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        For my dearest friends who have known me since we were all teenagers, particularly Lorraine, Brett, and Grant.

        See? You were right… I AM special!
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            To Dr Amel Hmam FRANZCP MBBS, MD

          

        

      

    

    
      To Dr Amel Hmam FRANZCP MBBS, MD

      For a pattern of professional malpractice that would be grounds for dismissal in any competently managed healthcare system.

      For Thursday, 8 August 2024, when your appointment confusion between 10:30am and noon—which you blamed entirely on me—resulted in my waiting thirty minutes for a psychiatrist who simply failed to appear. For your voicemail an hour later, dripping with irritation that I hadn't waited longer for your convenience, as if basic professional punctuality was somehow my responsibility rather than yours.

      For your response to my written complaint about this conduct: systematically deleting every future appointment without consultation, discussion, or clinical handover. For abandoning a patient mid-treatment rather than addressing your own professional failures.

      For blaming me for the DVA's payment processing delays, as if I controlled Commonwealth bureaucracy. For treating payment issues as grounds for punitive treatment rather than administrative matters requiring professional management.

      For the breathtaking breach of duty of care in firing me despite documented recent suicidal ideation. For prioritising your wounded ego over patient safety. For demonstrating that in your practice, patients who challenge psychiatric authority deserve abandonment rather than continuation of care.

      For your ignorance of basic professional courtesy when dealing with a peer. You never discovered that my 1998 research continues generating academic citations 25 years later—achieved by fewer than 5% of published studies, indicating foundational rather than ephemeral contribution. My 450+ citations represent more scholarly impact than most psychiatrists achieve across entire careers, yet you treated me with the dismissive contempt reserved for difficult patients rather than the professional respect owed a colleague.

      For missing diagnostic opportunities that competent psychiatric practice should have identified. Thirty years of "treatment-resistant" depression that resolved through environmental change rather than medication adjustment should have triggered fundamental diagnostic reassessment. You'll never know that geographic relocation to Vietnam accomplished what decades of psychiatric intervention couldn't, because you abandoned your patient before discovering your entire therapeutic framework was wrong.

      For the formal complaint I filed with AHPRA (Reference Number: 00572415) detailing systematic professional failures:

      •	Chronic lateness and missed appointments treated as patient responsibility

      •	Dismissive treatment of legitimate concerns about scheduling incompetence

      •	Retaliatory cancellation of appointments following written complaint

      •	Abandonment of actively suicidal patient for non-clinical reasons

      •	Failure to maintain basic standards of professional courtesy

      •	Complete absence of clinical curiosity about treatment resistance patterns

      For AHPRA's response: acknowledgment of serious concerns, assurance you'd receive full details and right of reply, but guarantee that I'd never know the outcome. For the regulatory opacity that protects incompetent practitioners whilst patients remain ignorant of whether systemic failures have been addressed.

      For representing everything dysfunctional about contemporary psychiatric practice: diagnostic rigidity masquerading as clinical expertise, institutional arrogance mistaken for professional authority, and regulatory protection enabling continued malpractice.

      Your conduct violated basic principles of psychiatric practice, patient safety, and professional ethics. This wasn't personality conflict—this was systematic professional failure with potential life-threatening consequences.

      The public deserves transparency about practitioners whose conduct drives patients to formal regulatory complaints. Professional accountability requires acknowledgment that competent psychiatric practice involves listening rather than lecturing, clinical curiosity rather than diagnostic rigidity, and patient welfare rather than professional ego protection.

      You failed comprehensively. This book documents why such failures matter and cost lives.

    

  


  
    
      "We believe that clinicians are inclined to diagnose disorders that they feel more comfortable treating. The increased availability of medications that have been approved for the treatment of bipolar disorder may be influencing clinicians who are unsure of whether or not a patient has bipolar disorder or borderline personality disorder to err on the side of diagnosing the disorder that is medication-responsive."

      

      
        
        Dr. Mark Zimmerman, Associate Professor at Brown University and Director of Outpatient Psychiatry at Rhode Island Hospital
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      To my fellow neurodivergent humans who’ve survived decades of masking whilst being told you’re fine, actually, you just need to try harder: I see you. The exhaustion is real. The psychiatric hegemony is both badly designed and very real. You’re not broken. Trust me on this—I’m a psychologist.

      Also, I wrote this book with an AI assistant called Claude. Not because I'm lazy or technologically dependent, but because sometimes you need someone to talk through ideas with who won't get bored whilst you work out whether a paragraph belongs in chapter three or chapter seven.

