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Abstract
Neoliberalism reaches beyond economic policy and material conditions and reformulates the
subject and psychological life and therefore is best understood as an attitude toward science,
knowledge making, and subjectivity. In a neoliberal climate, markets give us truth and individuals
are encouraged to be self-concerned agents rather than members of a polis. Thus, at the very
moment that neoliberal policies transfer responsibility to individuals, there is a simultaneous
increase in surveillance in order to reinstall certain patterns of human behavior. Mental health
research and practice risk becoming commodities dedicated to enforcing this logic. In this article,
we explore medical neoliberalism in some of its recent manifestations: global mental health
interventions, routine depression screening, and the monitoring of social media to assess mental
health. We also consider the ways in which popular reforms in the mental health field are founded
on neoliberal assumptions and may be abetting these ideological aims.
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Put crudely, the point of neoliberal ideology is not to convince us that Hayek was right; it is to
console us that the sense of insecurity, of perpetual competition and individual isolation
produced by neoliberal government is natural, because “that’s what life is really like.” (Gilbert,
2013, p. 15)
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Any paper with the term neoliberalism in the title should first address the question: what
is neoliberalism? As all of the authors in this special issue (Pickren, 2018) note, the term
is complex, contested, and has been subject to much debate regarding its descriptive and
explanatory power. Some completely discount the phrase, saying it is nothing more than
a political slur. Recently, however, three senior International Monetary Fund economists
questioned the benefits of neoliberalism, indicating the centrality of neoliberal agendas,
policies, and practices (Metcalf, 2017).
Thus, we agree with Metcalf (2017), who notes that neoliberalism should not be conflated simply with deregulation or a rightwing political perspective. He describes neoliberalism as being “in its own way comparable to eyeglasses” (para. 3). Indeed, the primary
epistemological assumption of the “neoliberal thought collective” is that neoliberalism
can be understood as a worldview, and as an attitude toward science, knowledge making,
and subjectivity (Mirowski, 2015b; Nik-Khah, 2017). The assumption is that individuals
are self-concerned agents, not members of a polis connected to a larger community.
From this vantage point, peoples’ needs are best met through the marketplace rather than
through engagement in political life, for “markets constitute the greatest information
processor known to mankind [sic] and never mislead participants about the truth”
(Mirowski, 2015b, p.11). This point—that the market is not simply an “allocator of
scarce resources” (Mirowski, 2017b, p. 6), but is in effect an epistemological machine
that produces new modes of subjectivity (see also Layton, 2010, 2014a, 2014b)—will be
central to our article.
Situating neoliberalism as a site of inquiry will be helpful in terms of understanding the economies of influence and the market forces that sustain our biomedical
model of distress/depression. It can also be helpful in understanding why prescriptions of many psychotropic medications continue to rise despite poor efficacy profiles
and documented concerns about safety. For example, neoliberalism is implicated in
agnotology—the deliberate production of ignorance (Mirowski, 2015a; Nik-Khah,
2017; Proctor & Schiebinger, 2008). As Pinto (2015) notes, the practices of ignorance
production in the pharmaceutical industry include not only the publication of misleading scientific studies but also the “ghost management” (Sismondo, 2007) of the
research enterprise. In this article, we begin with an exploration of neoliberalism in
healthcare, and examine some of its more recent manifestations in the mental health
field such as the Global Mental Health (GMH) framework and movement. We also
consider some of the ways in which popular reforms and practices in the mental
health field are founded on the epistemological assumptions of neoliberalism and may
be abetting these ideological aims.

