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  About the Book


  How often do we hear ourselves say ‘I can’t cope’, ‘I’m going mad’, ‘I’m losing my mind’? Despite all the advice on offer to us today, how often do we struggle to maintain a healthy mental attitude in the face of seemingly endless pressure?


  Now, in Staying Sane the eminent psychiatrist and broadcaster, Dr Raj Persaud, cuts through the myths and taboos surrounding the subject of mental health to offer proven strategies and advice for achieving and maintaining a balanced, positive attitude, regardless of the stresses and strains of daily life. As he confronts crucial issues – such as the meaning of happiness and the importance of emotional intelligence – he aims to strengthen both your mind and your relationships, and reduce your vulnerability to debilitating conditions such as depression.


  Passionately argued, and supported by a wide range of fascinating case histories, questionnaires and the very latest scientific research, this is an invaluable, twenty-first century survival handbook – and the ultimate self-help guide to staying sane.
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  If I am sane, it is entirely because of my lovely wife Francesca.


  This book is dedicated to her.


  AUTHOR’S NOTE


  Therapeutic work with patients often hinges on the precise form of words used in a session. Yet in this book I communicate ideas in a way so candid as to risk unnerving some people. I do this not because I wish to provoke, but to cut through jargon and go for the essence of what needs to be done to maintain mental health. We can only act when our options are clear, so I believe that the value of words in therapeutic practice lies in their ability to lead to action and change. If in trying to set out the possibilities available to us I risk upsetting some, I hope that the benefit in stimulating debate of this neglected subject may compensate for this.


  The questionnaires in this book have been carefully designed and are an authentic representation of the tests psychologists use to assess personality. However, because of space requirements, they are shortened versions. The scoring analysis should not be taken as a definitive judgement, but as a rough guide to help improve your self-understanding.


  The case histories used throughout this book have had significant personal and clinical details changed to protect the identities of those concerned. In addition, as well as cases I have dealt with personally, I have also used situations which commonly occur in my NHS clinic, and have amalgamated disparate aspects into each case. Any apparent resemblance to a specific person is accidental and unintended.


  The superscript numbers in the text refer to referenced research publications which are detailed at the back of the book. The interested reader is invited to pursue these references if they  would like to take their study of this fascinating subject further. I hope I will be forgiven for not detailing the methodology involved in the several hundred academic papers I have drawn on, as this would have distracted the general reader from the main thrust of my arguments.


  I hope my academic colleagues will not be suspicious of my attempt to communicate these ideas to a wider audience. Psychiatry is suffused with uncertainty, but I believe that although precise data is absent or – in many cases – the necessary experiments have simply not been done, this does not mean that an informed opinion is devoid of value.


  The public need to know now what they can do to preserve and enhance their mental health. While we wait for the much-needed research to be done (and given the dearth of academic work in the area of preventive psychiatry, we might be waiting for decades) this book attempts to provide as comprehensive a guide as possible to the current state of scientific knowledge of the subject.


  A note about the organization of the book. Every chapter, with the exception of Chapters 2 and 10, deals with a particular issue central to mental health. Chapter 2 (‘Am I Insane – or is it Everyone Else?’) in contrast reviews the philosophical and academic issues central to defining mental health; however, the non-clinician or non-academic reader can safely skip this chapter without missing the essential advice on how to preserve mental health.


  I hope therefore that the book will be appraised in the spirit in which it is offered-as an attempt to help people help themselves.


  ACKNOWLEDGEMENTS


  Without the support of my wife, parents, sister and brother, the prospect of writing a book based on an original and controversial idea would have proved too daunting. My mother and father-in-law as well as two sisters-in-law also gave me much-needed encouragement to keep going.


  I am grateful, too, to my secretary at the Bethlem and Maudsley Hospitals, Sheila Banks – a much better psychiatrist than I ever will be! Sheila keeps me sane by ensuring that the stressful working conditions of practising adult and community psychiatry as a Consultant in the British National Health Service do not discourage me.


  While a lecturer at the Institute of Psychiatry at the University of London, I have had the privilege of working with some of the most eminent psychiatrists in the world. Professor Sir David Goldberg introduced me to the fact that most mental illness never reaches the attention of psychiatrists; Professor Isaac Marks acquainted me with the idea that patients could learn to treat themselves even for serious psychiatric illness; Professor Robin Murray stimulated my interest in prevention by suggesting the possible importance of good obstetric care in averting adult psychiatric illness caused by subtle brain damage; Professor Gerald Russell, who first properly described Bulimia Nervosa, taught me to scrutinize how research might actually benefit our patients; Jim Birley, past President of the Royal College of Psychiatrists, encouraged me to communicate complex psychiatric ideas to a wider audience, while Professor Stuart Checkley gave me the opportunity to see patients too  afraid of visiting a psychiatric hospital, by arranging for me to consult at ground-breaking psychiatric clinics in General Practice.


  Cathy Drysdale and Annette Wells, who kindly pilot me through the demanding All in the Mind Radio 4 series, showed me that saying the truth about mental health is what the public still wants, no matter how unpalatable that might be; Roger Highfield, of the Daily Telegraph, Steve Farrar of the Times Higher Educational Supplement and Caroline Roux of the Guardian, guided my writing for the national press to focus on what the community really needs to know and not what professionals deign to tell them; Sally Flatman, Hilary McLennan, David Berry and Rami Tzabar of the BBC persevered in teaching me how to popularize academic ideas.


  I am particularly grateful to the team at Transworld Publishers, especially Brenda Kimber and Patrick Janson-Smith, and to my literary agent, the wonderful Maggie Pearlstine and her hardworking team who were the inspiration and driving force behind this new revised and updated edition.


  The community psychiatric nurses in my team – Asha, Pauline, Iqbal and Sandra – have taught me more than any textbook. But I owe most to my patients, who on a daily basis tolerantly continue my education in mental health.


  Show me a sane man and I will cure him for you.


  C. G. Jung


  Observer, 19 July 1975


  INTRODUCTION


  
    ‘Know your limits, and then destroy them.’

  


  ‘I’M LOSING IT’, ‘I can’t cope’, ‘I’m going round the bend’ – how often have any of us cried out such words to ourselves?


  Nearly everyone I have met has admitted to feelings like these. Indeed, many of the famous and apparently self-assured people I have come into contact with as a result of my press column and broadcasting have confessed to me privately fears about their sanity and about how difficult it seems to maintain positive mental health in the face of pressure.


  As with anyone, these feelings may have been triggered by a specific event – a divorce or job loss, for example – or simply have crystallized over time, because of some long-term difficult situation, or even the cumulative effect of daily irritations.


  Worries about mental health are widespread, and yet, even nowadays, there is still a stigma attached to mental ill-health. While sharing misgivings about your physical state of health is socially acceptable, it is virtually taboo to discuss apprehensions about sliding into mental illness. Just imagine what the reaction would be if you responded to a conversational ‘How are you?’ with ‘Feeling extremely pressurized, thanks, but the doctor’s given me pills to cope with my aggression’. Time after time I come across the belief that the sufferer is alone in his or her concern – precisely because of the stigma attached to discussing these issues.


  Another problem is that the area of mental health is dogged by the stigma that its advocates are merely suggesting simplistic  ‘positive thinking’. Do you believe your spouse’s enthusiastic praise for your new outfit while they wear a blank expression, or a friend’s insistence, whilst checking her watch, that she enjoys your company? Phoney reassurance is common (we know because we give it all the time) but startling new research from the University of Virginia has found that the depressed are better able to detect phoniness in others than the non-depressed.1


  Indeed the new research suggests it is the relative inability of the happy to see the true negative attitudes which others constantly cover up that explains why they don’t get depressed. It’s not that depressed people see the world too negatively: the happy see it too positively. This view is encapsulated in the popular saying ‘An optimist is someone who doesn’t possess all the facts.’


  Freud first suggested this theory more than seventy years ago when he argued that it takes a certain amount of depression for a person to ‘be accessible to truth’ about himself and his place in the world. Now this controversial position – that depressed people are ‘sadder but wiser’ – has at last received strong experimental backing.


  The recent University of Virginia experiment involved getting the views of subjects on paintings they were shown. When they expressed a strong dislike for a particular painting, they were then introduced to the painter of the actual picture they detested (though when they first expressed their opinion they didn’t know this was going to happen).


  Faced with the painter, they did what we would all do – they lied through their teeth and emphasized all the positive things they could think of to say about the art. Videotapes of this phoney praise, alongside examples of genuine compliments, were then shown to depressed and non-depressed people, who had to decide where the phoniness was occurring.


  The surprising result was that the depressed were much better than the non-depressed at detecting deception and reading true feelings; in particular they are much more accurate at discerning how people really feel when they are giving insincere false reassurance.


  One theory is that depressed people may be better at spotting phoniness because they have encountered in their lives more insincerity than the happy – in fact this might be why they got depressed in the first place! Research has indeed found we tend  to be better at spotting the kind of lie we are most used to encountering.


  For example, people often behave in a particularly ingratiating way towards a physically attractive person in order to try and kindle friendship through flattery: because they desire a relationship they are more motivated to be toadying in an attempt to build this affiliation. But due to their increased experience of fawning, attractive people might be better at spotting it than the unattractive, who are so unused to it they haven’t learned how to detect such manipulation.


  Indeed the University of Virginia team found that the attractive are better at spotting the kind of phoney flattery most often used to try and manipulate beautiful people. So if you are better at detecting phoniness perhaps this is a sign that you have more experience of it, and maybe the depressed have had particularly unfortunate experiences of being lied to.


  Another theory is based on the fact that because the depressed always imagine the worst, they look for clues in body language that the positive messages people are superficially sending may not be the full truth. Psychological experiments have found that the depressed notice a lot more details of others’ behaviour than the non-depressed. For example, they notice small social faux pas much more than the happy.


  The cheerful may be more willing to take what is being said to them at face value, because their good mood means they can’t be bothered to worry about what else may be going on in another’s mind. Given how much effort it might take during a conversation to focus not just on what is being said to you, but to examine every other aspect of body language to check for discrepancies, it may only be the depressed who are motivated to make such an effort. Their motivation comes from their fear that whoever they are speaking to could hold secret negative attitudes towards them, or even be plotting against them. Previous research has found that depressed people ask more probing questions and in particular appear in conversations to be trying to find out what makes the person they are talking to ‘tick’.


  One possible side-effect of this tendency is that others may find it exhausting talking to the depressed due to their tendency to ‘interrogate’ in conversation, so depressed people gradually find themselves losing friends and becoming more socially isolated, which in turn exacerbates the depression. Indeed  depressed people could be inadvertent victims of a vicious spiral of their own devising. Because they ‘grill’ rather than indulge in casual conversation, others are impelled to lie more in response, rather than always revealing what they think, so the depressed experience more lying and so become better at spotting it than others.


  The happy, on the other hand, banter more with small talk and so do not put people under such pressure to talk deeply about what they think, feel or believe. So the cheerful don’t experience as much lying from others, because they are not so curious about what others really think in the first place.


  Perhaps deep down they know the truth might be ugly – and maybe that is how the rest of us protect ourselves from depression.


  So are there ways of learning to cope with the world as it really is, not blinding ourselves to reality yet maintaining our mental health? This is one of the central conundrums of mental health that this book attempts to resolve.


  In my book I want to break down the taboo on this subject and put maintaining and improving mental health as prominently on the public agenda as public health campaigns have put preserving physical health. I aim to make getting into shape apply as much to your mental as your physical well-being; in fact, I believe that once you know how, it is in many respects easier to stay sane than it is to remain in physical shape.


  Unlike many other self-help books, Staying Sane focuses on prevention and is aimed at people who would think of themselves as largely well – people like you or me. It explains to a general audience the tactics most likely to help you prevent the onset of psychological problems. In writing this book I have drawn on the latest international research in preventive mental health care, as well as lessons learned from my fourteen years working as a psychiatrist at the Bethlem Royal and Maudsley Hospitals in South London.


  I should say now that the very belief that you can prevent mental illness is extremely controversial. Perhaps one reason for my unusual perspective lies in the nature of my academic background. I gained a degree in psychology before going on to qualify as a medical doctor and then eventually attained membership of the Royal College of Psychiatrists. Few doctors or psychiatrists have qualifications in psychology, and fewer still  psychologists have formally trained in medicine or psychiatry.


  As a rough generalization, psychology is the study of the ‘normal’ mind, while psychiatry is more interested in an ‘abnormal’ mental state. Unfortunately, having carved up the world in this way, neither psychiatrists nor psychologists appear interested in the group of people who are moving from one category to the other. Instead, general psychologists largely study those who are mentally healthy while psychiatrists investigate those who are already mentally ill. But it seems to me that it is vitally important to predict who is going to change before it happens. We should focus on processes rather than states.


  My training in both psychology and psychiatry is relevant here as it has exposed me to the academic study of both the normal and abnormal mind.


  The starting point of preventing psychological problems is to be armed with information. While it is virtually impossible not to come across details about staying physically healthy – in everything from your daily newspaper to the labelling on supermarket foods – reliable facts on maintaining mental health tend to be buried in textbooks and academic journals.


  There may appear to be numerous books available to the general reader – publications of the ‘ten tips to deal with stress’ variety. Advice from these sources may offer short-term solutions for the mildly distressed or contain information not tested in clinical practice. As a source of guidance on prevention of serious problems, however, these books do not offer a way to achieve long-term mental health.


  On the physical side, most of us know that if you eat a balanced diet, watch your weight, exercise regularly, don’t smoke, drink moderately, get vaccinated, drive carefully and avoid fights and dare-devil sports, your bodily health is likely to remain good and you should be robust enough to ward off many illnesses.


  If you are not as physically robust as you would like to be, this is rarely because you do not know what to do. You may plead lack of time, but you cannot plead ignorance. In this age of wall-to-wall advice from media doctors, women’s magazines and health programmes, the problem is escaping from high-quality health advice, not getting it.


  But how easy is it to get guidance on what really influences  mental health? By this I don’t mean tips on relaxation or the catch-all direction to go and see a counsellor or psychotherapist. I mean advice you can follow yourself and which really can make a difference to your long-term mental health.


  A few years ago I presented a national BBC radio programme which involved asking members of the public: ‘What should you do to maintain your mental health?’ I went to a well-known London gym and interviewed a number of the health enthusiasts busily working out there. First, I asked them what they did on a daily basis to maintain their bodily health. Without exception they enthusiastically detailed their combination of physical work-outs and diet programmes (these descriptions were invariably so long they had to be severely edited before being broadcast).


  Then I asked the same question with regard to their mental health. The response was usually a blank look. Falteringly, a few people came up with things like: get a good night’s sleep; read a lot; try to take things easy – and that was about it.


  I drew three conclusions from this. First, the obvious one, that mental health is the poor relation of physical health as far as public awareness is concerned, even though psychological health is at least as important as physical health to a person’s well-being, if not more so. Secondly, even when people had ideas about how to stay mentally healthy, they were much more tentative as to whether these proposals worked in practice than they were about ways to keep physically fit. And thirdly, most of the notions they had, such as punching a pillow to release aggression, were ineffective and, in some cases, counterproductive.


  There is a deep irony in this imbalance of knowledge. Young to middle-aged people in the western world are in many cases far more at risk of deteriorating mental than physical health. In other words, the young, fit group I met in that London gym, who devote so much energy to perfecting their sit-ups, are in many cases statistically more vulnerable to suffering from psychiatric than physical illness.


  Here are just a few statistics:


  
    	Two-thirds of suicides are under 35 years of age.2

    



    	Young men are particularly vulnerable to suicide. The suicide rate among men aged between 25 and 44 years in England and Wales  rose by 33 per cent between 1980 and 19903 and by 85 per cent for men aged between 15 and 24 years. This dramatic rise of suicide rates in young men means that suicide is now one of the leading causes of loss of expected years of life through death. That is to say, an illness that leads to death in an older person shortens their expected life span by much less than death by suicide in a young person, who should normally have had many more years to live.

    



    	The average age when clinical depression begins is 30 years,4 with particularly high rates in younger married women with children.


    	More than one in five of the people reading this book will at some time in their lives suffer from an episode of clinical depression5 of the kind requiring psychiatric intervention.


    	20 per cent of adults suffer from psychiatric problems at any one time.6


    	48 per cent of adults will suffer from a psychiatric disorder at some time in their lives.7


    	At least 40 per cent of general practice consultations involve mental health problems.8


    	In any one week 10 per cent of adults are depressed.9


    	In Britain there are 5,000 deaths annually through suicide and more than 100,000 suicide attempts.10


    	At any one moment, one in ten young adults suffers from long-term personality problems.11 A personality problem is a troublesome aspect of your character which causes suffering in others or yourself.


    	At some time in their lives, one in four adults suffers from alcohol dependence and/or other drug abuse problems.12


    	One in five adults suffered from serious anxiety symptoms in the previous year.13

  


  These figures are in themselves a shocking testament to the prevalence of psychiatric problems. But it is perhaps even more sobering to realize that these disorders tend to strike young, fit adults. In contrast, the majority of the physical illnesses that  account for most disability tend to be the preserve of older people.


  Another irony, given the lack of preventive mental health care, is that while most mental illnesses are treatable, recovery is less certain and more problematic than from most common physical illnesses. The term ‘disability-adjusted year’ has been coined to measure just how much disability is caused by one illness as compared to another, i.e. for how long the illness and its effects occupy your time. According to a recent World Development Report, mental disorders exceed cancer and heart disease as a leading cause of such disability-adjusted life-years, accounting for 10.5 per cent of all such lost years in men and 8.3 per cent in women.14


  Unlike physical illnesses, in which the process of prevention is often straightforward – even intuitively obvious – avoidance and management of psychological problems often require strategies which are not so apparent – indeed, what most people would instinctively do to preserve mental health is often counterproductive. For example, the healing process for one of the most common psychological symptoms, anxiety, often requires you to use a strategy which seems unnatural: to stay with the thing or situation making you anxious and not avoid the problem, in other words to face your fear. One reason this is not the approach favoured by most people is that it invariably makes you feel worse in the short run, despite being better for you long term.


  Or take stress, where the natural response is again to withdraw. As I demonstrate later in this book, withdrawal and avoidance strategies have been shown to worsen mental health rather than improve or preserve it.