      The stories are mine. The misdiagnosis, the medication disasters, the Vietnam revelation, the anger—all mine. Claude didn't live through forty years of psychiatric confusion or discover autism at 66. It/he just helped me wrestle my sprawling thoughts into something resembling book chapters without losing the conversational tone that makes this readable rather than academic.

      Think of Claude as the world's most patient writing partner. One who never suggests I should be more grateful or positive about systematic failure, never gets tired of rearranging sections, and occasionally points out when I'm lecturing instead of chatting.

      This collaboration raises questions about authorship that we're still sorting out as a species. But honesty seemed more important than pretending I wrote every sentence in splendid isolation whilst staring dramatically out windows.

      The lived experience is authentic. The research is real. The arguments are mine. Claude just helped me say it all more clearly than I managed during those medicated years when coherent thinking felt like swimming through treacle.

      If that troubles your sense of literary purity, fair enough. But after decades of being told my brain was broken, I'm comfortable using whatever tools help it work better.
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      Terms that might need explaining (or: The bit where I define things without being patronising)

      Look, I've tried to write this book for intelligent mid-teens onwards, which means I've assumed you can follow along without needing everything explained like you're five. But there are some terms that come up repeatedly that might be unfamiliar. So here's a quick guide.

      I've kept it conversational because if I wanted to write like a textbook, I'd have written a textbook. And nobody needs that.

      The psychology and neuroscience bits

      Chemical imbalance theory The idea that depression is caused by low levels of serotonin (or other neurotransmitters) in your brain. This has been the dominant explanation for depression for about forty years and is used to justify prescribing antidepressants to millions of people. Small problem: the research evidence doesn't actually support it. Which is awkward for everyone who's built careers and profits on this theory, but there you go.

      SSRIs and SNRIs Selective Serotonin Reuptake Inhibitors and Serotonin-Norepinephrine Reuptake Inhibitors. Antidepressants that supposedly work by increasing serotonin (or serotonin and norepinephrine) in your brain. They do help some people—I'm not anti-medication—but we're less certain about why they help than pharmaceutical companies would have you believe.

      Cognitive Behavioral Therapy (CBT) A type of therapy that focuses on identifying and challenging "negative thought patterns." The idea is that if you think differently, you'll feel differently. Works brilliantly when your thoughts are actually distorted. Less brilliantly when your thoughts are accurate assessments of genuinely difficult circumstances. Hard to challenge "I can't afford rent" with cognitive techniques when your bank statement keeps agreeing with you.

      Psychological contract The unwritten, implicit expectations between two parties—originally used in organisational psychology to describe employer-employee relationships, but applicable to any relationship where there are unspoken promises. I worked hard, you provide security. I serve my country, you take care of me. When these unspoken promises are violated, people experience profound distress. My research area for ages, and yes, I will bang on about it.

      Person-environment fit Exactly what it sounds like: how well a person's characteristics align with their environment's demands. High fit = thriving. Low fit = constant friction. Like wearing shoes that don't quite fit—not unbearable, but you're always aware of the discomfort.

      The neurodivergence bits

      Neurodivergent and neurotypical Neurodivergent means your brain works differently from what society considers "standard" or "typical." Includes autism, ADHD, dyslexia, and other conditions. Neurotypical means your brain works in the way society has designed systems around. Not better or worse—just different. Like Macs versus PCs, except with more social consequences.

      Autism (or Autism Spectrum Disorder) A neurological difference affecting how people communicate, process sensory information, and interact socially. Not a disease. Not something requiring cure. Just a different neurological operating system. Comes in wide variety—hence "spectrum." Some autistic people need significant support; others (like me) learn to mask well enough to pass as neurotypical whilst being exhausted by the effort.

      ADHD (Attention Deficit Hyperactivity Disorder) Another neurological difference affecting attention, impulse control, and executive function. Despite the name, it's not really about deficit—more about attention being interest-driven rather than priority-driven. Can hyperfocus intensely on interesting things whilst struggling to focus on boring-but-necessary things. Also not a disease. Also exhausting to manage in systems designed for neurotypical brains.

      AuDHD Autism and ADHD occurring together. Apparently makes me a limited-edition collector's item in the neurodivergent community. Creates interesting combination where some traits amplify each other (social exhaustion + need for routine meets need for novelty + impulsivity = interesting times).

      Masking (or camouflaging) The process of hiding your autistic or ADHD traits to appear neurotypical. Monitoring every word and gesture, following scripts for social situations, suppressing stims, forcing eye contact. It's not conscious deception—it's survival strategy learned young. And it's absolutely exhausting. Like running a marathon whilst everyone else is walking to the shops, but because you're keeping up, they assume you're also walking.