Political economies of knowledge and medical
neoliberalism: Rethinking the global health burden of
depression
We humans have never been natural. So the question that confronts us is perhaps an ethical one.
Perhaps we need to ask, not just the question of historical ontology—what kind of human
beings have we become—but also the question of ethics as Lebensführung:—what kind of
creatures do we think we should become? (Rose, 2009, p. 80)
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The various manifestations of neoliberalism are clearly outside the scope of this
paper. However, a brief description of neoliberalism and its manifestations in the healthcare sector, what bioethicist Jill Fisher (2007) has referred to as medical neoliberalism,
is warranted. Fisher (2007) astutely notes that the cultural logic of neoliberalism could
perhaps be summed up by the phrase “What’s good for industry must be good for
America” (p. 65; noting that “America” is an elusive term that does not get unpacked).
At the very moment that neoliberal policies transfer responsibility to individuals to provide for themselves, there is a simultaneous increase in the monitoring of their actions.
Indeed, Foucault’s (1977) concept of governmentality invites exploration of the discourses that encourage neoliberal subjects to discipline and “govern themselves,” as well
as the “macrotechnologies” through which organizations facilitate neoliberal agendas
(Foucault, 1991; Rose, 1999). Ways of thinking and being that are congruent with market
demands become naturalized and normalized and failing to meet these demands is often
interpreted as pathology or deviance (Esposito & Perez, 2014; Rizq, 2014). Mental
health services are then positioned both as products to be purchased to aid one’s return to
neoliberal productivity and as systems for the surveillance of unruly bodies. Clinicians
are increasingly implicated in this monitoring and in the bureaucratization of mental
health care under the banner of evidence-based “efficient” (i.e., cost effective) practice.
Rizq (2014) observes that clinicians today are practicing within an “audit culture” (p.
211) where a fetish for transparency and accountability has replaced an ethics of care.
Thus, medical neoliberalism is embedded in a broader cultural logic and trend
towards privatized social services, increased surveillance, and the commodification of
health and wellness (Fisher, 2007). In short, within the logic of medical neoliberalism,
individual responsibility and competition trump equity and citizenship. To a large extent
this is because social divisions and income inequality “are seen as problems of individual lack of incentive and moral integrity—rather than as problems produced by capitalism itself” (Layton, 2014b, p. 464). The intra-psychic, relational, and socio-political
implications of medical neoliberalism are profound; human suffering is all too easily
recast in a disease framework and understood in economic terms. In this way, neoliberalism reaches beyond economic policy and material conditions and reformulates the
subject and psychological life. As Sugarman (2015) explains, neoliberalism “requires
individuals who are responsible for themselves and reflexively manage their skills,
abilities, and relationships such that they can be deployed as marketable assets” (p.
114). The logic is that “only entrepreneurs live fully realized lives—everyone else are
just drones” (Mirowski, 2017a, p. 5). It follows then that neoliberalism requires and
incentivizes techniques for constructing and monitoring a particular view of the subject
and seeks to naturalize certain patterns of human behavior. Mental health research and
practice then become vulnerable to being conceptualized as commodities and may inadvertently reinforce these patterns of behavior.
Perhaps the most paradigmatic, certainly the most successful, example of the commodification of mental illness and mental health care can be found in the rhetoric surrounding the global mental health (GMH) movement and statistics grounding the global
burden of depression. The frequently cited claims that depression is the leading cause of
disability worldwide, that up to 1 in 4 people are mentally ill, and that the fastest growing
segment of individuals with depression are in low income countries, suggests a triumph
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of medical neoliberalism. Some have suggested that mental illness is the new normal,
paradoxically both a disease and an expected part of modern life (Rose, 2009;
Summerfield & Veale, 2008).
Yet, as Rose asks, who 50 years ago could have predicted that depressed people would
become a global category? Perhaps Foucault was prescient enough. Certainly, his concept of biopower could be seen as a precursor to the development of an economic calculus for lost productivity incurred by “diseases” such as depression. Disability adjusted
life years, or “DALYs,” serve as the economic rationale par excellence for identifying
and treating depressed people. For the last 20 years, there has been ever increasing documentation of, attention to, and rhetoric about the “burden” of depression; biostatisticians
identify the days, months, or years that one “loses” (economically speaking) to depression. Despite the fact that applying the DALY metric to depression is “epistemologically
lamentable” (Summerfield, 2017), existential suffering has been successfully recast in
market terms and statistics (see also, Wahlberg & Rose, 2015).
The success of the GMH framework is evident in its widespread acceptance and in the
fact that it is being manipulated by Big Pharma (Carey, 2015; Summerfield, 2013). Little
attention is paid to the forces that brought it about and the connection between the World
Bank and the development of Global Health (with which GMH aligns itself). However,
as Bemme and D’Souza (2014) note, despite the acceptance of GMH as an ontological
entity, the infrastructure for globality was deliberate and orchestrated:
GMH … began to distinguish itself from International Health in the early 1980s when the
World Bank started investing in population health based on the rationale that an investment in
health results in the growth of “human capital” (Rees, 2014; Rigillo, 2010). As the leading
institution in matters of international health, the WHO subsequently saw itself increasingly
side-lined by the World Bank’s funding power and programmatic direction; a shifting
distribution of power was renegotiated under the new WHO leadership of Gro Harlem
Brundtland, who in 1998 embraced the World Bank’s new direction towards “Global Health”
(Brown, Cueto, & Fee, 2006; Katz, 2008) and created the Commission for Macroeconomics
and Health under the leadership of Jeffrey Sachs. This institutional reconfiguration … brought
about a shift in the conception and delivery of international health interventions—from “social”
projects in the programmatic tradition of Alma Ata, to global health interventions as projects
conceptualizing health in biological and economic terms [emphasis added]. (p. 853)