  Another reason why well-being and mental health are so difficult to attain is, as Harvard Professor of Psychology, Daniel Gilbert has recently discovered, that our ability to predict how good or bad we will feel after future events is surprisingly poor.15, 16, 17 One of his studies proving this involved Democrat and Republican voters in Texas. He compared how they predicted they would feel with how they then actually felt, after the right-wing George Bush Junior was elected a governor there. He found that Democrats felt surprisingly better about him than they thought they would, and Republicans were less enthused after the successful election than they were when Bush was just a possibility.


  In replication of this result, Gilbert asked more than 100 university professors how they would feel before and how they actually ended up feeling after they found out about an important promotion. Oddly, whatever happened in terms of success or failure, they were bad at predicting their future emotional state – those who achieved the sought-after promotion felt less happy than they’d expected to, and those who failed didn’t feel as bad as they’d predicted.


  Gilbert also found that those in serious long-term romantic relationships predicted they would feel much worse if the relationship broke up, than they actually did when the affiliations did finish. Indeed, in a period after the termination, there was no significant difference in happiness at all between those who suffered a falling out and those still in a relationship, despite the prediction that breaking up would cause much misery.


  Psychological research on how the general population reacts to a whole series of terrible events, like losing a child in a car accident, being diagnosed with cancer, becoming paralysed, or being sent to a concentration camp, has found that these problems have less impact on long-term happiness than anticipated.


  In the most spectacular experimental demonstration of this effect, big money national lottery winners were found not to be statistically significantly more happy than those paralysed following a major car accident, six months after each incident.


  This inability to anticipate correctly our emotional states after important events could be one of the most profound discoveries of modern psychology, because every major decision we make in life is based on an implicit prediction of how happy or sad the outcome will make us. So the decision to marry or divorce, or to become a lawyer rather than a trumpet player, hinges on which choice we think will bring the greater emotional rewards. But if every decision we make is based on this consistently flawed anticipation of our emotional state, then, Gilbert argues, it follows that we go through life frequently failing to make the right choices.


  Common examples of poor emotional forecasting are our tendency to marry the wrong person (we think we will be happier with them than we turn out to be), shopping for groceries on an empty stomach (we think we will eat more than we eventually do) and whenever we say ‘I’ll just have one chip’...


  While poor decision-making is an unfortunate side-effect of this phenomenon, the benefits are that this tendency seems to be  a kind of ‘psychological immune system’, wired into our minds, which protects us from feeling too terrible when bad things happen to us. This system battles every moment with all the bad things that happen to us, perhaps to ensure we don’t feel suicidal all the time.


  This psychological immunity partly works by the rationalizations we wheel out to cope with crisis, explains Gilbert. So when we are dumped by a girlfriend we eventually start thinking we never loved her that much anyway, and she was probably not right for us in the first place (when in fact she might be the best thing that could ever have happened to us). These rationalizations can be surprisingly powerful. Gilbert quotes the example of the man who narrowly lost the opportunity to franchise the first McDonald’s restaurant, and hence slimly missed the opportunity to become a billionaire, who noted many decades later, ‘I believe it turned out for the best.’


  We constantly overestimate the impact of events on our emotional lives because we exaggerate to ourselves how we think we would feel after a possible future event as a way of motivating ourselves. So we say, ‘If I fail the algebra test next week I will be doomed to a life of poverty and despair, so I’d better skip the party and stay at home and revise instead.’ In fact failing the test probably wouldn’t have such a bad impact on us, but if we didn’t think in this way, we wouldn’t be motivated to revise hard for it.


  We also tend to focus exclusively on the future event we are dwelling on, so we fail to consider everything else that might be going on in our lives then, which will also impact on our mood. While we imagine the next big promotion in our career will make us happy for ever, which is why we then make excessive sacrifices for the boss, we forget that, after the advancement, other aspects of life will continue as before. We will still get parking tickets and visits from the mother-in-law.


  If we become aware of precisely how bad we are at predicting how we will feel, this has major implications for treatments of our psychological problems. For example, if a phobic realized he wouldn’t feel quite as bad as he thinks he will when encountering a spider, he would stop being a spider phobic.


  The extreme implication of this work is that we could all choose to live on a kind of Zen planet where we declared, ‘It doesn’t matter what you do to me I will be OK anyway.’ Why  should any of us bother to do anything, like vote, if whoever gets in, or whatever the results of our actions, it seems to make little difference to our happiness? Gilbert hastens to correct this misapprehension – he isn’t saying events don’t make a difference to our happiness; just that they make less of a difference than we consistently imagine they will.


  However, we tend to avoid taking risks in life because we anticipate coping less well with disaster or failure than we really would, so this should encourage us to gamble more. Even if things don’t go as we hoped, we will probably cope with adversity better than we predict. Gilbert himself is an example of this less risk-averse attitude: he is probably one of the only professors at Harvard not to have got a high school diploma, because he dropped out of school, preferring to go travelling.


  But Gilbert himself acknowledges that clearly there are many people who end up feeling worse after bad events than can be accounted for by his research: after all, suicide and depression do occur after relationship breakdown and job loss. But Gilbert’s argument is that psychiatric disorder occurs when our psychological immune system malfunctions.


  Yet what is fundamentally provocative about his work is that it turns on its head our previous notion that it is the mentally ill who are deluded and irrational in their approach to the world. It now seems it is the sane who constantly rationalize away the bad things that happen to them, because their psychological immune system is constantly protecting them from reality.


  Later in the book we will discuss how to reconcile the deep problem at the heart of maintaining mental health, which is that what appears a beneficial tactic in one situation is unhelpful in another.


  Most people’s instinctive response when asked what they should do to stay sane is to suggest they should do less, avoid stress and relax more. The kernel of this advice is basically not to do what you are doing at the moment. But it is very difficult to change your routine like this. If we could only withdraw from the problems life throws at us, we might indeed feel better. Yet we are often so caught up in the web of demands upon us that suggestions like taking more time off are simply impracticable. Instead, the key to positive mental health and staying sane is how to deal actively with crisis, stress and difficulty.


  Given all those facts, one would think that prevention would be given higher priority in mental health care. Yet, whereas modern physical medicine has, since the 1940s, expended huge resources on preventive measures such as vaccination and public health campaigns, mental health care is still in the Dark Ages as far as prevention is concerned. For example, the distinguished British medical epidemiologist, Sir Richard Doll, whose work helped establish the link between lung cancer and smoking and who therefore has a deep interest in preventive health, has stated ‘...it will, I suspect, be many years before we can design a programme for the prevention of mental illness’.18


  One reason for this is that, whereas physical health is usually obvious to everyone, mental good health remains an unfamiliar entity – to experts as much as to the layman. Even one of the definitive textbooks on the subject, Prevention in Psychiatry, edited by a Professor of Psychiatry at the University of Cambridge and Principal Medical Officer at the British government’s Department of Health, states in its introduction, ‘In general, this volume does not deal with direct issues of positive mental health’.19


  The lay person’s confusion as to what mental good health is became clear during my interviews for the radio programme. For example, it was clear that people tended to view mental fitness, health and happiness as a single concept.


  In fact the three are quite different, mental fitness being something like IQ or cleverness, mental health being the ability to ward off mental illness, and happiness being a state of long-lasting, overall contentedness (although it is frequently confused with pleasure, a temporary sensation which results from a good thing happening in your life).


  There are many other misconceptions about mental health. One is that intelligence is more likely to lead to mental health. While there is some association between intelligence (or intellectual ability) and mental health, it is only moderate, and some studies suggest the reverse. For example, there is some evidence that those with a higher IQ are more prone to worry excessively.


  Dr Felix Post, a Consultant Psychiatrist formerly at the Maudsley Hospital, has studied world-famous men including scientists, composers, politicians, artists, intellectuals and writers, and concludes that anxiety and depressive psychiatric disorders (or, as he terms them, ‘neurotic characteristics’) were more  common in some groups of highly creative people than in the population as a whole.20 Other research has borne this out, leading to the suggestion that creativity and psychiatric abnormalities can be linked.21, 22, 23


  Post24 also found that in a study of 100 of the most eminent writers in recent centuries, 72 per cent suffered from depression, a similar figure to the 80 per cent which has been found for more recent prominent American writers.25 What is particularly intriguing about these findings is that they suggest that the most verbally expressive people in the world are prone to psychological problems. This is not what you would expect if you accepted the prevailing counselling/psychotherapeutic model of mental health that the ability to verbalize your problems is good for you.


  Post went on to ask whether psychiatric treatment to cure writers’ psychological problems would make them less creative. This raises the wider issue of trade-offs: preserving your mental health often requires trade-offs with other priorities in your life. It may be, for example, that the relentless ambition needed to become a top business executive produces, as a by-product, symptoms likely to weaken mental health. A less obvious tradeoff is the ability to lose an argument, as compromise is vital in maintaining relationships. Sometimes you can’t be both right and happy.


  Artistic types like Thomas Chatterton, John Keats, Lord Byron and Percy Shelley all lived dramatic lives, and died before the age of forty, so is it something to do with the creative process that shortens life spans?


  To answer this question Vincent Cassandro, a psychologist at the University of California at Davis, recently investigated over 2,000 eminent historical subjects from seven different disciplines. He found that the typical literary artist dies youngest – living to an average age of 62. Musicians and composers come next, with an average life expectancy of 65, followed by visual artists, performers and philosophers at 66 or 67, while scientists and inventors live longest of all, dying on average at the age of 68 or 69.26


  It can’t therefore be creativity in itself that shortens your life, as eminent scientists are, in their own way, just as creative as artists.


  It might be that the more artistic professions are associated  with greater financial precariousness. Even the most uninspired laboratory technician draws the kind of reliable salary that would make many struggling writers envious. Financial stability and security produce better living conditions and therefore longer life expectancy.


  But Cassandro’s research has called this explanation into doubt (besides the fact that his study was restricted to the famous, and eminent artists tend to earn significantly more than distinguished scientists) because he also focused on the life span of those who were active and successful in more than one field. A classic example of a person with versatile creativity is Leonardo da Vinci, famous for his work in the visual arts, the sciences and as an inventor. Clearly, not all of Cassandro’s subjects were versatile to this degree, but merely successfully dabbled in fields beyond their own.


  The results were startling – it seems that being a versatile scientist lowers your life span by almost ten years, in comparison to your non-versatile colleagues, while being a versatile writer will extend your life by about five years. So you might be a rich unstressed scientist, but by using the artistic side of your mind you would appear to dramatically reduce your life expectancy.


  The previously popular view was that the arts attracted those already predisposed to psychopathology: this explained their foreshortened lives as due to linked problems like suicide and substance abuse. While the sciences attract individuals low on impulsivity and high on logical thinking, the arts are more inviting to those who prefer a lack of structure and may be likely to have less ordered minds.


  But it now seems that by merely dabbling in other fields, you acquire the life span associated with them, and lose some of the harmful or protective factors involved in your primary discipline. It could be something intrinsic to the mental processes required by a field that affects the mind profoundly, and so health. Perhaps in the sciences there is a wider consensus on what counts as good work, producing less neuroticism and frustration about achieving recognition for your efforts than in the arts. Failure and success seem to be less beyond your personal control in the sciences than in the arts.


  So it appears you should be careful not only with what you mainly do, but with the content of your more peripheral  interests as well. Merely flirting with a new field could profoundly influence your life.


  One of the issues I discuss in a later chapter is that because many successful or high-achieving people (not just in terms of career or material gain, but also those who successfully raise a family) tend to get positive feedback for their achievements, they are likely to become preoccupied with that area of their lives, to the neglect of other aspects. You are, in fact, increasing your vulnerability to psychological distress by allowing your life to revolve around one issue.


  Given that much psychological distress follows a loss – particularly if the lost person, event, thing or activity is central to your life – if you were suddenly to lose that job, career, family, or relationship, you would be unlikely to survive unscathed mentally. The better positive mental health strategy is to ensure your life is complex, not simple. I will explain this in detail later in the book.


  If, for example, you have five interests rather than one – say, work, family, a sport such as tennis, a leisure activity such as the cinema, and a spiritual activity such as meditation or religion – losing one of the five is less likely to precipitate mental illness than if you had devoted yourself just to work, for example.


  Imagine losing something very important to you right now. Sometimes simply imagining your life without something you have come to take for granted helps you work harder to ensure you don’t lose it. Do you have other things in your life which would help compensate for the loss? If you don’t, beware – you have adopted a life path which leaves you particularly vulnerable to psychological problems.


  All too often I see in my NHS practice at the Maudsley people whose mental health has suffered because they have failed to adopt the simple preventive mental health strategy of seeking a balance in their lives. Of course, this doesn’t mean you should cram your life so full as to cause excessive stress!


  Psychologists have recently begun to wonder whether the reason why so many find it difficult to achieve the balanced more complex life we have been discussing is due partly to fundamental biological reasons. Surprisingly this is related to another fundamental question: why does the man who has everything – a wonderful career, trophy wife, adoring family – still so often risk everything for a casual affair? The worlds of sport, business and  politics (the Clinton affair has not yet faded from memory) are replete with examples of sex scandals wrecking the family lives or careers of otherwise highly successful men.


  New research into the role of the male sex hormone testosterone in enhancing the male competitive drive for dominance, yet at the same time contributing to the destruction of family life, promises to supply a biological answer for the first time.27


  Testosterone has long been linked with men’s drive for dominance over others, even when more passive compliance might be in their own best interests. For example, prison inmates who test high in testosterone levels are more likely to have committed violent crimes, engaged in criminal activity at an early age, been more dominant in prison, violated prison rules more often and been judged more severely by parole boards.


  Testosterone is related to a general sensation-seeking tendency. Sensation-seeking can have positive or negative effects depending on one’s social background and resources. Individuals low in socio-economic status often find that the most exciting things to do are illegal, while those from higher classes can find activities that are both stimulating and socially acceptable, like driving fast cars instead of stealing them, arguing instead of fighting, playing competitive sports instead of brawling.


  Although men usually have testosterone levels between twenty to forty times that of women, exactly how potent testosterone can be is demonstrated by studies which have found that testosterone measures increase in women with the status of their professions, and are higher in more aggressive women.


  In a 1995 study of female university students, testosterone was negatively associated with frequency of smiling, the absence of which is sometimes regarded as an indicator of dominance. Another study in the same year found that women testing high on testosterone had more sexual partners and claimed to need less commitment from a man before engaging in sex. There is also a well-established link between the amount of previous sexual experience a man has and his testosterone levels; this measure even predicts the amount he thinks about sex.28


  But as testosterone is found in much higher concentrations in men, has its effect on male behaviour previously been underestimated? Alan Booth and James Dabbs of Penn and Georgia State Universities published research in the early 1990s using 4,500 army veterans, revealing that men producing more  testosterone are less likely to marry and more likely to divorce. What was particularly startling about their research was the finding that testosterone levels did not have to be abnormally high to have a negative effect on marriage. Men with mid-range levels were more likely to report lower marital success than those with very low measures.29


  Booth and Dabbs found that men in the top third of the population for testosterone concentrations are 50 per cent less likely ever to get married. Those who do marry are 43 per cent more likely to get divorced, 31 per cent more likely to have separated temporarily because of marital strife, 38 per cent more likely to have had extramarital sex and 12 per cent more likely to have hit their wives.


  But now Allan Mazur and Joel Michalek from Syracuse University have developed this work further, and have published the results of their investigation into 2,100 Air Force veterans who received four medical examinations over a ten-year period. The main finding was that testosterone fell and remained low when the men got married, but rose with divorce, the rise in levels preceding by two years the divorce, and remaining high until three years after the break-up.30


  What is groundbreaking about their work is the finding that as testosterone appears to rise before the time of divorces, there is a strong suggestion that the changes in the man’s environment which cause these rises in testosterone may then make marital breakdown more likely. This change might be the man’s experience of dominance outside as well as inside the family home. Testosterone in non-human primates rises when males achieve or defend dominant positions, and falls when they are dominated.


  This link between testosterone, dominance and competition could mean that men with high testosterone levels tend to carry contentious competitive behaviour into their relations with the opposite sex. This would result in difficulty finding a spouse, so they may never marry; if they do marry they may be unable to sustain the relationship, and divorce, or may have a poor-quality marriage.


  Aggression and dominating behaviour are well suited to gathering and amassing resources, achieving and maintaining status, but, when unchecked, they are not conducive to the co-operation and mutual support essential to intimate heterosexual  relations. Sensation-seeking behaviour linked to testosterone may mean men with high testosterone become bored with marriage more quickly than others and seek out other partners, thus jeopardizing the relationship.


  But much male interpersonal behaviour is overtly or subtly concerned with managing dominance and subordination, and testosterone is the hormone most strongly linked to men’s position in a dominance hierarchy. Sports, quizzes, elections, criticism, competitions for promotion and academic jousting all involve men’s attempts at achieving domination or reconciling themselves to subordination.


  Previously research has found that athletes’ testosterone levels rise shortly before their sports matches, as if in anticipation of the competition. This pre-competition boost of the hormone may make the individual more willing to take risks and may improve co-ordination, cognitive performance and concentration – all effects produced by testosterone. For one or two hours after athletic competition the testosterone levels of winners are higher than those of losers; these results have been replicated in sports as different as tennis and wrestling.


  Intriguingly, the male involved has to regard winning as important, otherwise the rise in testosterone is lessened or does not occur at all. For example, when researchers were surprised that there was no rise in testosterone in winners or drop in losers of amateur judo competitions, they were told afterwards by their subjects that they did not take the matches seriously.


  The above results were obtained in physically taxing sports, but would they be replicated in the less vigorous competition of everyday social interaction and consequent changes in social status? Research has found that testosterone rises shortly before chess games, and in those who are challenged in the form of an insult, and testosterone levels of winners are higher than those of losers following chess matches.


  Similar effects occur among sports fans who are not themselves participants in the physical competition. Following the 1994 World Cup soccer tournament in which Brazil beat Italy, testosterone increased significantly in Brazilian fans who had watched the match on television, and decreased in Italian fans.


  It seems therefore that the act of competing for dominant status affects male testosterone in two ways: testosterone rises in the face of a challenge as if it were an anticipatory response to  impending competition, and after the competition, testosterone rises in winners and declines in losers.


  But a lifelong pattern of success, competition or challenge could lead to continuously higher levels of testosterone, which might in turn influence a testosterone-driven need to dominate, compete or grow restless in a marriage. Competitors with a previous history of success in their sport tend to have higher levels of testosterone after a competitive match than those with a previous history of losses, so the testosterone response to competition is to some extent determined by a history of previous success. This may go some way towards explaining why winning and losing streaks occur.