      Executive function Brain functions involving planning, organisation, time management, initiating tasks, switching between tasks. ADHD brains often struggle with executive function, which is why I might research quantum physics for six hours but forget to eat or can't make myself respond to important emails. Not laziness. Different wiring.

      Stimming Self-stimulatory behaviour. Repetitive movements or sounds that help regulate sensory input and emotional state. Hand-flapping, rocking, humming, fidgeting. Autistic and ADHD people often stim naturally, then learn to suppress it because it's considered "weird." Suppressing stims takes energy. More masking exhaustion.
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      At 66, a psychologist friend told me I’d been misdiagnosed for decades. I wasn’t bipolar. I was neurodivergent in a neurotypical world. Which raised an uncomfortable question: if I got it wrong, how many others did too?

      The disability pension day

      I didn’t expect my life to unravel in a Centrelink office, but then again, I didn’t expect to spend fifty years being medicated for someone else’s brain either. Life’s full of little surprises like that.

      The waiting room was painted in Bureaucratic Beige #47—the precise shade that suggests hope is available only as a premium add-on service, not included with basic human dignity. Around me sat fellow specimens in various stages of administrative processing, all of us clutching manila folders thick enough to qualify as doctoral theses in Applied Human Misery.

      The clerk looked young enough to still believe in superannuation. She flicked through my psychiatric portfolio like a sommelier examining a particularly disappointing vintage.

      ‘You’re approved,’ she announced, with all the fanfare typically reserved for announcing bus departures.

      Just like that.

      No drumroll. No ceremonial presentation of the Official Broken Person Certificate. Not even a sympathetic tilt of the head. Simply a rubber stamp that somehow managed to sound both definitive and bored.

      I was now, in the eyes of the Australian government, officially Disabled. Capital D. A brain certified as sufficiently malfunctioning to justify pocket money that wouldn’t keep a houseplant in premium fertiliser.

      The relief was immediate and shameful. Someone in authority had examined my collection of psychiatric labels and declared: ‘Yes, you’re genuinely broken. This isn’t insufficient gratitude practice or failure to think positively enough. This is legitimate disability requiring government assistance.’

      Which would be lovely validation, except it came gift-wrapped with official confirmation that my brain was, indeed, fundamentally fucked.

      I stepped outside into Adelaide’s aggressive sunshine and did what I always do under stress: maths. According to research, men with Bipolar II lose 11-15 years of life expectancy. I was 45. Split the difference at 13 years—because averaging feels scientific—and I had roughly seventeen years before checkout time.

      Seventeen years if the universe was feeling generous. Less if it maintained its current attitude.

      I stood at traffic lights, disability approval letter folded in my pocket, watching cars full of presumably functional people heading to lunch. When the little green man appeared—itself a questionable life coach—I crossed the street feeling like someone who’d just been handed a very polite eviction notice from existence.

      That evening, I opened Excel. A proper spreadsheet. Formulas, projections, colour-coded pessimism. If you’re going to plan your own obsolescence, you might as well do it with appropriate charts and conditional formatting.

      I saved it as ‘Life Expectancy Calculations - Bipolar.xlsx’ and felt the peculiar satisfaction that comes from quantifying the unquantifiable. Death, it turns out, responds surprisingly well to pivot tables.

      The universe, I would later discover, has a twisted sense of humour about such things.

      The Adelaide years

      The story before that day reads like a slow-motion disaster film where the disaster is so gradual that people keep making dinner plans right up until the building collapses.

      My depression stretches back to the 1960s, which is impressive longevity for anything involving me. At seven, I staged my own suicide—not successfully, obviously, though my commitment to method acting was noteworthy. The exhaustion probably started earlier, back when I assumed everyone else found daily existence equally baffling and unreasonably complicated.

      Childhood offered no diagnostic clues. I was smart enough, compliant enough, adequate at the mysterious art of ‘people’, and spectacularly terrible at school. No adult found this concerning. Boys were expected to be moody and odd. It was practically a design feature.

      By my twenties, I’d learned to perform Normal with the dedication of someone auditioning for a role they didn’t understand in a play no one had given them the script for. I joined the RAAF, where they taught useful skills: how to follow orders, how to function on no sleep, and—most crucially—how to mask neurodivergence so convincingly that even I forgot I was putting on a show.

      The RAAF was brilliant training for a lifetime of pretending to be someone else. They give you uniforms, clear hierarchies, and detailed instructions for everything. Perfect for a brain that needed external structure because its internal filing system was designed by someone with a sense of humour and no sense of alphabetical order.