Although framed as a moral and humanitarian issue that existed a priori and was simply labeled, GMH was created out of a market-based worldview. Reconceptualizing
GMH as a moral imperative and human rights issue cannot change its economic
grounding, and, concomitantly, the reduction of the human to the biological. The casting of GMH as a human rights issue occurs simultaneously with an effacement of
human beings as social and political (see e.g., Rees, 2014). For example, a review of
the World Health Organization website on mental health, especially depression, shows
that the GMH framework risks de-politicizing distress by accepting an understanding
of affective life as being unmoored from social context. A stark example of this can
be seen in one of the WHO campaigns “Depression: Let’s talk” (World Health
Organization, 2017a). One of their main headlines reads “When sadness doesn’t stop:
Helping Syrians talk about depression” (World Health Organization, 2017b). Although
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well-intended, this headline, and the larger campaign of which it is a part, reflects a
neocolonial perspective and an assumption that Western mental health interventions
are best suited to remedy what the UN has described as the “biggest humanitarian and
refugee crisis of our time” (United Nations, 2016).
Yet, from a neoliberal global-health-burden-of-disease perspective, a necessary first
step is to calculate the lost productivity that results from the high levels of major depressive disorder that Syrians “have” and then use that information to support greater access
to mental health treatment for Syrians. Millions have been displaced within and outside
of their country, have experienced unfathomable violence, have been turned away by
many countries (including the US). What is our response? Duloxetine and Cognitive
Behavioral Therapy. To paraphrase psychiatrist Derrick Summerfield, a more humane
and compassionate response would be to understand that Syrians have not lost their
minds but their worlds (Summerfield, 2003). However, critiquing the WHO campaign is
not in any way meant to deny the intra-psychic pain and relational distress experienced
by Syrians; speech can heal broken community (Wertz, 1985). Rather, we wish to highlight the fact that by focusing predominately on intra-individual interventions and the
economic cost of depression, the WHO may be playing handmaiden to a neoliberal
agenda and losing sight of a social justice approach to mental health. We wholeheartedly
agree with the United Nations Special Rapporteur, Lithuanian psychiatrist Dainius Pūras,
who recently called for a focus on the global obstacles to physical and mental health
(Pūras, 2017, para. 14). As Pūras notes, a shift in focus from the rhetoric of “disease
burden” of mental health to the right to health is sorely needed.
Indeed, conceptualizing the distress that results from social, political, or economic
injustice as a “disease” is a thoroughly modern phenomenon based on the same attitudes
toward knowledge, science, and subjectivity inherent in the neoliberal worldview. The
disease burden framework is part and parcel of the neoliberalization of the subject—it
“responsibilizes” (Teghtsoonian, 2009) people for their distress and obscures the connection between social injustice and emotional suffering. While some have suggested that
the disease framework might alleviate stigma, research on this topic has found that biomedical explanations increase social distancing and that, conversely, psychosocial explanations can be humanizing (Longdon & Read, 2017; Schomerus et al., 2012; Seeman,
Tang, Brown, & Ing, 2016). It also grounds calls by policy makers, governments, and
health organizations for increased surveillance of our emotional health through the use
of questionnaire-based screening tools and by monitoring our use of social media.