  The function of the elevated testosterone following a win and the drop in testosterone following a loss is not known. One possibility is that winners are soon likely to face other challengers: the high testosterone prepares them for this. The drop in testosterone among losers may encourage withdrawal from other challenges, thus preventing injury.


  But high-testosterone, aggressive behaviours are now seen by many social scientists as no longer functional in urban, industrialized cultures and in fact may be dysfunctional in terms of optimum psychological development. Teresa Julian and Patrick McKenry at Ohio State University found in a study of thirty-seven middle-aged men that lower testosterone levels were associated with better marital satisfaction and higher-quality parent-adolescent relationships.31 Perhaps a low testosterone-driven sex-role convergence is a very adaptive coping mechanism at mid-life for men, when to move towards such traditionally defined female traits as passivity, sensuality, nurturance, affiliation and expressiveness may benefit a marriage and family life.


  The implication of this new research is that to achieve a content family life, many married couples may now have to reconsider seriously the role of a career which encourages competitiveness in the man and so raises his testosterone levels, in turn endangering the marriage.


  Jeffrey Foss of the Department of Philosophy at Victoria University in British Columbia points out that chauvinists will rejoice at the finding that the will to compete is enhanced by testosterone. This produces a biological rationale for why men tend to dominate in society, if the drive to rule is determined by  testosterone, because practically every man has higher testosterone levels than any woman.


  But maybe, Foss contends, competitive spirit is not always an advantage, particularly where persistent concentration and continued co-operation are required. In his local school district Foss notes that among 109 secondary school scholarships, 71 went to girls and only 38 to boys. Yet boys led the girls in suspensions by a ratio of 78 per cent to 22 per cent. If the will to dominate, driven by testosterone, explains the greater tendency of males to misbehave and thus be suspended from school, it may also explain their poorer academic performance. So, Foss concludes, testosterone may be a mixed blessing, if a blessing at all.


  We will not be ignoring biological issues related to mental health in this book, but including the latest research on how to get your biology working for you.


  Indeed the fact that there only seems to be a moderate association between intelligence and mental health suggests that while intelligent people are clever enough to avoid some things which cause mental illness – they are perhaps less likely to lose their jobs or suffer the problems of low incomes – they are still not aware of the full picture, particularly the need to keep a balance to stay sane.


  Given that intelligence as measured by IQ tests is often not a good predictor of success in life and emotional health, psychologists have recently suggested that emotional intelligence (EQ rather than IQ) may be more relevant. Emotional intelligence is a measure of your ability to perceive correctly your own and others’ emotions, and to use this information shrewdly.32 Because the more emotionally intelligent person is better able to regulate their and others’ moods they are superior at understanding and managing themselves as well as others. Mental health is probably more closely determined by the kind of social intelligence as measured by the EQ scale below, than the intelligence measured by IQ tests.33


  To see how you score, try this quiz.34, 35, 36


  
    ARE YOU EMOTIONALLY INTELLIGENT?

    THE EQ SCALE


    Each statement is followed by two possible responses: agree or disagree. Read each statement carefully and decide which response best describes how you feel. Then put a tick over the corresponding  response. Please respond to every statement. If you are not completely sure which response is more accurate, put the response which you feel is most appropriate. Do not read the scoring explanation before filling out the questionnaire. Do not spend too long on each statement. It is important that you answer each question as honestly as possible.

  


  [image: image missing]


  
    Add up your score from summing the numbers of As and Bs in each box you have ticked. Your score and the interpretation given below should be treated with caution – this short test is by no  means definitive, but may offer a guide to where you stand compared to others around you.

  


  SCORE


  
    8 or more As. You are scoring very highly indeed in emotional intelligence and this may explain your ability to continue functioning fairly well even in the grip of strong emotions. Your superior control over your emotions means that even when angry you are often able to remain fairly civil, while lower scorers resort to rudeness and aggression. Your understanding of the emotions others invoke in you, and your ability to control these feelings, explain why you may be able to get on with a much wider variety of people than lower scorers, and this skill of co-operation will explain the greater likelihood of career and relationship success in your life compared to lower scorers.


    Between 5 and 7 As. You are scoring above average for emotional intelligence and this may explain your superior ability (compared to lower scorers) to understand quickly what others are feeling, before they manage to express their feelings. One possible problem you may encounter is that your skills in handling your own and others’ emotions lead you to focus too much on getting on with others, and to neglect other important ingredients to success in life, like hard work and having good ideas. One of the reasons others may turn to you for advice is your ability to act wisely in human relations.


    Between 3 and 5 As. You are scoring around average for emotional intelligence and this means your understanding of your own current emotional state might not be quite as insightful as higher scorers. Certain goals, perhaps like financial success, take priority in your life over getting on with others, and yet no matter how many of these goals you attain, you remain relatively unhappy. This means you may not yet have understood what emotions in your own life are really important to you, or what causes them. Your happiness may be linked to your chronic need for praise from certain significant others in your life, like your parents, siblings or your partner. Only when you understand what you really need can your EQ score go up.


    Between 0 and 2 As. You are scoring very low in emotional intelligence and this is probably explained by your inability to divert your attention from concern with your own emotions to being more sensitive to how others are feeling. You may feel there  is already too much emphasis on etiquette and politeness as you like to break social rules and are not afraid of alienating others to get what you want in life. The more emotionally intelligent way is to get others to enjoy giving you what you want. You are perhaps too impatient with others to be in control of your emotional state, and only when you gain more control over your emotions will the impulsive and temperamental side of your nature improve, with consequent gains in EQ.

  


  But even EQ is not the complete answer to mental health. Another common belief is that happiness is the key. While happiness has a stronger link than intelligence, it is still not a predominant factor. Those who are deeply unhappy are clearly prone to poor mental health, and many who are only moderately happy seem to be more mentally healthy than those who rate themselves as very happy indeed.


  Why this apparent contradiction? It seems that those prone to intense happiness are also prone to more intense unhappiness, suffering from spectacular ‘highs’ and ‘lows’.37 Some people seem deliriously happy one morning, greeting you as though you are a long-lost friend, and yet totally dejected a week later, hardly looking you in the eye.38


  One explanation for the randomness of feeling happy and unhappy is that these feelings are caused by events, triggered by whether good or bad things have happened to you. Happiness based on the pleasure which follows from external events is always likely to be fragile, as pleasure is usually fleeting.39


  Moreover, happiness is a misleading standard by which to judge mental health. The big indicator of mental health lies not in our reaction to good events but in our response to bad ones. Research has shown that one of the distinguishing features of mentally healthy people is that they are not set back so much by negative life events. So while mentally fragile people may feel temporarily happier than the mentally healthy because of recent good news, a few negative events will drive them towards mental ill-health. In contrast, the mentally healthy person reacts more positively – or less negatively – to these same bad events.


  Happiness itself is made up of two different parts (which psychologists call dimensions): a pleasure component – simply a measure of how good people feel at a given moment – and an intellectual or cognitive aspect termed satisfaction,40 which is a  more thoughtful state. The latter occurs when we think about our lives and how satisfied we are about how things are going. This process supports the subsequent emotional mood of happiness.


  Maintaining and improving mental health seems more strongly linked to this satisfaction component of happiness than to that of momentary pleasure. Trying to get ‘happy’ by, say, using drugs or turning to a leisure pursuit, may succeed in the short term. However, if it does nothing to alter your overall contentment with yourself or your life it will have done nothing for your mental health.


  Ways of influencing your life satisfaction might range from examining the important goals in your life and reviewing whether your day-to-day activities are going to move you any closer to them, to the realization that what you thought was important cannot really be, because even when you get it, you remain unhappy.


  I would go further than saying that the pleasure part of happiness is not synonymous with positive mental health and argue that many people’s rather desperate pursuit of happiness is symptomatic of poor mental health. The relentless pursuit of pleasure as manifested by excessive spending, taking drugs, sexual promiscuity, alcohol abuse, or the addiction to falling in love as opposed to experiencing long-term relationships is linked to future poor mental health.


  I would say the key component of mental health is the ability to withstand events or situations known to precipitate mental illness. Some have called this ‘psychological hardiness’ or ‘resilience’. The mentally healthy person doesn’t necessarily sail through their divorce, sacking or bereavement, but is less prone to a nervous breakdown on such occasions.


  The resilient person may appear at first glance just to be a hardened case. After all, a psychopath – someone devoid of the capacity to enjoy close affiliations – would sail through relationship losses just as easily, perhaps even more easily, than the mentally healthy person. But psychopaths, unlike the positively mentally healthy, are so bad at relationships they do not usually have healthy ones, in the sense of having someone to confide in, seek advice from or get practical assistance from at times of need.


  Even when the more mentally unhealthy do not actually suffer a breakdown at times of stress, they are likely to be severely  weakened, and a combination or sequence of negative events is more likely to push them over the edge into breakdown. In contrast, mentally healthy people often find themselves strengthened by negative events and are less, rather than more, likely to suffer a breakdown should another crisis follow on the heels of the last. In other words, mentally healthy people are able to learn emotionally from whatever life throws at them.


  My view is that there is a spectrum of mental health. I have a dimensional view of mental health as opposed to a categorical one, in which you are either sane or insane. (The other classic categorical entity is pregnancy – you are either pregnant or you are not – you cannot be a little bit pregnant).41 According to my idea, even if you are not suffering from actual symptoms, there is still much you can do to shift yourself in the right direction along the spectrum of mental health and away from illness.


  This concept of a spectrum is deeply controversial in medicine and psychiatry. Most doctors today still diagnose on the basis that people are either mentally ill or healthy. They give no thought to the idea that while many do not have enough symptoms to be diagnosed, there are enough signs to indicate that without intervention they will become unwell in the near future. The idea that you can predict who will become unwell before it happens is considered by most doctors implausible; they argue that as we cannot yet be certain about the causes of psychological problems, how can it be possible to determine who will become unwell?


  My particular interest is in defining and measuring positive mental health in those with no symptoms of mental illness, with a view to predicting who will be resilient and who the more vulnerable to psychiatric problems. I believe it is possible to measure where a person lies on the spectrum ranging from mental ill-health to good health to predict with a fair degree of accuracy who is likely to become ill. I believe we all fit in somewhere along this spectrum of mental health, and the aim of this book and, I hope, preventive mental health programmes in general, is to move us all a little in the right direction. The main advantage of being further from the mental illness end of the spectrum, of course, is that it gives you a kind of mental credit – a buffer zone – should you begin to suffer strain on your mental health.


  Think of a few people you know well. While most don’t suffer  from mental illness, you would probably rank those you consider most mentally healthy and those less blessed with positive mental health. Don’t look for actual symptoms – these often don’t manifest themselves until a person is virtually off the scale already, in the same way that an alcoholic’s morning drinking doesn’t occur until virtually the final stage of the problem. Instead, judge by how you have seen them behave in stressful situations.


  Then try to put yourself somewhere on the spectrum. Where would you place yourself in comparison to your friends? After reading this book you should be able to judge fairly accurately who is most likely to develop psychological problems. Also, think of this book as the mental equivalent of regular exercise and a healthy diet. Physically healthy people won’t be afraid of taking on a new activity because they are confident of their physical fitness, and, similarly, mentally healthy people will not shy away from a challenge to their mental health.


  Be prepared, though, for some of the prevention strategies explained in this book to take time and effort. Others, such as what to do immediately when facing a crisis, should enable you to see mental health benefits almost straight away.


  Just as when you first take up exercise, you may initially feel uncomfortable as those unused muscles spring into action, the same will happen when you start your mental exercises. They may feel a little awkward to begin with, but the long-term benefits will soon become clear. You will begin to feel more confident of your ability to look after yourself in mentally tough or stressful situations.


  Prevention is an investment in your future health, but the modern tactic in physical illness prevention is to emphasize its immediate returns – for example, the positive benefit in feeling good NOW if you exercise or diet. This is because most people find it difficult to make personal sacrifices for a future benefit.


  There are any number of reasons why we might benefit from working on our mental health. One is our ability to handle new challenges. For example, a common habit we get into is assuming – almost unconsciously – that we cannot handle certain situations. These may range from chatting up a stranger to public speaking, asking for a rise at work or generally asserting ourselves. How many times have you avoided doing something because you thought the strain would be too great, that it  might make you feel bad about yourself, or lower your mood?


  You choose to stay in and watch a soap opera rather than going out to a drinks party where you might have to meet new people, or you back out of giving a speech or presentation. We have all restricted our lives like this at some time or other. Gradually, you adapt your lifestyle to avoid these scenarios and, inevitably, the less practice you have, the more your fears about failing in certain situations are realized.


  Taking on new challenges involves facing up to your fears about the stress involved. The more mentally healthy you are, the more you will embrace these situations. This is because even if you are rebuffed when you chat up that stranger, you will be able to take the setback in your stride and try again.


  Imagine putting yourself in a situation you might be afraid to tackle now and remaining relatively unaffected by it – even benefiting from it in some way. This might be asking somebody for a date, applying for a new job, finally telling your parents something you have never been able to say to them or trying a completely new career.


  You may worry whether, by putting yourself in a stressful situation, you will crack under the pressure. And this is not surprising given that people are so pessimistic about treatment – even doctors doubt their ability to prevent mental illness. In a book review in the British Medical Journal, Christopher Dowrick, Senior Lecturer in General Practice at the University of Liverpool, commented, ‘The prevention of mental illness has much in common with the prevention of terrorism – it is a goal that is worth pursuing, to use T. S. Eliot’s words, “Not for the good that it will do, but that nothing may be left undone on the margins of the impossible.”’42 This explains the kid-glove approach to our mental health, based on a fear that our own actions might push us over the edge.


  However, as I emphasize throughout this book, I do not share the belief that it is almost impossible to prevent mental illness. I have a number of reasons for my view. As a Consultant Psychiatrist working in the community, I am the first person to whom doctors refer patients when they are just beginning to experience what are called clinically significant psychiatric symptoms. In many of these cases the factors are apparent many months, if not years, before the patient’s visit to the doctor. When I explain this to my patients they can usually recognize for  themselves these early signs, and see with hindsight what they should have done to prevent things from getting so bad.


  While my psychiatrist colleagues are usually good at spotting where things begin to go wrong for people, they are less accustomed to alerting mentally healthy people to these issues in the first place. This is partly because psychiatrists, overwhelmed with the demands of the mentally ill, obviously have less time for those not yet mentally unwell. But it is also because many of my colleagues are pessimistic about the ability of lay people to develop enough insight into the intricacies of how their minds and personalities work to be able to help themselves.


  Through my work in the media, I have had contact with hundreds of mentally healthy people who are nevertheless worried about becoming unwell. Contrary to the fears of my colleagues, I have found them eminently capable of following positive mental health advice, as long as it is explained with a minimum of jargon and a maximum of common sense.


  Moreover most mental health problems relate to events which are very much part of everyday life, and which are very difficult to avoid, or legislate against (unlike poor sanitation or food hygiene in relation to physical health). To quote Michael Harris, writing in the Los Angeles Times, ‘Human problems are simply that: problems. Problems are life, not just occasions for therapy. If things happen to get better, that’s life too.’43 So the great need is for good advice on how to lessen the impact of these events on our mental health, rather than simply to turn to therapy to remedy their consequences. For all these reasons I am a passionate advocate of ordinary people not being kept in the dark about what psychologists and psychiatrists know concerning how to lessen the impact of ‘negative life events’.


  Another way in which my view differs is that I do not share the belief of many psychiatrists and psychologists that much mental illness is entirely due to disturbances in the brain’s biochemistry. This view implies that the causes of psychiatric problems lie in your genes or your physical make-up. Therefore, by implication, using psychological strategies is virtually useless.


  I find this kind of reasoning flawed for several reasons. First, take the most biological kind of illness possible – lung cancer, for example. While scientists beaver away trying to uncover the precise biochemical causes of lung cancer, we already know enough to be certain that if you give up smoking cigarettes you  will have helped your health much more than any doctor could by treating you after you developed the cancer. So, even if an illness has a biological root, our behaviour can still sometimes prevent some problems. The same is true in the case of heart disease, for example, or cirrhosis of the liver.


  Even some of the most definitively biological or psychiatric problems like dementia (particularly Alzheimer’s disease, which causes severe intellectual decline in the elderly due to apparently irreversible brain cell changes) might still be preventable via self-help strategies.44


  There is accumulating evidence that the amount of constant intellectual stimulation you receive during your life might influence your likelihood of getting Alzheimer’s. The lesson appears to be ‘use it or lose it’ when it comes to your brain. Even if your daily job isn’t very intellectually stimulating, taking up activities where you have to use your intellect might help prevent you getting Alzheimer’s in later life – activities such as chess, bridge, and puzzle solving.45


  Another argument against the biochemical view is that although some biological causes of psychiatric problems have been found, these have not usually proved to be sufficient in themselves to bring on the mental illness.46, 47 Usually some other factor, social or psychological, is also involved, and this, together with the genetic predisposition, causes the illness.


  For example, you are most likely to develop serious clinical depression following a ‘negative life event’ such as a divorce or being robbed. These odds approximately double again if you are genetically susceptible to depression because it runs in your family.48 The genes seem to work by alerting an individual’s sensitivity to the depression-inducing effect of stressful life events. The positive mental health strategies discussed in this book will reduce the sensitivity to negative life events of even the genetically vulnerable.


  People genetically predisposed to mental illness might have been helped by preventive mental health strategies, rendering their genetic predisposition less important in determining their future mental health.


  Preventive strategies work best when started early. Perhaps the major stumbling block is that people developing mental illnesses put off visiting the doctor for as long as possible. One British survey49 found that, despite the fact that one third of the  general population reported clinically significant psychiatric symptoms, 71 per cent of these did nothing about them, 12 per cent talked to friends and relations, and only 17 per cent saw a doctor.


  In the case of your body, a doctor uses instruments like stethoscopes and X-rays and so is likely to develop greater knowledge of your body than you have yourself. However, the same cannot be said for your mind – you ought to be able to tap into the state of your mind at any given moment. So whereas you could suffer from a hidden brain tumour and have no symptoms until it reached a certain size, yet still be suffering from a disease, even if it doesn’t visibly affect you, with mental health the situation is very different. Psychological problems are always linked to our behaviour, causing suffering either to ourselves or to others. The notion that there could be a hidden disturbance of our mind of which we are unaware, which then develops into a clinically significant illness, is much less likely than with a physical disturbance.


