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The Conventional 

Narrative

The introduction of chlorpromazine into

asylum medicine in 1955 “initiated a

revolution in psychiatry, comparable to the

introduction of penicillin in general

medicine.”

--Edward Shorter, A History of Psychiatry



DSM III was the “book that changed everything.”

—Jeffrey Lieberman, American Psychiatric Association 

President



The Disease Model

“The major psychiatric illnesses are diseases. They should be

considered medical illnesses, just as diabetes, heart disease,

and cancer are.” The thought was that each “different illness has

a different specific cause . . . There are many hints that mental

illness is due to chemical imbalances in the brain and that

treatment involves correcting these chemical imbalances.”

Nancy Andreasen

Editor-in-Chief of the American Journal of Psychiatry

The Broken Brain, 1984



The Globalization of the Disease 

Model

• Major disorders are diseases of the brain.

• Psychiatric drugs are highly effective and safe. 

• Psychiatric disorders are under-diagnosed and 

under-treated.



Validating the Disease Model: The Chemical 

Imbalance Theory of Mental Disorders

1981: “Researchers believe clinical depression is caused by a

chemical imbalance in the brain.” University of Chicago psychiatrist

Herbert Meltzer, in interview with Associated Press.

1988. Antidepressants “restore the chemical imbalance scientists

have linked to many depressions.” John Talbott, former president of

the American Psychiatric Association (APA), in interview with the St.

Petersburg Times.

2001: “We now know that mental illnesses--such as depression or

schizophrenia--are not ‘moral weaknesses’ or ‘imagined’ but real

diseases caused by abnormalities of brain structure and imbalances of

chemicals in the brain.” -- APA President Richard Harding, in article in

Family Circle magazine.



.

2001: Antidepressants “restore brain chemistry to normal.” Future

APA President Nada Stotland, in Family Circle magazine.

2005: A psychiatrist is a “specialist specifically trained to diagnose

and treat chemical imbalances.”--APA press release.

2005: “Antidepressants may be prescribed to correct imbalances in

the levels of chemicals in the brain.” APA’s “Let’s Talk Facts About

Depression” brochure.

2014: “Research has shown that imbalance in neurotransmitters like

serotonin, dopamine and norepinephrine can be corrected with

antidepressants.” --National Alliance on Mental Illness.



Data That Challenges the Common Wisdom: 

The Astonishing Rise in the Number of People 

Disabled by Mental Illness
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United Kingdom, 1998-2014

In thousands

Claims for sickness and disability 

benefits owing to mental illness in 

UK

Source: S. Viola, J. Moncrieff. “Claims for sickness and disability benefits owing to

mental disorders in the UK: trends from 1995 to 2014.” BJPsych Open 2 (2016):18-24
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Disability Due to Mental Disorders in 

Australia, 1990-2011
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Disability Due to Psychiatric Disorders 

in New Zealand, 1991-2010
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Percentage of All New Disability Cases in 

Sweden That Are Due to Mental Illness
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The chemical imbalance theory of depression arose in

1965, after researchers discovered that

antidepressants upped the activity of serotonin (and

norepinephrine) in the brain, and antipsychotics

blocked dopamine activity. This led researchers to

hypothesis that depression might be due to too little

serotonin and psychosis might be due to too much

dopamine.

Investigating the Chemical Imbalance Hypothesis



What Science Revealed About the Low 

Serotonin Theory of Depression

“Elevations or decrements in the functioning of

serotonergic systems per se are not likely to be

associated with depression.”

--NIMH, 1984

J. Maas, “Pretreatment neurotransmitter metabolite levels and response to 

tricyclic 

antidepressant drugs.” Am J Psychiatry 141 (1984): 1159–71. 



“There is no clear and convincing evidence that

(serotonergic) deficiency accounts for depression; that

is, there is no real (serotonin) deficit.”

--Stephen Stahl, Essential Psychopharmacology, 2000



Dopamine Theory of Schizophrenia

“There is no compelling evidence that a lesion in the

dopamine system is a primary cause of schizophrenia.”

Stephen Hyman, Molecular Psychiatry, 2002

Chemical Imbalance Theory of Mental Disorders (in

general)

“We have hunted for big simple neurochemical explanations

for psychiatric disorders and have not found them.” Kenneth

Kendler, Psychological Medicine, 2005.