Public health good or psychiatric risk profiling? Routine
depression screening in a neoliberal climate
And set a watcher upon her, great and strong Argus, who with four eyes looks every way. And
the goddess stirred in him unwearying strength: sleep never fell upon his eyes; but he kept sure
watch always. (Hesiod & Evelyn-White, 1982, p. 273)

Many psychiatrists and psychologists advocate for routine depression screening in the
context of the economic burden of depression (Reynolds & Patel, 2017; Trautmann,
Rehm, & Wittchen, 2016). In the US, despite a lack of evidence to support routine
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depression screening (Cosgrove, Karter, Vaswani, & Thombs, 2017; Thombs et al.,
2017), it has been recommended by the United States Prevention Services Task Force
(USPSTF) for everyone over 13, including for the first time during pregnancy and the
post-partum period. It is noteworthy that the UK and Canada, looking at the same evidence as the US, made the explicit recommendation against screening because of concerns about over-diagnosis, overtreatment, and thus exposing people to the risks of
treatment, particularly antidepressants and second generation antipsychotics, without
enough evidence of benefit.
While universal depression screening remains controversial in the US and elsewhere,
advocates of the global mental health framework are earnestly advocating for the implementation of depression screening throughout the “developing world.” For instance, in a
recent World Psychiatry piece, Reynolds and Patel (2017) lament the fact that efforts to
train primary care practitioners in Colombia, India, Sudan, and the Philippines to detect
mental disorders have failed to increase diagnosis rates. They argue that institutionalizing the practice of screening all primary care attendees in these settings using variations
of the Patient Health Questionnaire (PHQ-9; a 9-item screening tool developed by Pfizer)
would constitute “a vital milestone in the journey towards reducing the very large treatment gaps globally and scaling up the robust evidence on cost-effective interventions for
the common mental disorder” (p. 316).
The argument for increased use of depression screening tools at an international level
is typically framed in terms of the social and economic “burden” of depression, and concerns about neocolonialism and the ethnocentric quality of instruments are frequently
glossed. Recently, however, criticisms have been raised about the iatrogenic harms of
screening. For example, Greenberg and Wessely (2017) warn against using screenings in
the wake of natural disasters citing a distinct lack of evidence for their effectiveness.
They also highlight the risk of the nocebo effect, (i.e., the iatrogenic effect of being
labeled with a disorder; Thombs et al., 2012); “[screening] may cause considerable distress if people are incorrectly labelled as having a health problem when in fact they do
not” (Greenberg & Wessely, 2017, p. 249).
Screening for depression is certainly congruent with a neoliberal agenda that values
efficiency over engagement, productivity over citizenship, and uses technology to monitor the public. It is also consistent with a neoliberal risk assessment approach and a view
of humans as always being in an at-risk, pre-diseased, or diseased state, for which they
should proactively take responsibility. Again, a review of the WHO 2017 report is
instructive:
Who is most likely to get depressed? Although depression can and does affect people of all
ages, from all walks of life, the risk of becoming depressed is increased by poverty,
unemployment, life events such as the death of a loved one or a relationship break-up, physical
illness and problems caused by alcohol and drug use (World Health Organization, 2017a, p. 5).

The connection between “depression” and the privatization of institutions originally
developed for public good, the dismantling of social policies to protect citizens, and the
growth in inequality created by neoliberal agendas, are obscured by such statements
(which are peppered throughout the WHO report). In place of these connections, poverty
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and unemployment are reduced to predictive variables for a disease (one that now has an
ontological status). Indeed, in light of the increased attention to the risk factors for and
prevalence of depression, it is not surprising that in the US we now have marketing campaigns to screen all youth and to import psychologists and psychiatrists into school systems under the banner of “integrated behavioral health care.” Nor is it surprising that
primary care physicians are being monetarily incentivized to give depression questionnaires in waiting rooms. And soon Google will include a pop-up link to the PHQ-9 when
you search for depression: the PHQ-9 as a pen and paper panopticon.
To sum up thus far, at least two main assumptions ground the acceptance of mental
health/depression screening and integrated health care models: (a) technology can and
should be used to monitor the psychological subject and (b) depression is a disease
which, if left untreated, has enormous public health implications and economic costs.
These assumptions are consistent with a neoliberal agenda that encourages surveillance
and promotes market values and productivity. Indeed, the depressed individual, who is
unable to pursue opportunities, who is not pleasure seeking, and who lacks the energy
to be a competitive entrepreneur, could be seen as the quintessential anti-neoliberal.
Moreover, in this brave new world it is increasingly easy to surveil our inner worlds
(and now digitally monitor whether we are taking our psychotropic medication). As
discussed below, soon questionnaire-based screening may become obsolete: our tweets,
texts, and Facebook posts will tell our doctors all they need to know about our level of
depression.