  While self-deception may reduce our ability to see ourselves as others do, it is possible to learn greater objectivity with regard to the way we think about ourselves. This search for objectivity is often why some people turn to therapists, whereas those with superior mental health have learnt to acquire this themselves.


  You have more direct access to your internal consciousness than anyone else can ever hope to gain. You may not realize the clinical significance of what you experience, but you alone encounter it, no matter how clever your psychiatrist. For this reason you are the best placed to detect aspects of your mental life which might predispose you to psychological difficulties – as long as you learn what to look out for. For example, there is evidence that your own rating of your level of emotional arousal is more accurate than any test doctors might use.50


  The reason ill people seek help from psychiatrists and psychologists is to understand and change themselves. These professionals can assist because they have seen thousands with similar problems, and become aware of patterns and links. But mental illness is such a taboo that few pluck up the courage to see a specialist unless things become so bad they are forced to go. I am convinced that it would be much better if it were socially acceptable – even the norm – to gain understanding of ourselves and our predisposition to mental illness, long before a disease develops.


  The stigma, fear and taboo surrounding psychiatric problems means that few people think seriously about their predisposition to mental illness while still well. I am not advocating that everyone should go for regular mental health checks. In the first place, unlike most therapists, I believe in a self-help philosophy and that the first step to positive mental health is for all of us to start taking personal responsibility for our sanity – just as we do with our physical health.


  Why is psychiatric and psychological information so rarely consulted by people who are well? One reason is that professionals are seen as ineffective and their advice has little currency amongst those well enough not to be in immediate need of them. There is some confusion over terms like psychiatrist, psychologist and psychotherapist, so clients might not realize when they are being treated by a non-academically trained, minimally qualified counsellor or therapist. This of course debases the professional status of those who work in the Health Service treating the seriously mentally ill. Another reason psychologists and psychiatrists might appear ineffective is that by the time they get to see many illnesses, they have progressed to a very serious stage indeed. Recovery is then very difficult, precisely because of the fear of stigmatization and the belief that treatment is ineffective; a Catch-22 situation. Public suspicion of the profession spills over into uncertainty about the value of its ideas. Despite this common misgiving, good psychiatrists and psychologists can be as effective as most other doctors.


  One of the problems with implementing positive mental health is that it means anticipating mental ill-health, which, naturally, is something no one likes to do. This reluctance is compounded with uncertainty over how to do it.


  I will draw on this experience to argue that any such short-term embarrassment in examining your sanity is more than compensated for by the long-term results. Just as physical fitness allows you to experiment with your body’s capabilities, so mental fitness allows you to try out aspects of life the mentally unfit shy away from. When sports stars celebrate on the field after scoring a spectacular goal, try or run, they are partly demonstrating their surprise and delight at their physical ability. If you follow positive mental health strategies you will create a resilience which will enable you to survive stress you never  thought it possible to cope with. You, too, will be surprised and exhilarated at your own facility.


  But this kind of approach is often accused of causing a growth in the number of hypochondriacs, as it appears to encourage an unhealthy obsession with, well, our health.


  Very little medical research has ever been conducted on hypochondriacs as they are not the kind of people doctors like to actively seek out. But now Dr Russell Noyes and colleagues from the University of Iowa Medical School Department of Psychiatry have published one of the most comprehensive investigations on the condition.51


  Socially, hypochondriacs are often treated as a mild joke, as if they are play-acting their fears, but for doctors and hypochondriacs the condition is serious. Some studies suggest that ‘disease phobia’ (another term for being a hypochondriac) is the second most common phobia after agoraphobia: 10–17 per cent of the population fear getting a serious illness, to the extent of being preoccupied with this worry, yet in the absence of diagnosis from a doctor. This is almost double the amount of disease preoccupation that is found among those who are actually attending a hospital out-patient department for treatment of ‘real’ medical problems.


  Oddly enough, hypochondriacs are often relieved when eventually they do catch something. They can now brandish the illness with triumph to prove to the disbelieving doctor that their fears had been justified all along, and the long stressful uncertainty over an explanation for medically puzzling symptoms is at last at an end.


  Dr Noyes’s study suggests that hypochondria has deeper roots than just being a symptom of worrying too much – hypochondria, he found, runs in families.52 His team investigated eighteen hypochondriacs and found that relatives were twice as likely to be hypochondriacs as well. Relatives of hypochondriacs were visiting their own doctor on average more than once a month – twice the frequency of medical consultations than among relatives of those who are genuinely unwell.


  The study also found double the rate of real past serious illness or injury in the family members of hypochondriacs, compared to the relatives of the frankly ill. This suggests that the condition may have its roots in early family experience of actual illness. Witnessing illness may leave other family members  preoccupied with symptoms, or believing disease is more common than it really is.


  True hypochondriacs focus on their bodies constantly, mislabelling normal variation in everyday physical changes as signs of illness. They are also more likely to assume that ambiguous symptoms are indicative of catastrophic illness. For example, a simple headache makes most people think they are probably suffering a transient symptom of stress, while it convinces hypochondriacs they have a brain tumour: relief can be gained only following a brain scan, not an aspirin.


  So hypochrondriacs also tend to be addicted to tests. Only the latest and most obscure investigation will reassure the hypochrondriac that he is not about to drop dead because the doctor has missed the diagnosis.


  Hypochondriacs therefore get caught in a vicious cycle of their own creating: because they know they have plagued their doctor with numerous complaints before that proved groundless, they now become convinced their doctor is now not taking them seriously when at last, this time, there really is something wrong with them.


  A key element of hypochondriasis also appears to be the inability to be reassured for any length of time by friends, doctors, or even complex medical procedures, that there really is nothing wrong. Days after tests give the all-clear, hypochondriacs start worrying that they had the wrong test, or the doctor missed something. This may be because they tend to vastly overestimate how common fatal diseases are, according to recent research by psychologist Dr David Marcus from Sam Houston State University in Texas, and this may explain why their worries don’t seem ridiculous to them.53 Tightness in the chest is assumed by a hypochondriac to mean a heart attack while to the rest of us it is most likely to be flu, because the hypochondriac thinks heart attacks are much more common than they really are. Perhaps this distortion in understanding is not helped by the massive consumption by hypochondriacs of serious but rare disease information. Giving them accurate information about true illness frequency therefore could be a big help.


  Paradoxically, hypochondriacs take less care of their health than the average person. Recent research has found that they are often smokers (they say this helps them relax after another  stressful visit to the doctor), drink heavily (to try and stay calm when they discover a new symptom) and take no regular exercise (for fear of hurting themselves). Perhaps because many are so convinced they are already seriously diseased, there doesn’t seem any point in trying too hard to prevent other illness.54


  Harvard Medical School psychiatrists Dr Arthur Barsky and colleagues recently suggested that the real problem is that hypochondriacs basically don’t understand what health is.55 They believe that being healthy means being devoid of any transient symptom at all, and so they don’t realize that health includes the experience of a large number of normal physical sensations, from transient dizziness when suddenly standing up, to hearing a gurgling stomach after eating.


  The latest treatments now focus on hypochondriacs learning they have been healthy all along and all the innocuous physical symptoms that so worried them are in fact basically what well-being is all about. In fact the only time our bodies don’t present an ever-changing variety of physical sensations to us, is when we are dead.


  So it seems to me there is room for intelligently written discussions of how to maintain our mental and physical health, without it necessarily encouraging hypochondriasis, as it will assist in distinguishing genuine illness from mere normal variation in health.


  Unlike any other book on mental health written by a qualified psychiatrist and psychologist, the emphasis of this volume is on what you can do to help yourself, rather than turning to professionals, clinicians or therapists. I believe that true mental health cannot be achieved by relying on consulting experts whenever we hit problems in our lives.


  This central thesis caused much controversy upon the publication of the first edition of Staying Sane. One of the main criticisms was that it is difficult people or problems in life, like poor housing and disturbed family environments, that cause poor mental health, and I seemed to be advocating strategies which suggested you could maintain your sanity, whatever stress you were under. This, many critics argued, belittled the problems people face in life and put the onus back on their shoulders to maintain their own mental health rather than blaming the situation they found themselves in.


  What is interesting to me about this criticism is how it reflects our perennial and deep need to blame other people, events or situations outside ourselves for our poor mental health. In fact, our real enemy is often ourselves, not others. One of the catchphrases it is useful to remember on your journey to improved mental health is ‘we have seen the enemy, and it is ourselves’. There is much evidence that having an adversity or another issue in our lives on which to heap the blame for our troubles seems profoundly therapeutic, but this is so only in the short term. When our enemies disappear or are defeated, and many of our problems remain, we are left wrestling with the inescapable conclusion that the source of our difficulties is most often within ourselves.


  True and profound mental health starts with the courage to comfort this thorny reality. Poor mental health stems from the constant and extreme attempts people make to avoid accepting this issue and starting to deal with it positively.


  An example of how having an enemy affects mental health is explored in recent research. This research has found a surprising ‘peace dividend’ of the new relative harmony in Northern Ireland, following decades of terrorist violence: that suicide rates have suddenly risen dramatically. The British Medical Journal reported recently that on average sixteen people in Northern Ireland were attempting suicide every day in the middle of 1998, and that the rate of completed suicide appears to have risen by 20 per cent compared to that in 1997.56 Public health physician specialists in Northern Ireland suggest that there appears to have been a cluster, or doubling, of male suicide rates in 1994 and again in 1997, two years that were particularly peaceful in terms of terrorist activity.


  Another peculiarity about the spate of suicides is that, despite their occurrence in a community where guns are readily available, there is a very low rate of firearm use for suicide. In every other place where guns are widely available they become one of the preferred methods for suicide. For example, in the USA more people commit suicide by shooting themselves than are killed by acts of homicide with guns.57 In Northern Ireland, however, hanging is the overwhelmingly preferred option. The precise method – hanging from the attic beams and using the loft trap door as the mechanism to create the drop – is copied in such detail so often, in Belfast particularly, that this technique  appears to be almost part of local Northern Ireland culture. The only group who use guns on themselves are members of the armed forces. One public health doctor commented that these do it usually immediately after enjoying a laugh and a drink with friends.


  The avoidance of guns in the community tells us something about their particular cultural significance in Northern Ireland. Perhaps they have a particular symbolic meaning linked to the defence of the community, and not the individual.


  The victims in Northern Ireland are most often young men, described as ‘unemployable’ by the public health doctors investigating the current epidemic. Some have suggested these men would previously have seen their role as defending their communities from the enemy outside, and, now peace is beckoning, envisage losing their only role in life.58 Perhaps the reconciliation might accelerate a breakdown in the divisions between communities, rendering previous territoriality more difficult to defend, again leading to a loss in role for many young men. Maybe, too, peace is rendered possible only by a loosening of the significance of faith in the community’s life, therefore reducing the religious disapproval of suicide and making it a more acceptable option for the hopeless.


  In response to the epidemic, the Samaritans in Northern Ireland launched a suicide prevention advertising campaign in cinemas, bars and on buses, targeting young men, thought to be most at risk. But previous research into the strong association between suicide rate increases and the reduction of conflict in a community, which has been found repeatedly worldwide, suggests that the social forces at work are too strong to react to such an individualistic response. Instead what is needed is probably more attention to what the conflict is replaced with, rather than just striving for peace as an end in itself, for the evidence is that the removal of antagonism in fact leaves a vacuum, which then releases self-destructive forces. The government has worked hard to ensure the leaders of the various opposing movements in Northern Ireland develop a personal stake in peace. The next step is to render this equally so for the marginalized.


  Traditionally Northern Ireland has had relatively low rates of suicide compared to other European countries,59 and in the early years of civil disturbance following 1969, a fall in the suicide  rate occurred.60 This was explained by psychiatrists then as being because aggression was externalized. Freud’s theory is that suicide, being at its core an act of aggression, is in fact very similar to homicide.


  If suicide and homicide are alternate ways of expressing hostility, during war, in which homicide (in the form of killing the enemy) increases drastically, so encouraging the homicidal expression of aggression, suicide naturally declines. Public health specialists in Northern Ireland have suggested the recent rise in Northern Ireland suicide rates represents a ‘catching up’ of the province with the rest of Europe, now the ‘troubles’ are over.


  This finding in Northern Ireland reflects one of the most intriguing ironies of sociological research, the repeated observation that the horror and disruption of war lower the rate at which people kill themselves.61 Durkheim, the father of modern sociology, first discovered this by studying data from the Denmark-Saxony war of 1894, the Austria-Italy war of 1866 and the Franco-German war of 1870–71.62


  Since then the phenomenon of war lowering national suicide rates is one of the most robust sociological findings, holding true for Britain63 and the USA,64 as well as every other country where the effect was looked for, throughout this century. Durkheim’s explanation was that a clear external enemy causes a society to bond together in the face of this threat, so increasing social ties and networking. Thus external conflict produces enhanced internal social integration, which reduces the individual alienation from society that leads to suicide.


  The ability of war to arouse collective sentiments like partisan, religious and patriotic spirits, and concentrate personal activity towards a single community end, must be a profound effect, because the lowering of suicide rates during war occurs in both winners and losers of conflicts. Although one might have thought that women are more likely to be suicidal during wartime, because they experience bereavement for lost male partners at the front, the lowering of the suicide rate during war also applies to women.65


  Recently other sociologists have argued that there is a more prosaic explanation for war’s positive benefit on the suicidal: in all wars national economic activity increases to service the military effort, and so unemployment rates fall. It may simply be  that war produces not so much social solidarity as therapy for the otherwise suicidal, but is ironically still the most effective way of integrating even the most marginalized into the economy.66


  But this theory does not explain the Northern Ireland phenomenon. There the ‘troubles’ reduced levels of investment, producing job losses which led to rising unemployment. The demise of the troubles should bring with it greater economic prosperity in the future and so should be a source of hope rather than despair. This should have produced fewer suicides, not more.


  The theory for the positive effect of a wartime economy on the suicidal received a further blow from a study on the Australian suicide rate during the Second World War.67 This found that suicide rates went up or down depending on the year-to-year fortunes of the Allies in the war, regardless of the economic activity of the country. When the Allies were doing badly the suicide rate went down, and when they began winning the war, the suicide rate crept back up. Another study examining the Tamil conflict in Sri Lanka found that even just a few months of peace were associated with rises in the suicide rate, which dipped again immediately the conflict resumed.68


  That an improvement in fortunes leads to more suicides while a distressing circumstance reduces them has been widely reported in sociological and medical research. Concentration camp residents have a surprisingly low suicide rate,69 while a startling tendency to commit suicide has been found in those patients whose hearing and sight have been restored by operations after long periods of profound disability. Prisoners of war have been noted to become more suicidal after release.70


  Perhaps an amelioration of suffering may facilitate suicidal behaviour because the loss of suffering removes an external apparent cause of an individual’s distress and suffering. If this cause is in fact a crutch, once it is eliminated, you are forced to confront the internal causes of distress. Your unhappiness must therefore have its source in your own personality. When there is no clearly definable source of frustration other than yourself, suicide becomes a more viable option.


  This theory suggests that armed conflicts are therapeutic because we need enemies upon whose heads we can heap blame for the source of our misery. Once our opponents disappear we  find that the convenient explanations do as well, and the hope evaporates that once we defeat our enemies our problems will be over.


  But this doesn’t necessarily mean we have to go to war to bring down suicide rates. A recent study by David Lester, of the Centre for the Study of Suicide in the USA, found a relationship between the annual suicide rates there and the number of war movies produced each year between the 1940s and the 1980s.71 Annual war film production was taken as a rough measure of patriotism levels. Certainly Hollywood expected war movies to be more profitable during particular periods, probably based on an assessment of how receptive society was at the time to being stirred by stories of military success and glory. An increase in the number of war films produced in a year strongly predicted a decline in suicide rates at that time, and fewer war movies were associated with higher suicide rates.


  This finding appears to take us back to Durkheim’s and Freud’s original ideas. Real or even imaginary enemies serve a fundamentally useful social unifying function. Having an external object for our aggressive tendencies saves us from turning them inwards on ourselves. This can produce such profound effects as inhibiting suicide. It seems we need something to hate and blame, be it an enemy or a disability, and if what we are used to hating is taken away, we start hating ourselves. And for some, it’s the hatred which is all that they are living for, and so is all that is keeping them alive. Maybe that is why so many seem less than pleased by peace.


  A better long-term mental health strategy than finding others to blame for our misfortune is to learn how to deal positively and constructively with the personal issues that conspire to produce problems in our lives. The first step to achieving this is to accept more personal responsibility for the stress we experience in life. This may sound daunting at first, and not as easy or convenient as finding someone or something else outside ourselves on which to blame our problems. But it is worth attempting because in the long run blaming others never gets us anywhere fundamentally. When our enemies eventually disappear, our problems don’t seem to cease – instead they merely continue, or are replaced by other problems.


  In my daily clinical practice I see over and over again my patients blaming their stress and problems on others. The  implication of this strategy is that others must change for us to feel better, not that we need to transform ourselves – an approach that suggests ‘everyone else needs treatment by a psychiatrist, not me’. I often try to get my patients to see the short-sighted nature of this tactic by offering to treat whoever in their lives they believe is the true source of their distress!


  But there is an even more pressing and often overlooked reason why you should be concerned to improve your mental health. Oddly enough, it will help you live longer.


  A study recently published by the National Institute of Aging in the USA has found that depression can cause cancer. In particular the American researchers found that being despondent for a long time (in their study the low mood had been present for at least six years) almost doubled the risk of getting cancer.72, 73


  Previously doctors had found being a depressed smoker increased your chances of getting cancer more than just being a smoker – the theory was that depressed smokers inhaled more deeply than the non-depressed, because they craved the antidepressant effect of nicotine. But in this latest study the depressed were found to be less likely to be smokers than the non-depressed. Startlingly, this study found that getting long-term depression increased your chances of getting cancer more than taking up smoking!


  Given how much we are advised not to take up bad habits as a way of avoiding cancer, this suggests that anyone prone to long bouts of low mood should vigorously have the depression treated. It could almost be said that breaking the habit of chronic depression is even more important than stopping smoking, if you want to avoid cancer.


  While smoking is strongly linked to lung cancer, it seems from this study that melancholy increases your chances of getting any cancer, though depressed women seemed particularly vulnerable to cancer of the uterus.