Rest in Peace: The Chemical Imbalance Theory 

of Mental Disorders 

“In truth, the chemical imbalance notion was always a kind of

urban legend, never a theory seriously propounded by well-

informed psychiatrists.”

--Ronald Pies, July 11, 2011 in Psychiatric

Times



A Paradigm for Understanding 

Psychotropic Drugs
Stephen Hyman, former director of the NIMH, 1996:

• Psychiatric medications “create perturbations in neurotransmitter

functions.”

• In response, the brain goes through a series of compensatory

adaptations in order “to maintain their equilibrium in the face of

alterations in the environment or changes in the internal milieu.”

• The “chronic administration” of the drugs then cause “substantial and

long-lasting alterations in neural function.”

• After a few weeks, the person’s brain is now functioning in a manner

that is “qualitatively as well as quantitatively different from the normal

state.”

Source: Hyman, S. “Initiation and adaptation:  A paradigm for understanding psychotropic drug action.” 

Am J Psychiatry 153 (1996):151-61. 
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The “Chemical Imbalance” 

Paradox
• Investigators have not found that a characteristic

“chemical imbalance” is the biological cause of

any major mental disorder.

• Investigators have found that psychiatric drugs

induce compensatory changes in the brain that

create a “chemical imbalance” in the brain, and of

the type hypothesized to cause the mental

disorder in the first place.



Investigating the Epidemic

1. How do psychiatric medications affect the long-

term course of major mental disorders?

2. Where are all the bipolar patients coming

from?



The Evidence for Antipsychotics

Short-term Use

Antipsychotics reduce target symptoms of a disorder better

than placebo in six-week trials.

Long-term Use

In relapse studies, those withdrawn from the medications

relapse at a higher rate than those maintained on the

medications.



What’s Missing From The Evidence 

Base?

A. It does not provide evidence that medications

improve the long-term course of schizophrenia (or

other psychotic disorders,) particularly in regard to

functional outcomes.

B. The relapse studies reflect risks associated

with drug-withdrawal effects, rather than just the

return of the natural course of the disorder.



Recognition that the Evidence Base For 

Long-term Use of Antipsychotics is 

Lacking
“After fifty years of neuroleptics, are we able to answer

the following simple question: Are neuroleptics effective

in treating schizophrenia? [There is] no compelling

evidence on the matter, when ‘long-term’ is considered.”

And:

“If we wish to base psychiatry on evidence-based

medicine, we run a genuine risk in taking a close look at

what has long been considered fact.”

--Emmanuel Stip, European Psychiatry

(2002)



Discharge and Stay-well Rates for 

Schizophrenia-Spectrum Patients in U.S., 

1945-1955
Discharge Rates

• At Warren State Hospital in Pennsylvania, 62% of first-episode

psychotic patients admitted from 1946 to 1950 were discharged

within 12 months.

• At Delaware State Hospital, 85% of 216 schizophrenia patients

admitted between 1948 and 1950 were discharged by the end of

five years.

Stay-Well Rates

• In the Warren State Hospital study, 73% were living in the

community at the end of three years.

• In the Delaware Hospital study, 70% were living in the community

six years or more after initial hospitalization.
Source:  Cole, J. Psychopharmacology (1959): 142, 386-7.  



The First Hint of a Paradox

NIMH’s First Followup Study (1967):

At the end of one year, patients who were

treated with placebo upon initial

hospitalization “were less likely to be

rehospitalized than those who received any

of the three active phenothiazines.”

Source: Schooler, C. “One year after discharge.” Am J of Psychiatry 123 (1967):986-95.



A Retrospective Comparison of 

Outcomes in Pre-Drug and Drug Era

Relapse Rates Within Five Years of Discharge

1947 cohort: 55%

1967 cohort: 69%

Functional Outcomes

1947 cohort: 76% were successfully living in the

community at end of five years

1967 cohort: They were much more “socially dependent”--

on welfare and needing other forms of support--than the

1947 cohort.
Source: Bockoven, J. “Comparison of two five-year follow-up studies,” Am J Psychiatry 132 (1975): 

796-801.



Three Studies in the 1970s All Produce 

the Same Surprising Result

1. 