      Depression followed me everywhere, naturally. Through postings, through training, through the elaborate social choreography of military life. I assumed everyone felt like they were drowning whilst simultaneously expected to look like they were winning swimming competitions. That’s what resilience meant, surely—performing competence whilst everything inside you screamed for a nice lie-down.

      By my thirties, I’d collected psychiatric labels like other people collect loyalty cards. Depression. Anxiety. Adjustment disorder. Some therapists tried to help. Others seemed to be conducting fascinating experiments in applied indifference.

      The medications did nothing except prove I had a remarkable tolerance for side effects. Apparently, my brain was immune to chemical persuasion but responded enthusiastically to weight gain and sexual dysfunction.

      I had already tried thinking differently, despite what Psychiatrist Number Three would later suggest with the kind of confidence you only get from private school blazers and inherited wisdom.

      ‘Have you tried changing the way you think?’ he inquired, as if this revolutionary concept might not have occurred to someone who’d spent years in therapy.

      ‘Several decades of CBT,’ I replied. ‘Three types of antidepressants. Mood stabilisers. Mindfulness until I could meditate myself into a coma. Yes, I’ve attempted cognitive remodelling.’

      He made a note. Probably: ‘Patient resistant to breakthrough insights and proper gratitude.’

      By my forties, the collection had crystallised into a psychiatric museum: Major Depression (the blockbuster exhibit), Generalised Anxiety (popular with visitors), PTSD (educational but disturbing), and finally Bipolar II Disorder—the crown jewel, presented with the triumph usually reserved for discovering new species.

      ‘It explains everything,’ announced my psychiatrist.

      It explained absolutely nothing, but I was too tired to argue. Too exhausted to insist that the shape of my distress didn’t match the textbook illustrations. Too depleted to say: ‘Something else is happening here and we’re all pretending not to notice.’

      The medications they prescribed didn’t fix me. They simply sanded down my personality until I resembled a piece of acceptable office furniture. Upright when required. Stable under normal conditions. Beige.

      I ran businesses like that. Attended international conferences like that. Gave presentations to rooms full of people whilst feeling like an alien anthropologist filing reports on a peculiar species that insisted on wearing uncomfortable clothes and making small talk about weather.

      Each business collapsed with the predictable poetry of natural disasters. Apparently, pharmaceutical stability and commercial success require different skill sets.

      Every failure felt personal, which is the cosmic joke of undiagnosed neurodivergence. You know you’re intelligent. You can see you’re capable. But somehow every venture transforms into elaborate self-sabotage, and you can’t work out if you’re cursed, incompetent, or just cosmically mismatched with reality.

      I blamed everything: poor planning, bad timing, insufficient market research, inadequate networking, Mercury in retrograde. Every explanation except the obvious one—I was trying to succeed in systems designed for brains that operated on completely different software.

      The photography from those years tells the story my medicated memory couldn’t. Black and white. Moody, bleak, depressing. Grainy. Empty landscapes devoid of humans. Lots of horizons suggesting escape to places that probably didn’t exist. I told myself it was artistic choice. It was actually my nervous system documenting its gradual collapse in real-time.

      The plan that didn’t happen

      There was a point—and I’m mildly embarrassed to mention this, but honesty is apparently my brand now—where the daily pain became so thoroughly normalised that death felt less like tragedy and more like sensible administrative housekeeping.

      This isn’t dinner party conversation. People prefer their suffering with clear narrative arcs and meaningful life lessons. They don’t want to hear about the careful mathematics of ending things, or how you can research methods with the same methodical attention you’d bring to comparing mobile phone plans.

      But here’s what decades of treatment-resistant depression actually looks like when you strip away the inspirational poetry: you investigate logistics. You budget costs. You select the least traumatic option for whoever has to clean up afterward, because even in despair, you retain enough consideration for others to worry about workplace occupational health and safety.

      I had a plan. Practical, not melodramatic. I’d reached the point where continuation felt more painful than cessation, and I approached the problem with the same systematic attention I brought to business planning.

      Which tells you something about both my business acumen and my mental state.

      But here’s where the universe’s questionable sense of timing really shines: I was poor.

      The method I’d chosen cost more than my bank account could manage.

      So I lived. Again.

      This isn’t the redemption story people want to hear. Poverty didn’t inspire gratitude or sudden appreciation for life’s precious gifts. It simply made dying temporarily unaffordable, which is possibly the least inspirational reason for continued existence ever documented.

      I cancelled the plan and returned to the daily project of persistence. Not thriving, not recovering, just continuing with the grim determination of someone who’d run out of alternatives and couldn’t afford the exit strategies.