  The authors of this investigation argued that depression had not been found to be such a strong risk factor for tumours in the past because previous research did not measure despondency on three separate occasions over a period of six years, as this study did. This allowed the researchers for the first time to pick up the risk of cancer in anyone who has a deep gloom that persists over such a long period of time. In fact if there were no signs of low mood at all, on any of the three occasions over six years it was  measured in this study, the chance of getting cancer was reduced by another 50 per cent, compared to the average person in the rest of the population. But clearly such people, who almost never suffer dips into gloom, are pretty rare; the researchers could find only 186 such upbeat folk in a study population of almost 5,000.


  This is not the first time low mood has been suggested as a cause of cancer. A study back in the 1980s found that almost 10 per cent of those rated as depressed twenty years earlier had died of cancer, compared to only 5 per cent of the non-depressed.74 Other research has found that people who get cancer are more likely to have suffered the loss of a major emotional relationship prior to the onset of cancer, and also that those scoring lower on closeness to their family are more likely to develop cancer in the future.75 Research has also found that women who are socially more isolated have a five times greater chance of dying from certain cancers, and are twice as likely to get these cancers in the first place. Unmarried women have a significantly worse death rate from cancer than married women.


  But exactly why upset should cause cancer remains a mystery. It is well known that depressed people have higher levels of stress hormones in their bloodstream and these hormones reduce the activity of the white blood cells that patrol the body looking for cancer cells to attack. So depression might reduce the activity of the immune surveillance mechanism that acts as an early warning system for the first few cancer cells that begin to go out of control, and which normally get detected and consumed by our white blood cells, when they are functioning well.


  There is a sense in which depression produces immune suppression in a similar way to AIDS, and as AIDS is linked to a higher rate of certain cancers, this might be why depression is as well.


  Since we already know from research that socially isolated women are more prone to cancer, it is interesting that other studies have found white blood cell function to be significantly worse in women a year after separation or divorce, than in women who continue to be happily married.


  Another theory is that it is not so much the depression as how the depression alters your behaviour which causes the cancer. Chronically depressed people may not look after their health as much, due to poor motivation, and so might abuse alcohol more  and eat a poorer diet, producing greater cancer risk. For example there is some evidence that diets higher in fat cause more cancer and also that depressed people eat fattier diets, perhaps because they derive comfort from such food.


  But if low mood can cause cancer and even make the prognosis worse, could this also mean that changing your mood to a more positive one could be helpful in preventing cancer, or improving the prognosis if you get it? Medical research has indeed found that some of those cancer patients who adopt a ‘fighting spirit’, and who confront the fact they have cancer, develop a significantly better prognosis.76, 77 Those who join cancer support groups are found to live on average nearly a year and a half longer than those who do not. Also those suffering from cancer who are taught stress management skills have been shown to improve their white blood cell functioning.


  Of particular interest is the finding from previous research that depressed people are more likely to have a family member who has had cancer; other studies have found that those related to sufferers from cancer have lower white blood cell functioning. It seems that poorer white blood cell functioning could run in families. This suggests that if you are related to someone who has had cancer, you should make sure that any low moods do not become chronically established: this depression could further increase your vulnerability to lowered immune system functioning.


  But since having cancer itself is a chronic and severe stress, with daily reminders of the condition in the form of symptoms or arduous treatments, this latest research now suggests that maybe this anxiety in itself plays a role in determining the prognosis. The good news is these latest studies suggest that improving the mental health of cancer patients won’t just help them feel better – it could even assist their survival. In fact preventing yourself from getting cancer now means not just giving up bad habits like smoking, but developing a lifestyle that reliably enhances your mood.


  A unique ongoing study of people who live to a hundred and beyond, conducted by doctors at Harvard Medical School, has released new findings that your attitude to life could be vital in determining whether you make it to extreme old age.78


  The New England Centenarian Study is run by Dr Tom Perls, who believes that studying the extremely old to find the secret to  their ability to survive longer than most, could lead us towards cures and preventive measures for most common diseases.


  One of the most remarkable findings has been that 95 per cent of the 162 centenarians studied did not suffer common medical problems of old age like heart disease, Alzheimer’s dementia or diabetes until well past the age of 90. Most centenarians live the majority of their lives in uncommonly good health, and if anything appear to be ageing more slowly than the rest of us.


  Their ability to slow down the ageing process starts long before the onset of old age. For example, centenarian women are four times more likely to have borne a child past the age of 40 than women who die at age 70, indicating that their reproductive system was ageing more slowly than expected. This research suggests that the youthful fertility of Cherie Booth, the British Prime Minister’s wife, could predict she is more likely to make it to 100.


  Conventional wisdom is that a long old age condemns us to many years of disability but Dr Perls and colleagues have found that most centenarians are actually healthier as a group than people twenty years their junior. For example, it was previously thought that some dementia or memory loss is inevitable with advancing years – the rate of Alzheimer’s dementia doubles every five years after the age of 65. Yet Dr Perls’s recent brain autopsy study of those centenarians who had died showed that none of them had brain changes indicating any dementia at all! This was a staggering result, given the previous thinking that everyone suffers to some extent from even mild dementia after 70, and all of the subjects in this study were over 100 years old! The oldest person in the Harvard study so far is 112 years old and still reads the New York Times at breakfast every morning.


  Dr Perls noticed that a large number of centenarians played a musical instrument and wonders if one reason they don’t get dementia is that many different parts of the brain are called upon in playing an instrument. This ensures there are a wide variety of brain areas that are available to take over and compensate for any damage in another brain part produced by a dementing process. The constant learning and using of the extensive parts of the brain which involve movement, memory, language, new learning and vision (all of which are involved in playing an instrument) helps the brain to keep putting down new connections in many different areas.


  Dr Perls recommends that if you want to live to 100 and keep your brain intact during that time, you should take up intellectually challenging activities that involve physical co-ordination as well, like painting and sculpture, as these are more stimulating of the whole brain and therefore more protective.


  But another startling finding was that longevity was not a result of having avoided stress, but of having responded to it efficiently and effectively.


  Florence Hanlon, a member of the study, who at 101 has been married for eighty years to 106-year-old James, says the secret to their long old age and marriage is simply: ‘Don’t make a federal case out of everything.’ Marie Knowles, a 100-year-old still living at home, says, ‘I try to make each day, at least a part of it, a joyful day and not a day of finding fault.’


  These anecdotal descriptions were backed up by the more scientific personality testing on the centenarians, which found they were ‘stress shedders’: the type of people who shrug off life’s slings and arrows with relative ease. They don’t react with negative emotions to bad events, and this explains why they scored low on guilt, anger, fear and sadness.


  One theory to explain why what the researchers describe as the ‘serenity’ of the centenarians in the face of disaster is helpful in order to live longer, is that negative emotions disturb the heart rhythm, immune function, blood pressure and clotting in ways that increase the chances of problems like heart attacks.


  Another key personality feature of centenarians was a strong sense of humour. This may help you live to 100 by assisting in keeping a sense of perspective to life’s troubles; laughing provides the same physical benefits as walking or swimming, through exercising the muscles as well as improving oxygenation of the blood due to deeper breathing.


  A sense of humour is also linked to a good imagination and this might explain another key personality feature possessed by those who live to 100 – flexibility. Dr Perls and colleagues found that whatever obstacles were placed in their way, the centenarians he studied persisted in finding new ways around their problems and were adaptable in being able to live in a wide variety of different circumstances.


  Centenarians’ sense of humour may also make them pleasant to be around and this could be another secret: most centenarians in the Harvard study had a wide and active social circle – they  were almost never loners. There appears to be an extremely strong association between having lots of friends and living longer.


  It seems the more you socialize, the more likely you are to look after yourself. For example, concern about appearance when meeting others means that the sociable are more likely to ensure they look after their weight, and because they are keen to get out, the sociable are more careful about looking after their health. Social support is a major stress buster, as having other people to discuss your problems with usually helps to keep them in perspective and helps you to come up with solutions.


  The results from the New England Centenarian study are clear – if you want to live longer you may have to change your attitude to life itself.


  I could treat anyone and everyone you ever met, so they no longer caused you problems; this seems to be what many people believe is the only way to stay sane. Even if this appears a tempting prospect, it is impossible in practice to achieve! Therefore there is no option but to fall back on yourself, and in particular your own resilience, to get you through life. That is what this book is about: how to help yourself.


  In fact, all the advice contained in the whole of Freud’s, Jung’s and other eminent psychologists’ and psychiatrists’ writings, not to mention the tips given by all those agony aunts and uncles in the media and the findings of medical research conducted throughout the world, boils down to the fact that in life, whatever stress you face, you only have two real coping options. One is to act upon the world and change the situation you find yourself in, so as to render your predicament less stressful. This is called ‘problem-solving’ and could involve leaving an abusing husband or getting a bullying boss to behave better. The only other option in life is to act not upon the world, but upon yourself, and alter your reaction to your difficulty, particularly if you have an unsolvable problem, so as not to be upset by your situation. This is called ‘emotionally focused’ coping as it refers to the necessity to alter your emotional response.


  Most coping involves implementing a bit of ‘problem-solving’ as well as ‘emotionally focused’ coping, but outside of these two strategies, there is, I’m afraid, no third option. Indeed, most of the distress I see in my clinics is actually caused by the fruitless search for the non-existent third option. This book is about  learning how to appraise when to implement which of the only two options that really exist, and furthermore, how to do both so well that you will never need to see a clinician like me. If you want to read more right now about options one and two, turn to here and here. Unfortunately, psychiatry, psychology and the therapy industry have been antagonistic to my assertion that their entire body of knowledge boils down to just these two options; they like to make life more complicated than it really is by disguising this vital truth with a lot of jargon.


  The key to staying sane is to grasp that there are only two options and understand when to implement which. More importantly, don’t waste time and resources pursuing alternatives that don’t exist. What has always been revolutionary about this book is this bold assertion that the complexity of stress management can be so potently simplified.


  Most people start health-prevention techniques out of desperation, having experienced an episode of illness. They may continue because they want to avoid getting ill again. The best prevention strategies, however, are those you continue with because you enjoy them in themselves. I hope that achieving, maintaining and constantly improving your positive mental health becomes an enterprise not only of benefit, but also an interesting and delightful pursuit in itself.


  1


  HOW TO BE HAPPY


  
    ‘Pain is inevitable. Suffering is optional.’


    M. Kathleen Casey

  


  SINCE THE FIRST edition of this book appeared, the most dramatic event to have raised questions about the state of the nation’s psyche has been the death of Diana, Princess of Wales, in August 1997 and the immense outpouring of public grief that followed. This led many academics to rethink their views on the precise state of the public mood and its causes.


  Experimentally speaking, the only way to assess whether the extensive mourning for Diana signalled a shift in public mood would be if a death of a similar matching British public figure had occurred a few years before, and it was possible to compare the public consequences. However, there was no such figure, and Diana’s death was a unique event, and singular incidents usually produce uncommon consequences.


  The debate in academic journals after Diana’s death was complicated by the difficulty in measuring exactly what the emotional temperature of the population is,1 for a baffling paradox is emerging. Evidence from medical research indicates that the incidence of depression is increasing, whilst sociological research suggests that levels of happiness have not fallen.


  In this chapter I shall explore the fascinating scientific research that has been conducted into happiness and depression and suggest some possible explanations; and in doing so I shall illuminate some surprising but important conclusions:


  
    	happiness is not the opposite of depression, and therefore the pursuit of happiness is not the same as the avoidance of depression;


    	the chase for happiness, in particular intense happiness, will in all probability render depression more likely;


    	the attempt to enhance mood in some permanent way is usually doomed to failure because of intrinsic mechanisms built into our mood systems which lead eventually to us getting used to improvements in our lives, with the effect that they no longer make us as happy as they did at the beginning;


    	improvements in our living conditions not only fail to make us happy in the long term, as we get used to them, but they also contribute to our future unhappiness as we end up feeling worse if we eventually lose these improvements than we did before they ever arrived;


    	contentment is possible, but only by employing some strategies that do not always include the avoidance of personal difficulties;


    	mental health is best established by aiming for mood stability rather than extreme happiness.

  


  To start our exploration of the issues of happiness and depression, let us look at the evidence that we are more depressed today than previous generations were in the past.


  Several recent studies suggest that the likelihood of having depression in your lifetime has increased in the West during the twentieth century, and also that the age of first onset has been dropping for successive generations.2, 3, 4, 5 Evidence from medical records going back to the beginning of the century suggests that, even allowing for an increased detection rate, each successive generation has doubled its susceptibility to depression.6


  It appears that the ‘baby boomers’ – the short-term bulge of those born in the years after the Second World War – have had increased rates of depression and other related illnesses, including drug abuse and alcoholism.7 For example, data from the American Epidemiologic Catchment Area studies suggest that the probability of experiencing an episode of major depressive disorder before reaching the age of 34 was ten times greater if you were born between 1945 and 1954 than if you were born  between 1905 and 1914.8 Those born after 1950 are now estimated to have a 30 per cent lifetime prevalence rate of depression by the time they reach the age of 20.9


  The increase in the lifetime rate of depression, with more recent birth groups at increased risk, is largely replicated worldwide, though the rates of increase vary by country.10


  For example, in what remains a unique longitudinal study11 psychiatrists interviewed the entire population of the town of Lundby, Sweden, three times in 1947, 1957 and 1972. There was an overall marked increase in depression among the more recent birth groups. Rates of mild and moderate depression increased with age starting at ages 20 to 29. Moreover, the cumulative probability of depression more than doubled between the first and second survey (1947 and 1957), and more than tripled between the 30 and 50 year-old age groups.


  Previously it was thought that depression increased with age. As individuals grow older, the theory was, they experience more losses such as deaths of relatives and friends; the growing independence and departure of children; increased likelihood of medical illness, infirmity and disability; and lowered income and economic resources brought about by retirement.12


  Lifetime prevalence rates for any disease should increase with age since the time of exposure to risk increases.13 But peculiarly, the lifetime rate for depression now seems to decline with age. For example, one recent study found for men and women respectively, the lifetime rates were 6.6 and 15.3 per cent for those aged 30–44, but 1.6 and 3.3 per cent among those aged over 64.14 And the recent dramatic rise in rates of depression, paralleled by increases in suicide attempts and death by suicide, is in the young to middle-aged.


  In contrast to the apparent improvement in the economic, physical and mental health status of the elderly are the trends among the young in the West. For example, a comparison of post-mortems of suicides occurring in two cities in the USA in 1956–7 compared with 1981–2, found that in the 1950s 43 per cent of all suicides were aged over 61, but this had dropped to only 27 per cent of the total by the 1980s. Whilst there were no suicides at all under the age of 24 in the 1950s example, there were nine in the 1980s sample.15


  The increase of depression, particularly in younger people, is of major importance since the ‘baby boom’ generation  now comprises almost one third of the population.


  The findings seem to be fairly specific to the industrialized countries and are often not replicated in developing16 or Third World countries over the same period.17 Also, immigrants living in Western countries do not seem vulnerable to the same trends.18


  Some academic psychiatrists have gone as far as asking whether we are entering a new age of melancholy,19, 20 while others have described a ‘depression epidemic’.21 There have been a number of theories attempting to explain these findings.


  For instance, it has been suggested that older generations have a social desirability bias (a tendency to pretend to feel better than you do because you are embarrassed to admit to depression) in responding to questionnaires, forget and underreport episodes of depression, and have a tendency to label psychiatric symptoms as arising from physical illness in the past, which might explain why there appears to be more depression amongst younger generations. But this and other similar attempts to explain away the apparent rise in reported depression as methodology artefacts (problems with the way the experiments were conducted) have all largely failed.22, 23, 24, 25, 26 The increase cannot just be due to greater psychological-mindedness, as there has been a parallel increase in the serious consequences of depression such as suicide, hospitalization and seeking medical treatment.27


  The inescapable conclusion appears to be that we are witnessing a genuine increase in the occurrence of depression and other neurotic mental disorders like panic disorder, obsessive-compulsive disorder, alcoholism, substance abuse and suicide in adolescents and young adults. The rise does not apply to major mental illnesses such as schizophrenia and organic brain disorders (those due to biological brain dysfunction like epilepsy).28 This increase is despite the fact that cohorts, or groups, born since the Second World War are physically healthier than their predecessors.29 In most European countries there was a sharp and persistent decline in death rates between around 1915 and 1955, which was the period of the greatest improvement in physical health. These facts were not accompanied by a decline in psychiatric problems. Conversely, as our physical health has improved, it seems our mental health has deteriorated.


  The evidence is that this increase in psychiatric problems is not a period effect: it is not the case that everyone is similarly at elevated risk today. Rather, it appears to be a combination of an age effect – younger people are at greater risk – and a cohort or group effect – those born after the 1950s and before the 1980s seem at greatest risk.30 A study showed that recent cohorts (in this case, those born in 1972–5) have lower age at first onset of depression than only slightly earlier birth cohorts (1971–2 and 1969–70).31 This increase over a period of a generation and less (even siblings born more recently in the same family have significantly higher risks for depression) is occurring too rapidly to be explained by genetic changes in the population.32 It seems that environmental factors must be involved, but if a period effect has been operating since the Second World War to increase rates of depression, the nature of a so-called ‘agent blue’ is not yet properly established.


  Social disadvantage, like poverty and deprivation, is associated with many psychiatric disorders, and it has been suggested that worsening living conditions account for these rising levels of disorder. However, when mental illnesses were increasing in frequency, living conditions were on the whole improving.33 Living conditions in the first half of this century were also improving (with concomitant benefits for physical health) but it seems that this was not accompanied by any marked increase in psychiatric disorder. It is therefore unlikely that living conditions affected the rise.


  Increasing affluence in itself probably does not account for the overall increase in psychiatric disorders, although it is likely to play a role in increasing opportunities for crime, and for alcohol and drug abuse, but it seems that increases in the documented incidence of depressive disorders occurred in the most industrialized countries during a period of increasing wealth. The economies of developed countries grew by a factor of six between 1900 and 1987, including a golden era between 1950 and 1973 when economies grew at an unprecedented rate, and accompanying this golden era was also a rise in rates of common psychiatric problems.34


  Economic links with poor mental health may be apparent in other ways. The status and mental health of the unemployed might vary depending on the context of the unemployment. For example, the Depression of the 1930s hit whole communities at  one time. The fact that unemployment affected a whole reference group (the group of people with whom you might compare yourself and derive your sense of self-esteem from the comparison) could have lessened the psychological consequences on individuals: you are likely to feel less upset at being out of work if everyone on your street is as well than if you are the only one. Today the different pattern of unemployment could produce more detrimental effects on individual self-esteem because the unemployed are more likely to live alongside the employed.35, 36


  Other hypotheses include the bulge in the labour force leading to increased competition between this particular generation,37 and increased geographic mobility with resultant loss of relationship attachments.38


  ‘Attachment theory’ proposes that depression is a response to the loss of an attachment figure, such as a parent or a lover, which causes the depressed person to conceive of him- or herself as unlovable.39 Since divorce leads to loss of attachments between adults and also between children and carers, this perspective would lay the blame for rising rates of depression on escalating divorce rates in the Western world.