In the 1970s, the NIMH funded three studies, one to three years on

length, that compared outcomes for first-episode (or early-episode)

patients treated conventionally with antipsychotics to patients treated

with a drug-use protocol that sought to limit initial use of the drugs, and

also limit longer-term use. In each instance, the “experimental” group

had better outcomes, and those who never went on the drugs at all

during the study had the best long-term outcomes.

Source: Rappaport, M. “Are there schizophrenics for whom drugs may be unnecessary or 

contraindicated?” Int Pharmacopsychiatry 13 (1978):100-11. “Treatment of acute psychosis without 

neuroleptics.” J Nerv Ment Disease 191 (2003):219-29. Carpenter, W. “The treatment of acute 

schizophrenia without drugs.” Am J Psychiatry 134 (1977):14-20.



William Carpenter Poses a Question 

“There is no question that, once patients are placed on

medication, they are less vulnerable to relapse if maintained

on neuroleptics. But what if these patients had never been

treated with drugs to begin with? . . . We raise the possibility

that antipsychotic medication may make some schizophrenic

patients more vulnerable to future relapse than would be the

case in the normal course of the illness.”

Source: Carpenter, W. “The treatment of acute schizophrenia without drugs.” Am J Psychiatry 134 

(1977):14-20.



The Dopamine Supersensitivity 

Theory
The Mechanism: 

Antipsychotics block D2 receptors in the brain. As a compensatory 

response, the brain then increases the density of its D2 receptors by 

30% or more.

The Consequence:

Two Canadian investigators at McGill University, Guy Chouinard and

Barry Jones, reasoned that this made the patient more biologically

prone to psychosis, and to worse relapses upon drug withdrawal.

“Neuroleptics can produce a dopamine supersensitivity that leads to

both dyskinetic and psychotic symptoms . . . An implication is that the

tendency toward psychotic relapse in a patient who has developed

such a supersensitivity is determined by more than just the normal

course of the illness.”
Source: Chouinard, G. “Neuroleptic-induced supersensitivity psychosis,” Am J Psychiatry 135 (1978):

1409-10; and “Neuroleptic-induced supersensitivity psychosis,” Am J Psychiatry 137 (1980): 16-20.



The Evidence Since 1980

• Cross-cultural studies

• MRI findings

• Prospective longitudinal studies

• Randomized study



WHO Cross-Cultural Studies, 

1970s/1980s
• In both studies, which measured outcomes at the end of

two years and five years, the patients in the three

developing countries, India, Nigeria, and Colombia, had a

“considerably better course and outcome” than in the U.S.

and six other developed countries.

•The WHO researchers concluded that “being in a

developed country was a strong predictor of not attaining a

complete remission.”

• They also found that “an exceptionally good social

outcome characterized the patients” in developing countries.

Source: Jablensky, A. “Schizophrenia, manifestations, incidence and course in different cultures.” Psychological Medicine

20, monograph (1992):1-95.



Medication usage:

16% of patients in the developing countries were regularly

maintained on antipsychotics, versus 61% of the patients

in rich countries.

15-year to 20-year followup:

The “outcome differential” held up for “general clinical

state, symptomatology, disability, and social functioning.”

In the developing countries, 53% of schizophrenia

patients were “never psychotic” anymore, and 73% were

employed.

Source: Jablensky, A. “Schizophrenia, manifestations, incidence and course in different cultures.” Psychological

Medicine 20, monograph (1992):1-95. See table on page 64 for medication usage. For followup, see Hopper, K.

“Revisiting the developed versus developing country distinction in course and outcome in schizophrenia.”

Schizophrenia Bulletin 26 (2000):835-46.

WHO Findings, Continued



Nancy Andreasen’s MRI Study 

In 2003, Andreasen reported that

schizophrenia was a “progressive

neurodevelopmental disorder”

characterized by “progressive reduction in

frontal white matter volume.” This decline

in brain volumes was seen in MRI imaging

tests.

Source:  Ho, B. “Progressive structural brain abnormalities and their relationship to clinical outcome.” 

Arch Gen Psych 60 (2003):585-94.  



In 2003 and 2005, Andreasen reported that

this brain shrinkage was associated with a

worsening of negative symptoms, increased

functional impairment, and, after five years,

cognitive decline.

