerns on witnessing Tess’s recovery. I was torn
simultaneously by a sense that the medication was too far-reaching
in its effects and asense that my discomfort was arbitrary and aesthetic
rather than doctorly. I wondered how the drug might influence my
profession’s definition of illness and its understanding of ordinary
suffering. T wondered how Prozac’s success would interact with certain
unfortunate tendencies of the broader culture. And I asked just how
far we—doctors, patients, the society at large—were likely to go in
the direction of permitting drug responses to shape our understanding
of the authentic self.

My concerns were imprecisely formulated. But it was not only
the concerns that were vague: I had as yet only a sketchy impression

of the drug whose effects were so troubling. To whom were my
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patients and I listening? On that question depended the answers to
the list of social and ethical concerns; and the exploration of that
question would entail attending to accounts of other patients who

responded to Prozac.

My first meeting with Prozac had been heightened for me by the
uncommon qualities of the patient who responded to the drug. I
found it astonishing that a pill could do in a matter of days what
psychiatrists hope, and often fail, to accomplish by other means over
a course of years: to restore to a person robbed of it in childhood the
capacity to play. Yes, there remained a disquieting element to this
restoration. Were I scripting the story, I might have made Tess’s
metamorphosis more gradual, more humanly comprehensible, more
in sync with the ordinary rhythm of growth. I might even have
preferred if her play as an adult had been, for continuity’s sake, more
suffused with the memory of melancholy. But medicines do not work
just as we wish. The way neurochemicals tell stories is not the way
psychotherapy tells them. If Tess’s fairy tale does not have the plot
we expect, its ending is nonetheless happy.

By the time Tess’s story had played itself out, I had seen perhaps
a dozen people respond with comparable success to Prozac. Hers was
not an isolated case, and the issues it raised would not go away.
Charisma, courage, character, social competency—Prozac seemed to
say that these and other concepts would need to be re-examined, that
our sense of what is constant in the self and what is mutable, what
is necessary and what contingent, would need, like our sense of the

fable of transformation, to be revised.
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Notes

xvi cover story in Newsweek: March 26, 1990. One of my favorite Prozac
media pieces appeared in the French magazine Santé (April 1990, p. 56). Under
a reproduction of the Newsweek cover run these story headers: “Pilule Anti-
Cafard: La Folie Américaine. I’Amérique est tombée amoureuse d’'une pilule.
Ses fans l'ont surnommé BBB (Bye Bye Blues: adieu cafard). Tout un pro-
gramme. Mais est-ce pour autant la panacée?”

xvi definitive contemporary article for physicians: William Z. Potter, Mat-
thew V. Rudorfer, and Husseini Manji, “The Pharmacologic Treatment of
Depression,” New England Journal of Medicine, vol. 325 (1991), pp. 633—42.

xvi green-and-off-white capsule: Officially it is a “pulvule.” I asked the
public-relations officer for Prozac’s manufacturer what a pulvule is. She said
the word is a registered trademark that refers to a capsule one of whose ends
is slightly tapered, a characteristic Prozac has in common with a few other
drugs, such as Darvon, also manufactured by Eli Lilly. It is so like Prozac-
the-media-phenomenon to have this special, and meaningless, word associated
with it.

xvii an ominous report had appeared: Martin H. Teicher, Carol Glod, and
Jonathan O. Cole, “Emergence of Intense Suicidal Preoccupation During Fluox-
etine Treatment,” American_Journal of Psychiatry, vol. 147 (1990), pp. 207-10.
The issue of suicide, other violence, and Prozac is discussed in the appendix.

xvii Geraldo . . . Donahue: The most inflammatory television program may
have been the February 27, 1991, “Donahue”: ‘‘Prozac—Medication That
Makes You Kill.” On that show, Leanne Westover, widow of Del Shannon,
claimed that Prozac-induced agitation led to his suicide.

xvii Newsweek again: “‘Violence Goes Mainstream,” April 1, 1991.
xviii cover exposé of the Scientologists: Time, May 6, 1991.
xviii “6o Minutes”: October 27, 1991.