  Increasing levels of family discord and break-up may well have played a role in the rise in psychiatric disorders; an association with poor mental health and these factors has been confirmed at both individual and community levels. The main risk of disorder stems from discord and lack of parental support and involvement, rather than the break-up of the family as such. But while it is clear that divorce rates have risen substantially in most Western countries in the last fifty years, the extent to which this reflects an increase in family discord rather than an increasing tendency to resort to divorce when there are marital difficulties, is uncertain.40


  A high divorce rate is therefore not necessarily a reflection of rising levels of family conflict – indeed it may even be that there is now less family friction around if marriages which in the past would have continued at the expense of a fraught home atmosphere are now dissolved by divorce. Given that we therefore have little evidence that family discord really has increased over the century, it is difficult to lay the blame for ‘agent blue’ at this particular door.


  Where attachment theory may have some bearing is in the fact that it is certainly true that an increasing number of people live  alone for a greater proportion of their lives (either before uniting with their partner or in their extended old age) and people who live alone are known to be prone to depression. But attachment theory does not account for the many depressed people who have not lost an important attachment figure, but are still low none the less.


  Another theory rapidly gaining ground in modern psychology and psychiatry suggests that depression is closely tied up with our perception of our status in our community. This lays the blame for rising rates of depression on increased competition between group members. Of the children born in the years immediately following the Second World War, in the West the large cohorts were aged 5–19 in 1970 and 25–39 by 1990. Perhaps this bulge led to greater competition between individuals in these groups, so producing elevated rates of depression.


  Humans, the rank theory argues, are fundamentally social animals and the evolutionary advantage of living in groups is the protection they provide from predators and other rival groups of hominids. Living in a group became crucial for safety, and also facilitated access to resources, thanks to cooperative hunting of large game and sharing the tasks of farming. Associating with a group also made it more likely you would meet a mate and therefore increased your chances of reproductive success.


  So over millions of years of evolution a sense of belonging to a group has become vital to our physical and emotional security. Therefore to be popular and hold high rank within a group are immensely desirable accomplishments; to perceive oneself as unpopular and so of low rank will therefore cause misery. Unpopularity or a lowering of rank might presage rejection from the group altogether – one of life’s greatest disasters.


  The main problem of living in a group is that competition, rivalry and aggression between members are rendered more likely than if we lived more solitary existences and so hardly encountered each other. Therefore some mechanism evolved to ensure that aggression between rival members was curtailed. This, the rank theory proposes, is the function of depression. Without depression, two rival members of a group might have continued to fight each other to a point which was dangerous for the survival of each other and the group, particularly if the group needed its leaders for more useful purposes other than simply beating off personal rivals. Depression therefore emerged  as a ‘yielding subroutine’41 to prevent too much overt conflict in a group. The function of the depression is twofold: first it ensures that the yielder truly yields and does not attempt to make a comeback, and, second, it reassures the winner that yielding has truly taken place, so that the conflict ends, with no further damage to the yielder. Relative social harmony is then restored.


  So the rank theory proposes that depression is an adaptive response to losing rank and conceiving oneself as a loser. It facilitates losing and promotes accommodation of the fact that one has lost. In other words, according to this theory, the depressive state evolved to promote the acceptance of a subordinate role and the loss of resources that can only be secured by holding higher rank in the dominance hierarchy. The function of the depressive adaptation is to prevent the loser in a status conflict from suffering further injury and to preserve the stability and competitive efficiency of the group by maintaining social stability.


  In circumstances of defeat and enforced subordination, an internal inhibitory process comes into operation which causes the individual to cease competing and reduce his level of aspiration.42 This inhibitory process is involuntary and results in the loss of energy, depressed mood, sleep disturbance, poor appetite, retarded movements and loss of confidence which are the typical characteristics of clinical depression.


  Because he or she is perceived as being ill, the depressed person gains group nurturance and care, which might go some way to stabilizing the loss of status. The function of depression is thus damage limitation – a strategy to prevent further loss of reputation and to prevent the ultimate disaster of banishment from the group.43


  Hundreds of thousands of years ago, when we lived in a closely knit society of kin-based bands of 20 to 100 hunter-gatherers, a depressed individual could depend on the altruism and generosity of the group. The depression indicated that allowances should be made for him – he could not be expected to contribute to the group’s economy with the same efficiency as if he were well. However, in modern conditions, in the relative isolation of contemporary society, which has seen the ‘waxing of the individual and the waning of the commons’,44 depression no longer elicits group caring in the same way. In these  circumstances, the depressive reaction can more readily enter a vicious downward spiral of deepening helplessness and despair. This might explain the increase in the incidence of depression over the past century.


  Those trying to explain the rising rate of depression have only rarely looked at happiness surveys for confirmation of their findings from illness surveys, and when they have, the apparent contradictions they present and the lack of a fall in happiness during the 1970s have not been remarked upon.45, 46 However, the findings of survey research by the fields of sociology and social psychology into happiness, apparently contradicting the increase in depression, are vital to our understanding of depression. While medical research focuses on asking people questions about how depressed they are, sociologists tend to perform surveys where the question of interest is how happy people are.


  Life satisfaction is defined as the degree to which an individual judges the overall quality of his life as a whole to be favourable: in other words, how well he likes the life he leads. The more common term ‘happiness’ is often used as a synonym.f47


  ‘Quality of life’ researchers consistently find that most people give themselves high to very high ratings on happiness scales. In all developed countries in which ‘quality of life’ studies have been conducted, almost all sections of the community rate themselves above the mid-point of scales.48


  The stability of happiness levels over time is astonishing. Despite the waves of recession and unemployment experienced since the first European surveys back in 1973, the result in 1994 is exactly the same as it was twenty years ago – 79 per cent are satisfied with their lives.


  Professor Veenhoven from the Netherlands, the world’s leading authority on happiness, describes it as a common myth that modern Western society is a sink of unhappiness. He declares that inhabitants of Western democracies appear quite satisfied with life for the greater part, and typically more than half of them identify themselves as very happy, while generally less than 10 per cent claim to be unhappy.49


  Time-trend data for Western countries shows a ‘striking stability in average happiness’,50 for example in the US between 1946 and 197751 and for Western Germany between 1954 and 1976.52


  The public opinion journal Eurobarometer publishes annual population surveys, conducted throughout Europe, which investigate the average happiness of the average person. A recent summary of these surveys, covering a period of twenty-four years, found that eight out of ten European Community citizens are on the whole satisfied with the life they lead.


  UK scores have been consistently above average over time, compared to those of other European countries, ahead of France, Italy and Germany; indeed surveys worldwide repeatedly find Britain one of the happiest countries of all (a result that I shall examine later in this chapter).


  Academics hotly debate the significance of the rival sets of findings. For one thing, there are important political implications. If most people feel happy under the current political regime, why change it? For that reason, conservatives tend to claim that we are happy, while revolutionaries try to prove we are not.53


  One attempt to explain how high levels of happiness can be reconciled with evidence of social pathology – divorce, delinquency and neurosis – is to invoke the notion that there is a general human tendency towards a sense of relative superiority. That is to say, a large majority of people explicitly believe that they rate ‘above average’ in most major roles and domains of life. For example, it transpires that most people believe that they are better than others at judging the length of objects, that they are healthier, will live longer and are more considerate, honest and creative than others.54


  How can over 50 per cent of the population feel above average? One suggestion is that all major roles in life, such as parenting or being a marriage partner or a worker, are usually exceedingly complex and can readily be divided into many sub-roles. Usually if we look hard enough we can find at least one sub-role in which we can judge our performance to be above average compared to that of others we know. We then tend to attach greatest importance to that sub-role and give it a high priority when arriving at our overall perception of whether we are above average or not in life, and whether we are satisfied with our own overall performance or not.


  A curious corollary of the tendency of most people to filter out adverse information is the finding that depressed persons are more realistic than others in appraising their own  performance.55 The implications of this for mental health, and the necessity for positive illusions about ourselves, are explored in greater depth in the chapter ‘I Will Survive’.


  The prevalence of satisfaction with life as a whole does not wash away the multitude of suffering and laments. Even the happy are not without complaints. The German Welfare Survey conducted in 1978 found that half of the ‘highly satisfied’ report frequent worries.56


  Further evidence of investigations of positive mood producing results independent of negative mood findings is the verdict from research into sex differences in depression. Women report being depressed on average at twice the rate men do, yet ‘well-being’ investigators find women are just as happy as men.57


  A similar paradox is that suicide rates seem to correlate poorly with happiness rates. For example, Scandinavian countries traditionally score high in national comparisons for happiness – indeed they came top in one of the largest cross-national surveys on happiness ever conducted – yet they also traditionally have one of the highest national suicide rates.58 Oddly there is a small positive association between suicide rates and happiness across nations, even when the tendency for suicide rates to be higher in affluent countries is taken into consideration;59 in other words, having a higher suicide rate in a country often predicts that the population will also score higher on happiness. The paradox is exemplified by the finding that India has a lower suicide rate than the USA, indeed at 12.2 per 100,000 the suicide rate in the USA is almost twice that of India’s (6.5 per 100,000),60 but also scores lower on happiness. But, it is argued, suicide rates probably tell us more about how people cope with unhappiness than about their level of happiness.


  These findings seem incongruous if happiness and unhappiness are assumed to be opposite ends of the same dimension. This assumption is based on the idea that emotions tend to occur singly, with mixtures being rare. If emotions function to make ready a small set of action plans – for example, anger prepares us for a fight – it would be dysfunctional for several such sets of differing action plans to be made ready at the same time, since conflict and indecision could occur. So psychologists postulate that there is some mutual inhibition between emotions: it is impossible, say, to feel relaxed when  anxious. According to this theory, it should therefore be hard to feel sad when happy. What has been found, however, is that mixtures of emotions occur commonly – for instance, on average in more than a third of emotional incidents.61


  The possibility that depression is not the opposite of happiness would explain why the increase in depression is not matched by a decrease in happiness. Indeed, research into the psychology of happiness has abandoned the notion that happiness is simply the opposite of depression for at least thirty years now, in particular since the 1969 publication by the American National Opinion Research Centre of a famous psychology text entitled The Structure of Psychological Well-Being by Norman Bradburn. This reported a series of questionnaire experiments into the happiness of normal populations, which found, unexpectedly, that feeling bad and feeling good are in fact independent of each other.62


  Further support for the idea that happiness and depression are not the opposite of each other comes from brain-scanning research into moods of transient sadness and happiness. One study in healthy volunteer women found that these moods are accompanied by significant changes in regional brain activity, but transient sadness and happiness affect different brain regions in divergent directions, and are not merely opposite activity in identical brain regions.63


  None of this work suggests that positive and negative emotions occur together at the same moment,64 or that we move from positive to negative feelings and back again in a regular or periodic cyclical fashion. Instead it seems within any period of time we experience many different emotions, both positive and negative, but there is no tendency for the two types of emotion to be experienced in any particular simple relation to one another. This lack of association means information about the extent of positive feelings a person has experienced in the recent past does not give us any information on the level of their negative feelings.65, 66, 67, 68, 69, 70


  This parallels research which compared scales measuring general well-being with those focusing on ‘ill-being’ and found that these states are independent of each other, having separate associations and causes.71 A cursory scan of recent work using PsycLIT – the database containing most published psychological research – discovered no fewer than 193 research studies  between 1987 and 1991 that found positive and negative mood to be not the inverse of each other, but instead distinct from each other.72


  But surely, one might ask, the more a person experiences pleasant emotions, the less time is available to experience negative ones? Certainly this is borne out if the time period sampled is momentary, but in a period of a few weeks or longer in a person’s life, the amount of positive and negative emotion one experiences is independent, even though experiencing the two emotions simultaneously is unlikely.73 In other words an inverse association between positive and negative effect emerges most strongly the shorter the time period sampled. On a second-by-second basis being happy means you are not sad, but it seems that in a sample of your mood over a longer time how happy you are tells us little about how sad you are as well.


  A part of the solution to this enigma is to include an intensity dimension in our understanding of mood. The mean level of mood sampled over an extended period is determined not only by the independent contributions of frequency (how often) but also by intensity (how extreme). It seems that how intensely you experience emotions is an important part of your personality,74 so low- and high-intensity people experience happiness and unhappiness in very different ways.


  People who experience strong positive emotions are also probably those who endure forceful negative feelings as well – and this proposal has been supported by numerous studies.75, 76 When intensity of emotion is taken into account with average positive and negative emotion, they seem to become the inverse of each other.77 In other words, the reason why a population who score high on positive mood may also score high on negative mood is because of those individuals in that population who tend to experience emotions intensely. They get very low moods whenever they feel depressed and are also the ones who get much more euphoric when they feel good.


  Many studies of daily mood have strong associations between positive emotional intensity and negative emotional intensity, strongly suggesting that those who experience intense negative emotions over time will also be the ones most likely to experience intense positive emotions.78 The issue for depressed people, then, is not how to feel happy rather than depressed, but how to feel emotions less intensely.


  More emotional people would be located nearer the extremes of a happiness continuum than calmer people; and they experience both pleasurable and aversive events more acutely.79 So stable people often appear less happy than these more intense individuals, but on other occasions would also be less depressed, when the intense group would swing wildly down.


  The fact that people differ in the typical intensity with which they experience their emotions80 suggests that, perhaps contrary to expectations, the magnitude of a mood response is not related to the strength of the event which prompts the change in mood.


  Even when exposed to identical emotional stimulation, the more mood-intense subjects consistently exhibit stronger emotional reactions.81 This suggests that perhaps these subjects think about or perceive the world in a manner that results in a stronger emotional reaction.


  Those prone to intense depression tend to interpret bad events as internal (caused by themselves), global (will happen in other spheres of life) and stable (will continue to occur).82 For example, such a person would interpret being rebuffed when asking someone for a date as meaning they are unpleasant to be with, rather than simply not being to the other person’s taste, or the other person not being interested in dating in general. They would also interpret this as meaning they will always get rebuffed in the future, and that they will be rejected in other spheres of life. Those prone to intense happiness, on the other hand, do not make these internal, global and stable interpretations for bad events, while they make precisely these assumptions for good happenings.83 So people prone to positive mood interpret getting accepted for a date as meaning they are devastatingly attractive, and a sign they will always get their way in life.


  Personalization refers to the process when an individual interprets events in a self-referential manner. Emotionally intense individuals tend to personalize, overestimating the degree to which events are related to them, and being excessively absorbed in the personal meanings of particular happenings.84 Such people often have another habit called ‘selective abstraction’, of focusing attention on specific emotion-provoking aspects of events: you ignore the fact that the person you approached for a date also rebuffed everyone else in your focus on the fact they rebuffed you. A third habit is over-generalization, or the  construing of a single event as representative of the general state of affairs.85 Those prone to intense moods also have more difficulty distracting themselves from negative experiences.86


  Since emotional intensity seems to go hand in hand with these habits of reasoning, to become less prone to intense moods you need to alter the way you intellectually react to the world. So if someone behaves negatively towards you – for instance, gives you the sack – instead of imagining this has happened to you because of your own personal qualities (the boss is picking on you) the more impersonal explanation (the firm is downsizing and had to lose some people anyway)87 will lead to a less intense emotional reaction. (These concepts are gone into in more detail in the chapter ‘So, You Think You are Sane?’)


  Since emotional intensity explains why some people experience both positive and negative emotions strongly, the various survey findings that women appear more depressed but just as happy as men can be accounted for by the finding that women experience more strong emotions or greater mood intensity than men.88


  The way women respond to a low mood appears to cause the gender differences in clinical depression.89 Women tend to ruminate about the cause of their low mood, but men distract themselves when they experience a similar unhappy event. This tendency makes the probability of clinical depression greater for women.


  A disposition to use these ways of thinking about the world distinguishes individuals with high mood intensity from those with low mood intensity, and does so regardless of the hedonic tone of the emotional stimuli, positive or negative. So individuals who report strong positive emotions when good events happen also report potent negative effects when bad things happen.


  All this lends some credence to the folk notion that the higher you go up when you are up, the lower you’ll go down when you are down.90 It seems there are emotional costs to having very intense positive emotions – one of which is the inevitable experiencing of more intense negative emotions.


  Psychologists now argue91 that the key to overall contentment is simply the total amount of time a person experiences pleasant emotions versus the amount of time they feel unpleasant emotions, regardless of the peak intensity of emotions  experienced. This is an important difference from the general lay approach which is to seek as intense a positive experience as possible (such as the pursuit of heady romance, passionate sex, wild parties, meteoric careers, instant lottery jackpots, love at first sight) as the key to happiness. In fact the resulting intense positive emotion provides a person with only momentary happiness. Research suggests intense positive emotions are not as strongly related to general well-being or increase of long-term contentment as frequent but non-intense positive experiences.


  One reason for the failure of intense positive emotions to increase well-being is that they occur only infrequently. For example, in one study on daily mood in which a total of 5,586 subject days were assessed,92 psychologists found that their subjects experienced intense positive emotion on only 2.6 per cent of the days. Therefore it is unlikely that overall contentment could be influenced by such an uncommon occurrence.