Source:  Ho, B. “Progressive structural brain abnormalities and their relationship to clinical outcome.” 

Arch Gen Psych 60 (2003):585-94.  Andreasen, N. “Longitudinal changes in neurocognition during 

the first decade of schizophrenia illness.” International Congress on Schizophrenia Research 

(2005):348. 



MRI Study in Macaque Monkeys

Finding:

• In macaque monkeys, treatment with either

haloperidol or olanzapine for 17 to 27 months led to

a “8-11% reduction in mean fresh brain weights”

compared to controls.

• The differences (in brain weights and brain

volumes) “were observed across all major brain

regions, but appeared most robust in the frontal and

parietal regions.”

Source:  Dorph-Petersen. “The influence of chronic exposure to antipsychotic medications on brain 

size before and after tissue fixation.” Neuropsychopharmaology (2005) 30: 1649-1661. 



In 2011, Andreasen reported that this

shrinkage was drug-related. Use of the old

neuroleptics, the atypical antipsychotics, and

clozapine were all “associated with smaller

brain tissue volumes,” with decreases in both

white and grey matter. The severity of illness

and substance abuse had “minimal or no

effect’” on brain volumes.

Ho, B. “Long-term antipsychotic treatment and brain volumes.” Arch Gen Psychiatry 68 (2011):128-

37.



Martin Harrow’s Long-Term Study 

of Psychotic Patients

Patient Enrollment

• 64 schizophrenia patients

• 81 patients with other psychotic disorders

• Median age of 22.9 years at index 

hospitalization

• Previous hospitalization

46% first hospitalization

21% one previous hospitalization

33% two or more previous hospitalizations

Source: Harrow M. “Factors involved in outcome and recovery in schizophrenia patients not on antipsychotic medications.” 

Journal of Nervous and Mental Disease 195 (2007):406-14.



Anxiety Symptoms of Schizophrenia 

Patients

Source: Harrow M. “Do all schizophrenia patients need antipsychotic treatment continuously throughout their lifetime? A 20-

year longtitudinal study.” Psychological Medicine, (2012):1-11.
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Cognitive Function of Schizophrenia 

Patients

Source: Harrow M. “Do all schizophrenia patients need antipsychotic treatment continuously throughout their lifetime? 

A 20-year longtitudinal study.” Psychological Medicine, (2012):1-11.
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Work History of Schizophrenia Patients

Source: M. Harrow. ”Pharmacological Treatment for Psychosis: Emerging Perspectives.” Presentation in 

Syracuse, NY, October 2, 2014.
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Psychotic Symptoms in Schizophrenia 

Patients  Over the Long Term
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Long-term Recovery Rates for  

Schizophrenia Patients
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“I conclude that patients with

schizophrenia not on antipsychotic

medication for a long period of time have

significantly better global functioning than

those on antipsychotics.”

--Martin Harrow, American Psychiatric

Association annual meeting, 2008



Global Adjustment of All Psychotic 

Patients
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Lex Wunderink’s Randomized Study of 

Long-term Outcomes

Study Design

• 128 stabilized first-episode psychotic patients who

had been stable for six months on antipsychotics.

(103 patients were still in the study at the end of

seven years.)

• Randomized either to a dose

reduction/discontinuation treatment, or to standard

antipsychotic treatment.

L. Wunderink. “Recovery in remitted first-episode psychosis at 7 years of follow-up of an early dose 

reduction/discontinuation of maintenance treatment strategy.” JAMA Psychiatry, published online, July 3, 2013.



Long-Term Recovery Rates
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Outcomes By Antipsychotic Use
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Long-term Outcomes in Denmark’s Opus 

Study
Study Design

• Initial cohort of 496 first-episode schizophrenia spectrum

patients diagnosed between 1998-2000. At time of

recruitment, patients had been on antipsychotics less than

12 weeks.

• At 10 years, there were 303 patients still in the study. There

were 121 who were “non-compliant” and had stopped taking

antipsychotics.