A brave new world: Machine learning, digital phenotypes,
and psychotropic sensors
“The judges of normality are present everywhere” (Foucault, 1977, p. 304).

Two very recent events suggest that the neoliberalization of mental health care has almost
been achieved. First, machine learning is now being applied to predict depression and
suicide from one’s tweets, Facebook posts, and texts combined with one’s (digitally
stored) medical records. This will be a windfall for the Big Data, Open Science, and the
citizen science movements. The hope is that this will also be a highly lucrative endeavor,
as Thomas Insel, former head of NIMH, who recently left his post to work with Google,
makes clear: If biomarkers can’t diagnose mental health issues, maybe a “digital phenotype” can. “Google has phenomenal resources, and Verily [a Google company] is a really
exciting place to work. I just developed this kind of entrepreneurial itch” (Rogers, 2017,
para. 4). Insel is most likely correct. A 2017 study claimed that machine learning could
now identify “markers” of depression and predict whether an individual would become
depressed: “Using Instagram data from 166 individuals, the researchers analyzed statistical features computationally extracted from 43,950 participant Instagram photos, using
color analysis, metadata components, and algorithmic face detection” (Reece & Danforth,
2017, p. 1). Thus, it is not surprising that Insel recently left Verily to develop his own
startup company that will incorporate AI and machine learning to screen for depression.
Facebook has also connected machine learning and the mental health field. Facebook’s
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new “proactive detection” artificial intelligence technology will scan all posts for patterns of suicidal thoughts, and, when necessary, send mental health resources to the user
at risk or to their friends, or contact local first-responders (Tsukayama, 2017).
Although concerns have been raised that this surveillance technology could be put to
use for political, rather than mental health ends, no one is questioning the means. There
is widespread acceptance not only of the technology, but also of the (neoliberal) assumptions that underlie it. For example, there is the assumption that individuals’ emotional
states can be reduced to a universal category and should be monitored because of the
social and economic burden of depression, and that market-based surveillance is the
most efficient and accurate way to do the monitoring. The fact that platforms such as
Facebook, Instagram, and Snapchat have become so ubiquitous is not surprising; they
are “market-based systems of interpersonal evaluation” (Curran & Hill, 2017, p. 9) that
thrive in a neoliberal climate.
Second, in November 2017, the FDA approved the first “digital” pill—“a medication
embedded with a sensor that can tell doctors whether, and when, patients take their medicine” (Belluck, 2017). Otsuka Pharmaceutical and Proteus Digital Health partnered in
2012 to develop a version of the antipsychotic Abilify that contains a digital sensor that
can send real time information about medication compliance, as well as bodily activity
patterns, to a medication provider. Some have questioned why an antipsychotic was
selected to be the first drug equipped with such technology (Rosenbaum, 2017). One
possible reason is that, in 2012, the patent on Abilify was soon to expire, and that year
Abilify generated over 2.1 billion dollars for Bristol-Myers Squibb in the US alone. After
the patent expired in 2013, revenues in the US dropped to 1.5 billion and were down to
600 million by 2015 (Statista, 2017). The stated reason for selecting an antipsychotic
drug with a sensor was to increase medication compliance, which is a problematic issue
for antipsychotic drugs due to the severity of their side effects. Of note is the fact that
there are no data that show that monitoring will increase drug compliance or improve
patient outcomes, but it is certain that this technology will produce more data about individuals’ behaviors.
The drive toward increased information about the psychological lives and medication
regimens of subjects, with limited concerns about privacy, is indicative of a foundational
faith in the inherent intelligence and power of markets to make sense of all of this data
and dictate a way forward. This market-based drive, which is also present in the push for
screening, reflects a lack of appreciation for the ways in which monitoring and surveilling subjects impacts a sense of self and identity. In the case of digitally equipped antipsychotics, likely to be used with people diagnosed with schizophrenia and psychotic
disorders, one would hope for an attendant concern regarding how the implementation of
this technology might exacerbate paranoid thoughts and feelings.
As can be seen in these very recent developments, mental health has become an individual responsibility disconnected from our social and political worlds. Poverty, unemployment, and the crisis in Syria are understood simply as predictive variables for
depression-qua-disease. Insofar as the hallmark of neoliberalism is that markets are the
best information processors (Mirowski, 2009), we may soon find that in addition to our
tweets and Facebook posts, our Amazon purchases give big depression clues. Indeed, “a
peculiar epistemology resides at the heart of the neoliberal worldview. The individual
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human can never match the epistemic power of markets; therefore, goes the argument,
markets should assume primary responsibility for generating knowledge” (Nik-Khah,
2017, p. 3). It comes as no surprise then that Big Data, AI, and machine learning are there
to step in and identify our depression (in some cases before we may have the subjective
experience of being depressed), and now it is possible to digitally monitor whether or not
we are taking our aripiprazole: neoliberalism (almost) fully realized.