  Secondly, and most importantly for an understanding of how to preserve and enhance your mental health, there appear to be costs associated with experiencing intense positive emotions that counterbalance the positive effects of these experiences in relation to long-term contentment. It seems that the processes resulting in intense positive emotions will also intensify negative effects, leading to the possibility of the experience of intense negative emotions. If you are deliriously happy to be accepted on a date, you are also likely to be deeply upset when rejected, precisely because of your tendency to personalize and render the event overly meaningful. Likewise when people compete in sports, a win will be much more positive for those who desperately feared losing than for those who were less concerned about failure. So a particular goal regarded as very important will be associated with intense satisfaction after a success in that direction is achieved, but similarly will be associated with heightened sorrow after a setback. In other words, intense positive emotions often depend on psychological conditions which would have resulted in intense negative emotions had circumstances not turned out favourably.93


  Also, an extremely positive event – for example, a perfect score in an exam – when contrasted with a future event judged as moderately positive – merely a good score in an exam – renders the future event less satisfying. Thus extremely positive events, when compared with moderately good ones, can lower  the value of and make less pleasurable mildly positive experiences. When milder levels of positive emotion are compared with high levels of intense positive feeling, the net effect may be to lower the value of the moderately positive experiences.


  Freud94 had some sense of this problem when he wrote that extreme cravings, when satisfied, can lead to more intense enjoyment than moderate yearnings, but extreme cravings left unsatisfied can similarly cause greater displeasure. Freud therefore believed we are psychologically disposed to experience intense positive emotions only in contrast to intense negative emotions.


  But some psychologists have actually promoted intense experiences. The famous psychotherapist Carl R. Rogers95 encouraged people to experience intense positive emotions by being open to experience, by which he meant that people should not defend against or repress their moods, so blunting their emotional experience of life. He believed it necessary to experience the full range of emotion, from extreme, positive intense mood to negative, intense spirit as a part of the journey to becoming a fully functioning person. While it sounds great from a libertarian standpoint to advocate that people should try to experience all that life has to offer, I do not believe Rogers was fully aware of the negative consequences of pursuing intense moods.


  In stark contrast the Greek Stoic philosophers believed that extreme emotional experiences should be avoided. Indeed they attached so much importance to this they even suggested that the experience of extreme positive emotions should be moderated by thinking about a negative experience at the same time. This would tend to make future negative events less extreme and therefore less emotionally arousing.


  In the ascetic tradition of the Christians and Buddhists, a philosophy of self-denial and non-attachment is advocated, partly in recognition that a strong attachment to worldly objects can lead to emotional despair when those same objects are lost or removed. Implicit in these philosophies is the idea that the experience of intense positive emotions will increase the probability of experiencing intense negative ones. (More about these Buddhist techniques can be found in the chapter ‘Crisis, What Crisis?’)


  The concept of depression as a factor plotted against  happiness and producing a U-shaped curve, whereby those who score at the extremes on happiness (very happy or unhappy) are also prone to score high on depression, and those who score low on depression are those who score at the midpoint in happiness scales, is like that of the ancient Greek physician Galen. In Galen’s scheme, in which four temperaments are based on the four humours,96 a choleric person feels strongly or intensely, whereas the phlegmatic is relatively unemotional and therefore does not experience emotions intensely.


  Intense moods are probably the consequence of investing too much of one’s sense of well-being in too few spheres of life. So, for example, if getting a date is what the whole meaning and purpose of life hinges on for you, then you will tend to be deliriously happy if the person you ask out accepts, or deeply upset if you get rebuffed. On the other hand, the phlegmatic tend to be protected from extreme mood swings because they have more roles in life that are important to them, for instance not just a chaser of the one-night-stand or career, or not just a spouse or parent. They have more complex self-concepts (this will be expanded in the chapter ‘Me, Me, Me’) and so are buffered against emotional incidents by the fact that other areas of their lives remain unaffected by emotionally significant events.97


  
    HOW COMPLICATED ARE YOU?


    Psychologists have termed the way we look at ourselves our self-concept; it includes our own view of whether we consider ourselves to be attractive, ethical, intelligent and so on in any number of different ways of comparing ourselves to others. An important factor in the nature of our self-concept is how complicated we are. This is measured by looking at whether we think we tend to be better than most people at most things, or worse than most people at most things – in either of which case our view of ourselves is simple; and whether our thinking that we are better or worse than most people varies a lot depending on the particular characteristic we are discussing (how good we are at tennis, in bed or at work) – in which case we have more complicated personalities.


    Another way of looking at this is how we think of our roles. We have roles as workers, lovers and friends, and if our performance in one of these roles is likely to dominate our view of  ourselves and hence colour what we think of ourselves globally, then again we are simple. If instead we think of ourselves as different in each role – for instance, as poor lovers but good at work – then we have a more complicated self-concept. Whether we are complicated or simple appears to have important implications for how we react to stress and whether we have a tendency to extreme mood swings. To find out how complicated you are, and the implications, try the simple quiz below.

  


  
    COMPLICATED SCALE


    Each statement is followed by two possible responses: agree or disagree. Read each statement carefully and decide which response best describes how you feel. Then put a tick over the corresponding response. Please respond to every statement. If you are not completely sure which response is more accurate, put the response which you feel is most appropriate. Do not read the scoring explanation before filling out the questionnaire. Do not spend too long on each statement. It is important that you answer each question as honestly as possible.
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    Add up your score from summing the numbers of As and Bs in each box you have ticked. Your score and the interpretation given below should be treated with caution – this short test is by no means definitive, but may offer a guide to where you stand compared to others around you.

  


  SCORE


  
    8 or more Bs. You are scoring well above average for simplicity of personality, which means that you are prone to quite extreme mood swings, depending on your successes or failures. This is because your view of yourself is linked very strongly to only a few of your roles – for instance, your role as a worker or your role as a partner in a relationship; hence if these go badly they easily affect the rest of your life. You need to learn that just because someone does not like you it does not mean you are a useless person. Perhaps you have not experimented enough with different lifestyles since your youth, and hence there are hidden depths to your personality that will surprise you when you discover them.


    Between 5 and 7 Bs. You are scoring above average on simplicity of personality and this means you are not doing enough widely different things with your life so as to discover all aspects of yourself. On the positive side you tend to be more delighted by good news than many others you know; hence on good days you are the life and soul of the party, but on bad days you tend to let bad news, or a poor performance, affect you too adversely. Your tendency to believe that the past determines the future or that bad things come in runs means you see bad events as symptomatic of something you are doing wrong with your life. You need to learn that there is much you cannot control, and if things go badly it is not always your fault.


    Between 3 and 5 Bs. You are scoring around average to above  average in complexity, which means that, as a more complicated person than higher scorers, you are less perturbable by good or bad news, because such information does not tend to affect your overall view of yourself. On the other hand, this also means that when things go well for you, you are less likely to feel overjoyed that your life is about to take off for the better. You need to realize that it is very important you hang on to your wide variety of friends, who are often very different from each other. If you let lack of time constrain your social circle, you will tend to move away from your complexity and become more simple.


    Between 0 and 2 Bs. You are scoring very high indeed for complexity and this means the dramatic differences in your behaviour depending on who you are with sometimes even surprise you. Unlike higher scorers in simplicity, the multiple roles you have in life mean that one role – for instance, work or love – is not the only thing important to your sense of self-esteem; and this has a protective effect against the adverse effects of stress; particularly if something goes wrong in any of these fields. The fact that you are more complicated means that it is more difficult for you to gain a sense of the general direction in which your life is going. Successes in one sphere are usually offset in your mind by failure in others. You need to take a step back and try to get a feel for the big picture, otherwise you may find some of your decisions are not taking you towards goals that are really important to you.

  


  Interestingly, older people, who are likely to have learnt from bitter experience the short-sightedness of investing too much meaning in too narrow a part of life, experience both positive and negative emotions less intensely than younger people.98, 99 This may go some way perhaps to explaining the tendency to find poorer mental health in younger people recently. In comparison with adults, adolescents’ moods swing more widely with more intense highs and lows.100


  Although we have now explained why surveys can find high rates of depression and happiness in the same samples, what is the relevance of this to mental health? After all, the pursuit of happiness is not the same as the quest for mental health – an important distinction made in the introduction of this book. Well, we have already seen the importance of aiming not for intense positive moods, but simply an increased frequency of moderately positive ones as the pathway to overall better well-being.


  But when a person’s level of depression is under control, they still experience significant variation in life satisfaction – in other words, people who are not clinically depressed still differ widely in their levels of well-being. For example, if we looked at all of the people who are not formally depressed, there would still be significant differences between them in life satisfaction and associated variables such as self-esteem and self-confidence.101


  It seems that low life satisfaction tends to precede the onset of depression. In other words, individuals with low life satisfaction ratings are more likely to become depressed in the future than those with higher reported life satisfaction. This is important because it provides a potential method of identifying people at risk of impending clinical depression.102


  Therefore one way of interpreting these findings is to suggest that decreased life satisfaction may be prodromal, or an early manifestation of clinical depression’s onset.


  For those who already have some risk factors for major depressive disorder, experiencing two or more weeks of sad mood in one year raises the likelihood 5.5 times of a first onset of major depressive disorder in the next year.103 This has led some to suggest that if an efficient screening device, such as a questionnaire, could be found, for doctors this would be a useful way of identifying those amongst a population suffering this two-week period of sad mood who would urgently need preventive interventions in order to stave off a high likelihood of succumbing to the depression syndrome.104


  It seems loss of pleasurable engagement with life, or anhedonia, or the inability to derive pleasure from things which previously cheered us up for at least a few weeks is a distinctive predictor of future depression.105 Becoming more aware of a lowered sense of ability to derive pleasure from life aids us in identifying at the earliest opportunity the possibility of future mental ill-health.106


  So there is a connection between happiness and positive mental health, even though it is not so, as we have seen, that the more intense happiness is better for you – quite the contrary. Generally positive self-attitudes work as a buffer to stress. A positive view of the world means that stressful life events are perceived as challenges rather than as threats (more about this in the chapter ‘I Will Survive’). Bad luck hurts less when one can draw on some emotional reserve. Protective effects of this kind  are associated with a positive appreciation of life as a whole, or with mood level. The more one enjoys life (non-intensely), the better one can take knocks.107


  But it seems that raising levels of happiness in a community is surprisingly difficult.


  Since the beginning of the nineteenth century when British utilitarians proclaimed the enjoyment of life to be of the highest value, it became the duty of governments to promote the greatest happiness of the largest number of people. Hence this is one of the ideological ingredients of the current Western welfare states. The US constitution even defends ‘the right to pursue happiness’.


  The first basic theory as to the cause of happiness is the idea that it is based on the quality of living conditions – people who have improved housing, transport, food, leisure time and consumer goods will be happier. Better living conditions lead to better resources for the fulfilment of needs, therefore, it logically follows, they should lead to improvements in happiness. This is the theory which most lay people subscribe to and at first glance seems to make common sense.


  Yet it is surprisingly difficult to find evidence that improved living conditions lead to enduring enhancements in people’s mood. For example, while the Gross National Product, or wealth of a country, doubled in the USA between 1946 and 1970, the average level of happiness remained unchanged during that period.108


  If countries of differing wealth are assessed for happiness, a pattern emerges that suggests that wealth is subject to a law of diminishing happiness returns.109 The improvement in living conditions between those in the very poorest countries and those in countries that are slightly more prosperous is indeed associated with dramatic increases in happiness. However, in wealthier countries happiness is less connected to improved living conditions: the difference in happiness between rich and poor tends to be smaller. The higher the Gross National Product, the lower the association between individual happiness and relative income.110


  One reason why there is a link between improved living conditions and happiness in poorer countries is the very strong association between average happiness and sufficiency of food consumption, based on estimates about what calories per day  are biologically required.111 Happiness is typically lowest in nations where malnutrition is most frequent. Since happiness depends to some extent on health, poverty is thus a detriment to it when the privation is so bad as to endanger physical fitness. This effect is demonstrated by a dramatically strong association between average happiness and average life expectancy across countries throughout the world. Also there is a close relationship between economic development and life expectancy until a threshold is reached at a Gross Domestic Product of $5,000 per head of population (at 1984 values). Beyond that threshold, further economic growth bears little or no relationship to improvements in life expectancy or happiness.112


  How to explain why improvements in living conditions do not lead to improved happiness once certain basic nutritional requirements are satisfied? It seems that in fact once we get past this threshold, happiness is largely unrelated to objective conditions of life. Instead, changes for the better tend to raise expectations and thus do not result in greater happiness. If anything, over-stressing of progress by the mass-media and politicians may even cause an inflation of aspirations and result in a decline of happiness.


  So the theory most psychologists subscribe to now is that happiness results from the perception of being relatively well off rather than the actual quality of living conditions. The important implication of this theory is that happiness depends on mental constructs, or the way we think about our situation, rather than on the realities of life. Therefore people can be unhappy in almost perfect conditions because they want more, and be happy in tough circumstances because they resign themselves and acquiesce to their situation.


  In particular, psychologists now stress that happiness depends on how small a gap there is between what a person hopes to achieve, and what he or she is actually achieving.113 The evaluation of life is a more or less conscious mental process and involves assessment of the degree to which perceptions of ‘life as it is’ meets the individual’s standards of ‘what life should be’. The better the fit, the happier the person. Satisfaction is greater when achievements are close to aspirations and lower when they fall short. Aspirations are based largely on comparisons with other people and our own past experience. To predict how happy someone is, simply ask them about  the gap between their aspirations and achievements.


  High aspirations, which are harder to achieve, can be a threat to happiness. Therefore ‘happiness therapy’ sometimes includes persuading clients to lower their aspirations.114


  The most comprehensive view of the series of comparisons people indulge in is encapsulated by what is technically known as ‘multiple discrepancy theory’. This holds that people use several standards in evaluating their life.115 It distinguishes seven main discrepancies perceived in this evaluation, between where one is now in one’s life and (1) what one wants (2) what other people have (3) the best personal experience in the past (4) expectations for the next few years (5) personal progress (6) what one thinks one deserves and (7) what one thinks one needs.


  Perceptions of success in these matters predict happiness better when combined than separately, but the perceived gap between what one has and what one wants is the best simple predictor of happiness.116 The vital point is that discrepancies in these seven areas predict happiness much better than an objective appreciation of an individual’s living conditions.117


  For example, to take one of the seven discrepancies, in which people compare their present situation with their own past, there is evidence that people brought up in poverty during the 1930s Depression evaluate later periods of their life positively.118 Hence there may be an advantage to having had an unhappy childhood in terms of being a happy adult. Also, when people are asked to think about events in their past, reminiscing about a negative event in the past produces higher ratings of present happiness than recalling a positive event.119


  It seems, therefore, that happiness builds on hardship. Because standards of comparisons anchor in earlier experience, people tend to be happier after hard times. The worse life was earlier, the lower one’s standards are for what one requires now to be happy, and the more favourable the judgement of present life.


  This theory provides an interesting possible explanation for the lower mood of ‘baby boomers’, alluded to earlier. These people were brought up at a time of wealth and stability unprecedented in history. Multiple discrepancy theory would predict that, as they grow, they will be prone to unhappiness because they will compare their current state with their relatively wonderful childhoods, and so feel bad about the present.


  The theory also provides an explanation as to why satisfaction with life tends to increase with age: as people become older their achievements increase and their aspirations decline, until eventually the gap closes.120


  But if it is so that people compare themselves to others to determine their happiness, and it is differences vis-à-vis others that make us happy or unhappy rather than the actual quality of our life, the implications for society at large are sobering. This means that collective changes in society for better or worse will not affect general happiness. If everyone improves their living conditions together, it is not possible to feel better in comparison to others. Therefore general social progress can never raise happiness and happiness for everyone is impossible.


  For example, if most satisfaction with income arises from an individual disproportionate increase, the disproportionate decrease for others which unavoidably accompanies this will result in dissatisfaction over the comparison. As long as social comparisons are strongly important for subjective well-being, never will it be possible for everyone to be capable of maximizing their satisfaction at the same time.121


  Who you choose to compare yourself with is significant. A famous study found that manual workers in the top third of all salaries were more satisfied with their pay than non-manual workers at the same salary level.122 Note that these manual and non-manual workers were earning the same. The explanation was that the manual workers compared themselves with other manual workers, who usually earned less, and not with better-paid non-manual workers. The non-manual workers were comparing themselves with other non-manual workers who tended to earn the same or more. Other studies have confirmed that satisfaction with pay and housing depends more on comparisons with what other people have, and on comparisons with own past experience, rather than on the actual amount of pay received. The most likely comparison is with people in the neighbourhood, relatives and those who went to the same school and college.123


  The effect of comparison on happiness is well illustrated by William James, a famous American nineteenth-century psychologist who was perhaps the first to recognize this psychological principle: ‘...so we have the paradox of a man shamed to death because he is only the second pugilist or the  second oarsman in the world. That he is able to beat the whole population of the globe minus one is nothing; he has pitted himself to beat that one; and as long as he doesn’t do that, nothing else counts.’124


  William James’s observation represents an early statement of a fundamental principle of psychology: a person’s objective achievements often matter less than how those accomplishments are subjectively construed. In this example, being one of the best in the world means little if it is seen not as a triumph over many but as a loss to one; being second best is therefore not as gratifying as perhaps it should be.125


  Another mental activity linked to this comparison process, which seems to greatly affect people, is comparing objective outcomes to imagined outcomes – in other words, contrasting the reality of your situation with what might have been.


  The intensity of people’s reactions to events appears to be proportional to how easy it is for them to conjure up greater or lesser outcomes that almost happened. For example, compare the reactions of two travellers who both missed their scheduled trains, the first by five minutes and the second by thirty minutes. The outcome is the same – both must wait for the next train. But it is easier to imagine the first traveller arriving on time than the second arriving on time,126 so the first traveller feels more intensely upset than the one whose train left much earlier, even though the objective situation of both travellers is exactly the same – they are both stranded on the platform for the same reason.


  This dwelling on ‘what might have been’ is termed ‘counterfactual’ thinking by psychologists. The effects of counterfactual comparisons can even be sufficiently strong to cause people who are objectively worse off sometimes to feel better than those in a superior state. For example, researchers at Cornell University in the USA studying athletes at the 1992 summer Olympics at Barcelona concluded there was evidence that silver medallists were less happy than bronze medallists.127 The theory that explains this depends on counterfactual thinking and comparisons going on in the medallists’ minds. The silver medallist, according to this theory, focuses on the fact that he almost won the gold medal, because there is a qualitative difference between coming in first and any other outcome. The bronze medallist tends to compare himself with fourth place. Third place merits  a medal whereas the fourth place finisher is just one of the field. By this process the person who is objectively worse off (the bronze medallist) none the less feels more gratified than the person who is objectively better off (the silver medallist). Like William James’s pugilist, silver medallists probably torment themselves with counterfactual thoughts of ‘if only’ or ‘why didn’t I?’, whereas bronze medallists may be soothed by the thought that ‘at least I won a medal’. It seems that there may be times when less is more.