• There were no differences at baseline for the off-med and

on-med groups at 10 years, including baseline pathology

scores, premorbid social functioning, or duration of

untreated psychosis.
Wils, R. “Antipsychotic medication and remission of psychotic symptoms after a first-episode 

psychosis.” Schizophrenia Research. DOI: http://dx.doi.org/10.1016/j.schres.2016.10.030

http://dx.doi.org/10.1016/j.schres.2016.10.030
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A Call to Rethink Antipsychotics

“It is time to reappraise the assumption that

antipsychotics must always be the first line of treatment

for people with psychosis. This is not a wild cry from the

distant outback, but a considered opinion by influential

researchers . . . [there is] an increasing body of evidence

that the adverse effects of [antipsychotic] treatment are,

to put it simply, not worth the candle.”

--Peter Tyrer, Editor 

British Journal of Psychiatry, August 2012



A Model for Selective Use of 

Antipsychotics
The practice in Western Lapland, Finland (since 1992)

• First-episode patients are not immediately put on

antipsychotics. Instead, they are treated with intensive

psychosocial care, and benzodiazepines on an as-needed

basis, to help people sleep.

• As long as patients are getting better, antipsychotics are

not used. If, after several weeks, they are not improving, then

low doses of an antipsychotic are prescribed.

• After the medicated patients are stabilized, there is an

effort--after six months or so--to gradually withdraw them

from the medication.



Outcomes with Selective Use Of 

Antipsychotics



Long-term Outcomes in the 

Pre-Antidepressant Era

• Emil Kraepelin, 1921. Sixty percent of 450 patients

hospitalized for an initial bout of depression experienced

but a single bout of the illness, and only 13% had three or

more episodes in their lives.

• Horatio Pollock, New York State, 1931. In a long-term

study of 2700 first-episode depressed patients, more than

half never had another bout of depression that required

hospitalization, and only 13% had three or more episodes.

• Gunnar Lundquist, Sweden, 1945. In an 18-year study of

216 patients, 49% had only a single episode, and another

21% had only one other episode.



“Assurance can be given to a patient and to his

family that subsequent episodes of illness after

a first mania or even a first depression will not

tend toward a more chronic course.”

--George Winokur, Washington

University,

Manic Depressive Illness, 1969



Clinical Perceptions in Early 

Years of Antidepressant Use

• H.P. Hoheisel, German physician, 1966:

Exposure to antidepressants appeared to be

“shortening the intervals” between depressive

episodes.

• Nikola Schipkowensky, Bulgarian psychiatrist,

1970: The antidepressants were inducing “a

change to a more chronic course.”

Source: Van Scheyen, J.D. “Recurrent vital depressions,” Psychiatria, Neurologia, Neurochirurgia 76 (1973):93-112.



The Chronicity Worry is Tested

J.D. Van Scheyen, Dutch psychiatry, 1973:

After conducting a study of 94 depressed patients, he

concluded that “more systematic long-term antidepressant

medication, with or without ECT [electronconvulsive

therapy], exerts a paradoxical effect on the recurrent

nature of the vital depression. In other words, this

therapeutic approach was associated with an increase in

recurrent rate and a decrease in cycle duration.”

Source: Van Scheyen, J.D. “Recurrent vital depressions,” Psychiatria, Neurologia, Neurochirurgia 76 (1973):93-112.



An Episodic Illness Turns Chronic in 

the Antidepressant Era

National Institute of Mental Health Panel on mood disorders, 

1985: 

“Improved approaches to the description and

classification of [mood] disorders and new

epidemiologic studies [have] demonstrated the

recurrent and chronic nature of these illnesses, and the

extent to which they represent a continual source of

distress and dysfunction for affected individuals.”



Are Antidepressants Depressogenic 

Over the Long-Term?

“Antidepressant drugs in depression might be beneficial

in the short term, but worsen the progression of the

disease in the long term, by increasing the biochemical

vulnerability to depression . . . Use of antidepressant

drugs may propel the illness to a more malignant and

treatment unresponsive course.”

--Giovanni Fava, Psychotherapy and Psychosomatics,

1995



The STAR*D Trial Confirms That 

Depression Runs a Chronic Course Today

Source: Pigott, E. “Efficacy and effectiveness of antidepressants.” Psychother Psychosom 79 (2010):267-

79. 
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Depression in the Netherlands

(Over the course of ten years)
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Five-Year Outcomes in 

Canada
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One-Year Outcomes in WHO 

Screening Study for Depression
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NIMH’s Study of Treated vs. Untreated 

Depression

32%

9%
10%

1%
0%

10%

20%

30%

40%

Cessation of role function Became Incapacitated

Treated Untreated

Source:  W. Coryell. “Characteristics and significance of untreated major depressive disorder.” 