The poison in the cure: Neoliberalism, agnotology, and
open science
“Beware not only of enemies, but also of false friends who pretend to support us, but who are
working hard to dilute our protest” (Žižek, as cited in J. Wilson, 2015, p. 86).

In “The Rhetoric of Drugs,” Derrida (2003) famously employed the term “pharmakon”
to describe an ambivalent relationship to pharmaceuticals. For Derrida, the pharmakon is
defined as a substance that is both poison and cure, or even a poison in the cure. Here we
will argue that the “cure” being vigorously promoted for the problems in mental health
research and practice caused by institutional corruption (Whitaker & Cosgrove, 2015)—
the Open Science and Open Data movements—may similarly contain a “poison” that has
not yet received careful consideration.
The Open Science movement has been enthusiastically embraced by policy makers,
researchers, clinicians, and funders. On the surface, this is understandable—the assumption is that sunlight is the best disinfectant: increased access to data by independent
researchers will act as a corrective to systematic biases in commercially funded research.
Perhaps though, we should heed Žižek’s wise words and ask, should we be more cautious—could the Open Science and Open Data movements inadvertently play handmaiden to industry? Agnotology, the study of the manufacture and production of
ignorance (Proctor & Schiebinger, 2008), offers a lens through which we might address
this question.
Papers in agnotology have examined the tobacco industry’s campaign against research
on the effects of smoking on health, the denial of global warming (Bedford, 2010; Proctor
& Schiebinger, 2008), and the production of ignorance perpetuated by the pharmaceutical industry (Pinto, 2015). What this work illuminates is that the fundamental epistemic
goal of science—the search for knowledge—has been systematically hijacked by commercial interests (see e.g., Mirowski & Van Horn, 2005; Nik-Khah, 2014; Pinto, 2017).
Nowhere is this more evident than in the medical field, particularly within psychiatry.
The integrity of evidence-based psychiatry has been undermined to a large degree
because Big Pharma is able to control not only the funding of the research, but also the
design, interpretation, writing, and dissemination of the clinical trial results, a practice
known as “ghost-management” (Sismondo, 2007). For example, in a recent analysis of
the published clinical trial data for the new antidepressant vortioxetine (Cosgrove,
Vannoy, Mintzes, & Shaughnessy, 2016), the majority of the published papers either
thanked a medical communications company for “assistance in the writing of the manuscript,” or acknowledged that the drug manufacturer “was involved in the study design,
in the collection, analysis and interpretation of data, in the writing of the report and in the
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decision to submit the paper for publication” (p. 268). Although an analysis of the actual
clinical trial data showed that claims for vortioxetine’s efficacy and safety were unsupported (Cosgrove et al., 2016), the drug manufacturer was able to report—in highly
respected medical journals—that the new drug was safe and highly effective. Time and
time again, when questions about a drug’s risk benefit profile are raised, industry floods
the market with “science” that challenges and silences those questions (Lessig, 2018).
Agnotology redux; much like the tobacco industry, the pharmaceutical industry can lay
claim to the motto “doubt is our product.”
Thus, the assumption that openness is the panacea for the corruption of medical
knowledge ignores our current ideological and political climate. Because norms are
incredibly sensitive to the incentives surrounding them (Lessig, 2018), the Open Science
movement can be (and is) corrupted. A closer look reveals commercially controlled
“openness” and numerous for-profit entities collaborating with this movement. The devil
is clearly in the details: industry is gaming the Open Science and Open Data
movements:
Openness, like beauty, is in the eye of the beholder … an examination of the Science 2.0
initiatives reveals that in no case does the actual “open science project” within Pharma resemble
the sort of “openness” extolled by the cheerleaders of the New Order. (Mirowski, in press, p. 7)