  The Cornell University research focused on the emotional reactions of athletes shortly after their events. What do we know of how people adjust over longer periods of time to the objective reality of their situation?


  Perhaps the most dramatic demonstration of the power of the comparison effect in determining happiness was a famous comparison study of 22 major lottery winners, 22 normal controls and 29 paralysed accident victims.128 Rating themselves on a 6-point scale of feeling happiness, ranging from 0 for not at all to 5 for very much, lottery winners, controls and quadriplegics were surprisingly close in their ratings of present happiness (winners: 4.00, controls: 3.82, quadriplegics: 2.96). They were not significantly different in how happy they rated themselves likely to be in the future, although the quadriplegics scored higher. After a time the quadriplegics become nearly as satisfied as the general population, though never quite as much.


  The researchers suggest these findings can be explained by actual happiness being largely determined by the pleasure you take from mundane everyday events. The problem with winning the lottery is that your expectations of the pleasure life should bring you are instantly revised upwards, which, with the intense joy of winning, renders everyday events less likely to give you the same pleasure that they did before you won. The quadriplegics, on the other hand, took greater pleasure in everyday events129 because in a sense they didn’t have much other choice. It seems from this study that, again, lasting happiness is unlikely because any improvement is overshadowed by, among other things, a rise in aspirations. Standards of comparison adjust and follow the perception of reality.


  According to this view experiences of happiness and unhappiness alternate and largely outbalance each other. Comparing ourselves with others we are either happy or unhappy because  we are better or worse off relatively, and this mood is only short-lived because we soon adjust our standards of comparison. If our lives improve we feel happy for some time, but soon we get used to that level, and feel neutral again, or even unhappy because we come to expect continuous progress. The same applies to comparisons with expectations and aspirations. If all this is true, we can expect that happy and unhappy periods will alternate through our life and that in the general population the number of happy and unhappy people will tend to match each other. This implication is known as the ‘zero sum theory’.130


  According to Freud, unhappiness is caused by unmet needs, such as the need to be free to do what we really want regardless of social rules. Therefore it follows that happiness results from the meeting of needs. The problem is that if you need a need to be met before you can be happy, then you have to have had an unmet need before you can be happy. So needs are required to provide a reservoir for the release of happiness, by the meeting of these needs. Happiness is therefore inevitably related to unhappiness:131 paradoxically unhappiness appears to be the cause of happiness.


  Without needs there can be no satisfactions. Furthermore if we did not experience unhappiness, we would not be motivated to pursue happiness. Interestingly taking the most direct route to satisfaction results in the most rapid extinction of motivation. Drug use, for instance, results in lessened motivation over the long term, because drugs act immediately to produce gratification and so take away all other drives.132 So, Freud argued, humans must learn from infancy to curb their drive to attain immediate gratification. Freud labelled this process learning self-restraint, or the reality principle. It is self-restraint which achieves mental balance, health, personal order and civilization.


  This view is often termed the ‘opponent-process theory of motivation’,133 which argues that psychological mechanisms exist for the automatic control of emotions. For example, repeated pleasures lose a lot of their pleasantness and this automatic adjustment to a good thing means we do not lose our sense of motivation, therefore making us potentially capable of finding new sources of pleasure.


  After a while, when we have got used to a good thing happening to us, if we lose that good thing, we are more upset than we were before the improvement occurred in the first place.  The tendency to get used to improvements, and to get more upset by their loss than we were before we received their benefit, means, according to opponent-process theory, that it is very difficult for mere objective improvements in our lives to produce long-term enhancements in our mood.


  An example of this process in action is when marriages end. Marriage has been found to make us happy: although research has found that marriage is the greatest source of conflict as well as being the greatest source of satisfaction, the married, including the happily and unhappily married, are overall much happier than those who are not. This is probably because spouses are major sources of all kinds of satisfaction, instrumental, emotional support and companionship.134 The main cost of marriage for happiness is when it ends: bereavement and divorce are major sources of unhappiness.135 The divorced are the least happy, being even less happy than the widowed.136


  So marriage is an improvement in our lives, but after a while we take this improvement for granted – so much so that if our spouse leaves us or dies, we feel worse than we were before we met them. By arguing that wired into our brains is a mechanism whereby over time we get used to improved conditions in our lives, the opponent-process theory suggests that long-term improvements do not lead to prolonged changes above or below the norm in our mood. Instead the most dramatic changes in mood occur in response to changes in our lives which perturb the equilibrium. Bereavement and divorce should not be the major causes of unhappiness they appear to be if we, more logically, took into account at least all those years of benefit we received from having been with our spouses. Instead we get so used to marriage that we cannot cope when we are left alone. Before we were married we were single, but the effect of marriage appears to be to make us feel worse about being single again – worse off returning to being single than being single all along. In other words, sometimes the net achievement of receiving a benefit in our lives is that we end up feeling much worse when it is taken away than if we had never been given it in the first place.


  As the opponent-process theory suggests, the most intensely happy times in people’s lives are often preceded by negative events.137 Mood is significantly better on the day following a stressful event than on other stress-free days, suggesting that the  termination of a negative event appears to function as a positive experience. Also potentially linking intense negative and positive states is a process called ‘arousal’.138 It has been demonstrated experimentally that the excitation or arousal associated with a distressing event can lead to intensified satisfaction or appreciation when the event is over and replaced by a positive one. For example, the extreme distress that a husband and wife experience during the birth of a child is often replaced by overwhelming positive emotions once the child is born.


  Although the evidence all suggests that there is a complicated and close link between unhappiness and happiness, those who make simplistic attempts to enhance mood ignore such a link. Some psychotherapists today seem to feel that suffering is unnecessary, and that mental health will be promoted by the removal of life’s stresses and strains139 – a kind of ‘living-conditions-improvement’ approach to enhancing our mood, which, as we have seen, is doomed to failure. In fact, what we need in life is not fewer problems, but more solutions.


  Deep satisfaction is produced by the combination of challenges, and skills with which we meet them.140 What contributes to the experience of happiness is a person’s perception of the extent to which their capacities to act (or skills) correspond to the available opportunities for action (or challenges). So being a parent, for instance, becomes most satisfying when you feel you have the necessary parenting skills to help your child through a difficult time. When skills are perceived to be greater than challenges, people tend to feel bored. When challenges are seen as being higher than skills, they tend to feel anxious. When both challenges and skills are low, the person tends to feel apathetic. It is when high challenges are perceived to be matched with high skills – a subjective condition that psychologists have come to call a state of ‘flow’ – that a person experiences the highest levels of well-being.141


  So one strategy for the long-term enhancement of your quality of life is to seek to improve your skills, perhaps in particular your skills at dealing with stress. You will feel at your best when you find a match between high challenge in your life and these improved skills.


  We can also conclude that happiness may be maximized by minimizing the impact of our previous positive experiences in any comparison with our lives today. To achieve this goal one  should find ways to treat positive experiences of the past as different from the present and so not strictly comparable. This will help to avoid comparisons with a glorious past. By the same token, one should make strenuous efforts to compare present conditions to worse situations in the past, to enjoy the benefits of a positive contrast.142


  The bottom line of this chapter is that it is best not to pursue bliss as this is usually a doomed endeavour. Instead, since the pursuit of intense positive emotions is inevitably accompanied by profound negative moods, the pathway to positive mental health is to seek emotional stability, not intense moods.


  Given that it is difficult to elevate moods in any society, how may we account for the fact that the happiness of one nation may be greater than that of another – and that in particular, as mentioned earlier, over time the UK scores for happiness have been consistently above average compared to other European countries?143


  This appears to be contrary to the theory that contentment results from the comparison we make between our lives as they are now and how we feel they could – or should – be. According to this, the British should be gloomier than other nations. The media constantly provides us with evidence that we have been in economic and world status decline over the last few decades, and shows us that nations elsewhere in the world are catching up and overtaking us, particularly America, and the nations over which we were victorious in the last war.


  In terms of happiness there is a striking north-south split across the European Union, with the proportions of those satisfied with their lives above average in Denmark, Benelux countries, the United Kingdom, Ireland and Germany. All the countries below average are to the south, including Portugal and all the countries bordering the Mediterranean. This is at first glance surprising, as you might have thought the pleasanter weather of the southern European countries might predispose to a sunnier disposition.


  The most popular theory among academic psychologists144 which attempts to explain these consistent national differences is that climate patterns over thousands of generations have shaped the particular personality of a country. In colder countries there is a huge seasonal variation in the availability of food: you have to harvest in the summer and store for the harsh winter. To  survive these difficult circumstances requires long-term planning and careful regulation of resources. This meant people facing these climates had to learn to do without, even when there was plenty, in order to survive times of scarcity. In other words, they had to learn to control their impulses and plan ahead. People in warmer countries, with the year-round abundance of food, never had to discipline themselves as much as the Northerners had to.


  The famous stiff upper lip and reserve of the British perhaps originates from this self-control and stability. This might make us stoical in the face of adversity (as in the Blitz, when we showed the ‘Bulldog spirit’) and so protect us from a plunging mood when things are bad. Over thousands of years of evolution we may have got used to putting a brave face on things as the weather often let us down.


  Britain also tends to score very low on neuroticism, or a tendency to over-react emotionally to negative life events; in world surveys only the Irish population scores lower than the British for neuroticism, while the most neurotic are the Austrians (interestingly where Freud originated his theories). Another way of looking at neuroticism is to see it as analogous to a tendency to sudden intense moods.


  The traditional British suspicion of extremes of emotion may be attributable to the fact that they suggest an inability to control yourself, which in turn may have had poor survival value in the past. It may also explain why we are likely to rate ourselves as happy in the privacy of a survey, yet tend not to display a great deal of happiness to each other, leading to the erroneous conclusion that we are an unhappy people.


  Our continued happiness over the last few decades in the face of relative economic decline seems remarkable, but could they in fact be linked?


  It is intriguing to note that in 1948 West Germany had one of the unhappiest populations in Europe, with six times fewer Germans than English rating themselves as very satisfied with the way they were getting on. Yet West Germany’s economic performance was to outstrip the UK’s in the next forty years. Indeed all the countries in Western Europe which were generally unhappier than Britain then went on to economically outperform us over the next few decades. Is it possible then that, conversely, high levels of happiness in a country might predict  future economic decline? Perhaps one of the dangers of happiness is that it leads to complacency.


  But recent research has found substantially less happiness in the population of Pacific Rim countries like Japan and South Korea compared to Western countries like America and the UK, even after allowing for differences in income. One suggested explanation from the University of Illinois Psychology Department, which discovered the finding in 1995, was that the tremendously high growth rates of the Pacific Rim countries may mean that the people suffer from the stress of having such high expectations for achievement placed on them.


  It may be that the British opt for happiness rather than the stress of the kind of competitiveness demanded to maintain a top world ranking in economic performance. Perhaps the solution to having it all – relative contentment despite the strain of striving – lies not in happiness but in resilience, which psychologists term hardiness: the ability to withstand pressure without extremely negative emotional reactions and not to let stress get to you. There appears to be very little correlation between happiness and resilience. Recall the fact that while America scores higher on happiness than India, its suicide rate is almost double. Resilience may prove a more important quality than simple happiness, which remains a media preoccupation. But until psychologists study hardiness as much as they have investigated happiness, how to achieve it will remain controversial.


  Now that we have established that extreme happiness is not necessarily the goal we should be striving towards, in the next chapter we discuss how to achieve positive mental health.


  
    ARE YOU HAPPY?


    Each statement is followed by two possible responses: agree or disagree. Read each statement carefully and decide which response best describes how you feel. Then put a tick over the corresponding response. Please respond to every statement. If you are not completely sure which response is more accurate, tick the response which you feel is more appropriate. Do not read the scoring explanation before filling out the questionnaire. Do not spend too long on each statement. It is important that you answer each question as honestly as possible.

  


  [image: image missing]


  
    Add up your score from summing the numbers of As and Bs you have ticked.

  


  SCORE


  
    8 or more As. You are scoring very high indeed for happiness. However, one problem with being so happy is that this is likely to lead to complacency, and you are less interested in changing yourself, or improving certain aspects of your character, than most people are.


    Between 5 and 7 As. You are scoring just above average for  happiness and this is because you are basking in the glow of some recent positive event in your life, which is making you feel good about yourself, or you have a long-term tendency to feel good about yourself. The times when your happiness dips centre on occasions when you become very critical of yourself: at these times you need to be kinder to yourself, if you want to improve your happiness.


    Between 3 and 5 As. You are scoring around average to just below average for happiness and this means that you tend to dwell on times you have invoked the disapproval of others. You need to realize these negative messages may actually say much more about them than about you. Greater happiness will come from not depending on others’ approval for your sense of self-worth.


    Between 0 and 2 As. You are scoring very low indeed on happiness, which basically means you are prone to confuse the pursuit of short-term happiness, through comfort eating or alcohol, or some other self-destructive habit, with what would bring you lasting happiness, which is the pursuit of some meaningful long-term goal. You need to stop putting off the search for an achievement which would make you genuinely happy.

  




End of sample
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Things which worry me cannot be
dismissed easily from my mind

Most people are doing their best
in difficult circumstances

1am more moved by things I sec
on TV than people I meet

For things to improve I need to
change more than others do

1 don’t know what people really
think of me

Given enough time, I could cheer
almost anyone up

T hate haggling, even if it would
‘make something cheaper
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How much I am liked by a stranger
depends more on me than them

Tam above average on few aspects
of my daily work

Failure knocks me back less than
most others I know

Itis possible for me to compensate
for my worst mistakes

My past determines my furure

T have few alternative ways of using
my leisure time

T would be willing o try very
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10

1find it easy to be early for
appointments

Shopping for presents s usually
a last-minute rush

1 plan what I am going to do
on holiday before I get there

rarely go to events where
tickets sell out quickly

1 usually pay bills before the
reminder comes

My desk or room where I do
paperwork is rarely tidy

I check my diary for up-coming
events every day

‘When packing for holidays I
usually forget at least one thing,

1 prefer to finish a project before
moving on to something else

1 usually spend the night before
an exam sevisiag wetll lie
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¢ usually better to hide what you
are thinking from others

Ttend to act on what I believe in,
rather than to wait for guidance

Many discussions get too intense
for me

1 tell my parents what I think even
if they don’t like it

My successes often come from
g00d luck or a lot of help

T trust my own judgement
even when others disagree

I others advise against it
T would never take a risk

1 think I am equal o anyone

‘Thinking decply about
myselfis often painful

1have made a valuable
contribution to others™
Tves
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AGREE  DISAGREE
My friends like me because they are
friendly to most people ||

Once something needs doing I
start on it straight away

1 prefer to wait to be noticed by
those I want to meet

1 rarely leave any project
unfinished

T often start things before realizing
they are too difficult

Failure usually just makes me try
harder

Things can be divided into those I
can do, and those I can't

1 persist with unpleasant tasks
until they are finished

T often make plans feeling they
are not going to work

T usually can get down to work
= e |

[
& [Cs
s A
a3
s[4
A 3
el Al
a3
8 [ A





OEBPS/Images/newform1.jpg
AGREE  DISAGREE
o lose well i really to win

Most other people do not have my
best interests at heart

1 can forget my personal needs
when with 2 group of people

My destiny is entirely in my own
hands

My friends will take care of me
should I need it

All success is usually at some
other's expense
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1

My ideal day is doing a lot of
very different things quickly

T have usually finished the long-
term projects I have started in
my life

1 prefer mostly being with other
lively people than by myself

When given a task  often do
‘much more than I needed to

Toften feel obliged to give others
my attention even if i diverts me
from my own goals

More than most people, I notice
small deails which can be
Sinseoved inodient work
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1will never lose my close friends

1 am unattractive to many of the
opposite sex

I never appear stupid to others

My furure job prospects are not
secure

My work is up to date
“This country is in serious trouble
T open bills immediately

1 might be a lot less healthy than T
realize

The future will be better than the
past

Something terrible could be about
Yo hagpia
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1 can recall when my lifc has been
affected by a lucky streak

Most success is purely down to
hard work and ability

Some unlikely coincidences in
life cannot be explained away

‘Taking chances is not OK, even
if you are a lucky person

T am better than most others
at games of chance

‘There is nothing you can do
10 get luck on your side

I played lotteries for long
enough [ would win a big
prize

Luck has it to do with how
your life rurns out

Many of my days are more
lucky than others

Itis a mistake to base

decisions on how lucky you
feel
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These are not the best years of my
life

Thave been luckier than most
people

T would change my past if1
could

I feel things are going my way

T am less interested than before
in what I do

In my life the futare is very
exciting,
Life has been getting harder
recently

1do some things betrer than
anyone else

1do not cope wel at times of
stress

1 play an important part at
ekl ke
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T.can do most things, not just my
work, as well as most others

If others knew more about me,
they would like me less

1f others do not like me, that is
usually due o them, not me

‘There are many things about me I
dare not tell anyone

I have very few regrets about things
Ldid i the past

‘When I think about myself, I focus
on what needs to change

My parents think of themselves as
lucky to have had me

Most people do not like themselves
most of the time

I was born with several talents few
others have

1 swear as much at myself as others
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Getting angry rarely solves
problems

playing practical jokes
on others

Tam rarely critical of others
People are often jealous of me
Tam generally a cautious person
Some people have it in for me

Most people do no disappoint
me

Our country is too soft on other
nations

Revenge is no solution to
injustice

Inearly always stick to my
U
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Iget very irritated whenever
something comes along to
distract me from my work

Where I try to concentrate
there are many distractions

Once Iam involved in work,
time seems to pass very
rapidly

Daydreaming of what I would
rather be doing makes it casier

10 get through the day

Thave a clear sense of where [
want t0 be in terms of goals for
the distant future

1am not very confident about
my memory.

Tget very frustrated if anything
‘appears to be getting in the way
of long-term goals

There are things which, no matter
how hard I worked at them, I
would never gt really good at

Tcan be very assecive when it
comes to stopping ochers from
Sascsuciian arwoek
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Tam good at understanding why
people want what they do

Itis impossible to be successful
and popular

Giving generously to others is
usually repaid in the long run

When others do something bad to
youitis best to retaliate

Things are almost never as bad as
you think they will be

If you think oo hard about others
you will not get on

My success has more to do with
the help of others than me

Itis good to care a lot about
‘what others think of you

There is no use fighting your fate
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