American Journal of Psychiatry 152 (1995):1124-29.



Tardive Dysphoria
“A chronic and treatment-resistant depressive state is

proposed to occur in individuals who are exposed to potent

antagonists of serotonin reuptake pumps (i.e. SSRIs) for

prolonged time periods. Due to the delay in the onset of this

chronic depressive state, it is labeled tardive dysphoria.

Tardive dysphoria manifests as a chronic dysphoric state

that is initially transiently relieved by -- but ultimately

becomes unresponsive to -- antidepressant medication.

Serotonergic antidepressants may be of particular

importance in the development of tardive dysphoria.”

-- Rif El-Mallakh, 2011 

Source: El-Mallakh, R. “Tardive dysphoria: The role of long-term antidepressant use in inducing chronic 

depression. Medical Hypotheses 76 (2011): 769-773. 



A Newly Published Study in 2017

“Poorer Long-Term Outcomes among Persons with Major 

Depressive Disorder Treated with Medication”

“Symptoms were more sharply elevated 9 years following

treatment including medication than treatment without medication .

. . This pattern suggests possible long-term iatrogenic effects of

antidepressants. For example, antidepressant medications may

recruit processes that oppose and eventually overwhelm short-

term benefits resulting in loss of efficacy, resistance to retreatment,

paradoxical effects, and withdrawal syndromes.”

Source:. Vittengl, J. “Poorer long-term outcomes among Persons with Major Depressive Disorder Treated 

with Medication.” Psychotherapy and Psychosomatics 86 (2017): 302-304



Gateways to Bipolar

• Illicit drugs (marijuana, cocaine, hallucinogens,

etc.)

• Stimulants and antidepressants

• Expanded Diagnostics



Yale Investigators Quantify the Risk of 

Conversion to a Bipolar Diagnosis with 

Antidepressant Use

Source: A. Martin. “Age effects on antidepressant-induced manic conversion,” Arch of

Pediatrics & Adolescent Medicine(2002) 158: 773-80.

Converters to a Bipolar Diagnosis

Age Not Exposed Exposed NNH

15-19 698 (4.8%) 1093 (10.9%) 16

20-24 390 (4.3%) 591 (7.6%) 31

25-29 333 (2.7%) 587 (6.2%) 29

15-29 1421 (4.1%) 2271 (8.3%) 23

Study design: Yale Investigators analyzed the records of 87,920 patients,

ages 0 to 29, initially diagnosed with an anxiety or non-bipolar mood disorder

from 1997-2001. The median follow-up time was 41 weeks. They reported on

the number of patients who converted to a bipolar diagnosis according to

whether they were “exposed” to an antidepressant.



Increase in Bipolar Diagnoses in United 

States, 1994 to 2003

1994-1995 2002-2003 Increase in rate

Youth (0-19 years) 25 per 100,000 1003 per 100,000 40-fold increase

20 years and older 905 per 100,000 1,679 per 100,000 85% increase

Number of office-based visits with a diagnosis of bipolar disorder

Source: Moreno, C. “National Trends in the Outpatient Diagnosis and Treatment of Bipolar Disorder in

Youth. “ Arch Gen Psychiatry (2007) 64: 1032-39.



In a survey of members of the Depressive

and Manic-Depressive Association, 60

percent of those with a bipolar diagnosis

had initially fallen ill with major depression

and had turned bipolar after exposure to an

antidepressant.

Source: R. El-Mallakh. “Use of antidepressants to treat depression in bipolar disorder.” Psychiatric 

Services 53 (2002): 58-84. 



Fred Goodwin, former director of the National

Institute of Mental Health, 2005:

“If you create iatrogenically a bipolar patient, that

patient is likely to have recurrences of bipolar

illness even if the offending antidepressant is

discontinued. The evidence shows that once a

patient has had a manic episode, he or she is more

likely to have another one, even without the

antidepressant stimulation.”