xviii clinician after clinician had written: For example, Theodore Nadelson,
“The Use of Adjunctive Fluoxetine in Analytic Psychotherapy with High Func-
tioning Outpatients,” unpublished, 1991, 24 pp. Nadelson, a psychoanalyst
and nationally renowned consultation-liaison psychiatrist based at Tufts Uni-
versity, found that the best Prozac responders were often patients who were
also good candidates for psychoanalysis, including those who had formed a
strong relationship to the therapist and who had achieved a degree of social
and career success. The types of positive results Nadelson noted included “in-
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creased satisfaction {and] disappearance of sensitivity to social criticism” as well
as elevation of mood and a decrease in pessimism.

CHAPTER 1; MAKEOVER

1 awoman I worked with only around issues of medication: The issue of what
is often called “medication backup” is a complicated one for psychiatry. There
are psychiatrists who believe that it is unprofessional to do less than the whole
job—that psychiatrists should not medicate patients whom social workers and
psychologists see in psychotherapy. I prefer to do both aspects of treatfnent,
but I have come to trust a handful of psychologists and social workers in my
community—and they me—with the result that we work comfortably with
patients whose care we share. These nonphysician psychotherapists are all
women, which helps explain something the reader will notice about this
book— namely, that most of the patients are women.

Women have always been overrepresented in the taking of antidepressants, °

for at least two, and probably three, reasons. First, most depression occurs in

women. The best current understanding of this “gender difference is that it is-

bartly “biological” (broadly speaking, genetic, and in some way related to the
cyclicity of women'’s biological functions, hormonal differences, and perhaps a

stronger innate propensity to bond and therefore to suffer losses more deeply)
but more predominantly psychological, related to the stresses and losses in: -
women’s lives. We will consider a complex interactive model of the causes of -

mood disorder, in chapter 5 and elsewhere. Second, women seek help more
often than men do, so doctors see depressed women out of proportion to their
présence in the population. A third likelihood is that, all things being equal,
doctors may prescribe antidepressants somewhat more often for women than
they do for men.

Along with two women colleagues in public health, I once investigated
these issues by analyzing a sample of ninety thousand visits to doctors (not just
psychiatrists), representative of all visits to doctors’ private offices in the United
States in 1980—81. In that study, 6o percent of all office visits to a doctor,
for any reason, were by women. Sixty-four percent of visits for a psychiatric
diagnosis were by women. And 70 percent of visits in which therapeutic lis-
tening was employed were for women. Even so, we found that, controlling for
diagnosis and many other factors, a female patient visiting her physician for
mental-health care had a 28-percent chance of receiving a psychotherapeutic
drug, compared with a 24-percent chance for a virtually identical male patient.
My impression is that women are more likely to be listened to and more likely
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to be medicated—they are just more likely to be treated than are men, and
this is on top of any increased vulnerability to depression. (Rachel A. Schurman,
Peter D. Kramer, and Janet B. Mitchell, “The Hidden Mental Health Network:
Treatment of Mental Illness by Nonpsychiatric Physicians,” Archives of General
Psychiatry, vol. 42 {19851, pp. 89-94; Rachel A. Schurman, Peter D. Kramer,
and Janet B. Mitchell, “The Hidden Mental Health Network: Provision of
Mental Health Services by Non-Psychiatrist Physicians,” research report, sup-
ported by contract 2 32-81-0039 from Division of Health Professional Analysis,
DHHS, 1983.)

However, the minor mood disorders we will discuss in this book may be
different from major depression. There are some researchers who believe these
conditions—particularly “dysthymia,” a category we will turn to in chapter
6—are biologically most like manic-depressive illness, which occurs with equal
frequency in men and women, :

My sense is that the number of medicated women in my practice is influenced
by “medication-backup” referrals from women therapists whose caseloads are
predominantly women and who are sensitive to issues of biological treatment
for minor depression. In terms of the patients I see for both psychotherapy and
pharmacotherapy, a group that is more equally men and women, the gender
distribution of patients on medication is fairly even.