The fact that industry coined the phrase “Protected Open Innovation” suggests that a
more critical examination of what is meant by transparency—and the way that the “protection” may favor commercial entities—is warranted.
For example, increased access and transparency in research, while needed, will also
give Big Pharma free scientific labor—all the while industry gets to control the rules of
what they will and will not share (Lave, 2012). As one industry insider admitted, Big
Pharma’s version of Open Science gives “controlled access to compound collections of
small molecules that would not be pursued owing to their high risk” (Mirowski, 2017a,
p. 17). To believe that we can use Open Science as a corrective to the deliberate perpetuation of ignorance about the efficacy and safety of many psychotropic medications is
naïve at best; such a belief fails to take into account the incentive structures in which the
movement is embedded. Beware false friends.

Conclusion: “Taming the pharmakon”
“It’s not that everything is bad, it’s that everything is dangerous” (Foucault, 1980, p. 62).

In a neoliberal climate, there is a shift in focus from rights to risks, collective goods no
longer exist (Lorenz, 2013), and mental health care is measured by market standards
(Layton, 2014b). Psychiatry’s discursive and paradigm shift to a classical medical model
of disease opened the door for industry to exert an undue influence on psychiatric taxonomy and treatment, and concomitantly, to play handmaiden to a neoliberal agenda.
Thus, as we have tried to demonstrate in this paper, it is not surprising that the global
mental health movement uses an economic calculus (“disability adjusted life years”) to
ground its “let’s talk about depression” campaign and selects Syria as a case example.

Cosgrove and Karter

679

Similarly, routine depression screening, the monitoring of social media and internet
activity to assess individuals’ mental health, and psychotropic drugs with digital sensors,
are natural outgrowths of medical neoliberalism.
If the logical conclusion is that “truth is bent,” in the mental health field (Lessig,
2018), what is the solution for reform? First, we must avoid simplistic reforms such as
focusing primarily on increased regulation (e.g., at the FDA), or assume that increased
transparency can mitigate the commercial status of biomedical knowledge. We need to
heed Foucault’s warning and think more carefully about things that look like innocent
ways to help, such as marshalling resources to respond to the global burden of depression, advocating for routine depression screening, uncritically embracing Open Science
and machine leaning initiatives, and championing integrated behavioral healthcare models. We must also shift the focus away from intra-individual factors to explain the etiology of emotional distress. There is a great need to develop policies and practices that
counter the disconnect between the psychic and the social—a disconnect that neoliberalism reinforces (Layton, 2010, 2014a, 2014b, 2018). Thus, we agree with Rose (2009)
that the central question to which we must respond is an ethical one. Psychiatrist Dainius
Pūras, by focusing on a rights-based approach to health and courageously challenging
the discourse of and practices surrounding the “global mental health burden,” provides a
map for responding to the ethical question “what kind of creatures do we think we should
become?” Indeed, there must be a reconceptualization of psychiatric problems as “not
truly medical but social, political [emphasis added] and legal” (M. Wilson, 1993, p. 402).
Without this epistemic shift, the pharmakon will not be tamed.
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