The NIMH Mounts a Study to 

Assess Long-term ADHD 

Outcomes
• Known as the Multisite Multimodal Treatment Study of

Children With ADHD

• Hailed as the “first major clinical trial” that the NIMH had

ever conducted of “a childhood mental disorder.”

• At outset, the investigators wrote that “the long-term

efficacy of stimulant medication has not been

demonstrated for any domain of child functioning.”

• Diagnosed children were randomized to one of four

treatment groups: medication alone, behavioral therapy,

medication plus behavioral therapy, or routine community

care.



14-Month Results from 

NIMH’s MTA Study

At end of 14 months, “carefully crafted medication

management” had proven to be superior to behavioral

treatment in terms of reducing core ADHD symptoms.

There was a hint that medicated children also did better

on reading tests.

Conclusion: “Since ADHD is now regarded by most

experts as a chronic disorder, ongoing treatment often

seems necessary.”

Source: The MTA Cooperative Group, “A 14-month randomized clinical trial of treatment strategies 

for attention-deficit/hyperactivity disorder, “ Archives of General Psychiatry 56 (1999):1073-86. 



At the end of 36 months, “medication use was a

significant marker not of beneficial outcome, but of

deterioration. That is, participants using medication in the

24-to-36 month period actually showed increased

symptomatology during that interval relative to those not

taking medication.” Medicated children were also slightly

smaller, and had higher delinquency scores.

Source: Jensen, “A 3-year follow-up of the NIMH MTA study,” J Amer Academy of Child & 

Adolescent Psychiatry 46 (2007):989-1002. 

Three-Year Results from NIMH’s MTA 

Study



Six-Year Results from MTA 

Study

At end of six years, medication use was “associated

with worse hyperactivity-impulsivity and oppositional

defiant disorder symptoms,” and with greater

“overall functional impairment.”

Source: Molina, “MTA at 8 years,” J Amer Academy of Child & Adolescent Psychiatry 48 

(2009):484-500. 



Western Australia’s Long-Term 

Study of ADHD Drugs, 2009

• Medicated ADHD children were ten times more likely than

unmedicated ADHD children to be identified by teachers as

performing below age level in their school work.

• A small effect size showed worse ADHD symptoms in the

medicated group.

• Medicated children had elevated diastolic blood pressure.

• Conclusion: Medication does not translate into long-term

benefits to the child’s social and emotional outcomes, school-

based performance, or symptom improvement.

Source: Western Australian Department of Health, “Raine ADHD study: Long-term outcomes associated with stimulant 

medication in the treatment of ADHD children,” 2009.



Study of Long-Term ADHD Outcomes in 

Quebec, Canada (2013)

Medication use is associated with:

• Increase in unhappiness and a deterioration in relationship with

parents, particularly among girls.

• Increase in anxiety and depression among girls.

• Some evidence of “deterioration in contemporaneous educational

outcomes including grade repetition and mathematics scores.

• Over the long term, “increases in medication use are associated

with increases in the probability that boys dropped out of school

and with marginal increases in the probability that girls have ever

been diagnosed with a mental or emotional disorder.”

Source: J. Currie.“Do stimulant medications improve educational and behavioral outcomes for 

children with ADHD?” NBER working paper 19105, June 2013.



Summing Up The Evidence in 

2012
“Attention-deficit drugs increase concentration in the short term,

which is why they work so well for college students cramming for

exams. But when given to children over long periods of times,

they neither improve school achievement nor reduce behavior

problems . . . to date, no study has found any long-term benefit of

attention-deficit medication on academic performance, peer

relationships, or behavior problems, the very things we would

want most to improve . . . The drugs can also have serious side

effects, including stunting growth.”

--Alan Sroufe, professor emeritus of psychology at the University

of Minnesota

Source: New York Times, “Ritalin Gone Wrong,” January 28, 2012.



United Nations Report:  We Need a 

Revolution in Mental Health
“There is now unequivocal evidence of the failures of a

system that relies too heavily on the biomedical model of

mental health services, including the front-line and

excessive use of psychotropic medicines, and yet these

models persist. This pattern occurs in countries across the

national income spectrum. It represents a failure to

integrate evidence and the voices of those most affected

into policy, and a failure to respect, protect and fulfill the

right to health.”

— Dainius Pūras, UN Special Rapporteur on the right to

health

June 6, 2017