8 “People on the sidewalk ask me for directions!”: I have since heard this
identical report from other people on Prozac. In all cases, the medicine must
have stimulated the patient to display subtle cues of accessibility. None of these
people was manic or exhibitionistic. The alteration was subtle but thorough.

16  mental condition called “hyperthymia”: Even the term “hyperthymia™ is
sometimes used to refer to a rather extreme condition (see chapter 6). I am
borrowing the word to indicate a characteristic exuberance and quickness with-
out implying overexpansiveness.

19 But who had she been . . . if not herself: We do occasionally make such
claims. Here is a snippet of dialogue from Anne Tyler’s novel The Accidental
Tourist (New York: Alfred A. Knopf, 198s), p. 249. The first speaker is the
brother of a man who has been transformed by his interactions with a woman;
the second speaker, Macon, is the man transformed:

“You're not yourself these days. . . . Everybody says so.”
“I'm more myself than I've been my whole life long,” Macon told
him.

“What kind of remark is that? It doesn’t even make sense!”
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CHAPTER 2: COMPULSION

22 amagazine article I had written about psychopharmacology: “Is Everybody
Happy?,” Good Health Magazine, supplement to Boston Globe, October 7, 1990,

p- Ijﬂ:.

25 “for most of the day . . .”: American Psychiatric Associatilon, Diagnojtz'f
and Statistical Manual of Mental Disorders, 3rd ed., rev. (Washington, D(.iC..
American Psychiatric Association, 1987), p. 230 (DSM-H,I,—R). ‘(‘I turn tlo‘ ys’-,
thymia in detail in chapter 6.) The definitions of “obs.essmn and . compu SIOF,

as elements of OCD, are on p. 247; that of “obsessive compulsive persc;na :;y
disorder” (formerly “compulsive personality disorder”) on p. 356. ;nDtS I\e,I I;
scription of the personality disorder, I have ch.osen the lan‘guage 01d o

(1980, pp. 326—28) because it is more expressllve. The pat.lent wog eq .ny
fail to meet the criteria for DSM-III-R, which include certain other 1r.1tereft1 (gi
considerations, such as “inability to discard worn—'out or worthless ob;elcts .an.

“lack of generosity in giving time, money, (?r gifts wher.l .no pefrsona g?sl‘r; rlls
likely to result.” There have been changes 1r.1 the definition o conﬁau 18 ,)
obsession, OCD, and the related personality disorder between DSM-I (1980
and DSM-III-R (1987), and changes are anticipated for DSM-IV (m'procfress.).
Some of the instability in diagnosis is due to a new focus on these disorders in

light of their responsivity to medication.

28 I raised the dose: The majority of patients Wl’.lO .respond do so on twent(}i/
milligrams per day. Prozac has a long half-life—it '1s degraded a.nﬁ excret.eS
only slowly by the body. As a result, the patient taking twenty mil 1gr';1(mshl R
in effect, on a low dose for a number of days; it is often not. for two wee sft ;:t
the therapeutic level has been reached in the blood and br'tim, the result of ¢ .e
residual contributions of early doses added together. (With most other aitl—
depressants, it is necessary to give a low dose for 2 few. dz?ys, ar.ld then, tv;v :
the body is acclimated, to add more. Someone takmg imipramine m:;y :lg )
with twenty-five or fifty milligrams and end up needing two or three hundre
mIH’II'ghr:r?rlsa:zlfla};t)Llrer of Prozac made the brilliant markeFing decision at first
to manufacture only one form of Prozac, the twenty-milll.gram capsule.‘ Then
all doctors could be taught to dose their patients with' one p.111 a day'~so 51rr.1p.le,
as the pharmacists say, that even an internist can do it. This marketing decision
was one factor in the enormous popularity of Prozac.

In fact, different patients do respond to different doses. For thf)se .prone to
anxiety, twenty milligrams may be a high starting dose. Psychiatrists soon
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