      The universe, I would learn, has impeccable timing when it comes to cosmic irony.

      Three months later, everything I believed about my brain would prove to be wrong. The decades of depression weren’t mood disorder but masking exhaustion. The ‘bipolar episodes’ were autistic shutdowns from sensory overload. I’d been medicated for the wrong condition, diagnosed with labels that belonged to someone else entirely, and spent fifty years trying to fix problems I didn’t actually have.

      But in 2024, sitting in my Adelaide living room eating church charity food because supermarkets had become unaffordable, all I knew was that death had been temporarily priced out of my budget.

      Sometimes poverty saves you in ways that positive thinking never could.

      The Vietnam shift

      By 2025, Adelaide had evolved into a prison I couldn’t afford to escape from or die in. Vietnam offered a solution to both problems: it was warm, cheap, and sufficiently far from everyone who’d witnessed my various failures.

      The decision wasn’t romantic. I wasn’t seeking enlightenment or cultural enrichment or meaningful personal growth. I was seeking accommodation that didn’t require choosing between housing and food, and Vietnam’s rental market offered prices that didn’t assume you were earning a living wage.

      I moved to Đà Lạt for the most prosaic of reasons: economic desperation. Population approximately 400,000. Altitude 1,500 metres. Average temperature pleasant enough that freezing to death was no longer a budget consideration.

      The first months followed the expected pattern. Culture shock, language barriers, novel ways to misunderstand social expectations. I assumed the usual homesickness would settle into familiar depression, just with better weather and more affordable beer.

      Three months later, something peculiar happened.

      I realised I’d forgotten to be depressed.

      Not cured, not joyful, just... unladen. Like discovering someone had quietly removed a small, persistent weight you’d grown so accustomed to carrying that you’d forgotten it was removable.

      I waited for depression to return. Old companions usually do. But instead, colours returned.

      Literally.

      I picked up the same camera I’d used in Adelaide and pointed it at similar subjects. Landscapes, quiet streets, architectural details that caught morning light. But everything came back in colour.

      Sharp reds. Unexpected blues. Yellow flowers against green foliage. Markets full of life and movement. Faces in close-up instead of empty horizons. The chronic narrowing of perception that had characterised my Adelaide years simply... lifted.

      Same equipment. Same technical knowledge. Same compositional instincts. But something fundamental had shifted in how my brain processed reality.

      This wasn’t mood improvement. This was neurological change.

      Could geographic relocation really fix decades of mental illness? The explanation felt too simple, too obvious. Surely depression doesn’t respond to postal codes and different tax systems.

      Except, apparently, sometimes it does.

      Same brain. Different environment. Completely different outcomes.

      Which raised uncomfortable questions about everything I’d been told regarding chemical imbalances, genetic predispositions, and the necessity of lifelong pharmaceutical management.

      If changing countries fixed my mood disorder, had it ever actually been a mood disorder?

      The book I had to write

      The transformation was so dramatic, so contrary to everything psychiatric orthodoxy had taught me, that ignoring the implications felt ethically questionable.

      For fifty years, I’d been sold the same story everyone gets: depression is a chemical imbalance requiring chemical correction. Your brain is malfunctioning. Here’s medication. Problem solved. Please form an orderly queue.

      Except the medication hadn’t solved anything.

      Geographic relocation, however, had apparently cured decades of treatment-resistant depression in roughly the same time it takes to establish a decent coffee routine.

      By 2026, I’d been living in Vietnam for a year. The contrast with my Adelaide existence was stark enough to demand explanation. Same brain chemistry, radically different outcomes. This suggested the problem had never been primarily neurochemical.

      The evidence was everywhere: in my photography, in my daily functioning, in the complete absence of symptoms psychiatry had insisted required lifelong management.

      Most importantly, the evidence was in research I finally had sufficient mental clarity to examine properly. Joanna Moncrieff’s 2022 systematic review had systematically demolished the serotonin hypothesis. The chemical imbalance theory—foundation for four decades of depression treatment—wasn’t supported by evidence.

      Not ‘the evidence is mixed.’ The evidence doesn’t support it. Full stop.

      That review, combined with my lived experience of Vietnam, led to writing It’s the circumstances: A psychologist’s contrarian guide to depression, systems, and why your brain might be fine.

      The book argued what my accidental geographic cure had demonstrated: depression might be less about brain chemistry and more about reasonable responses to unreasonable circumstances. When circumstances changed—when I escaped Adelaide’s financial stress, social expectations, and sensory assault—the ‘treatment-resistant depression’ had evaporated like morning mist.

      It’s the circumstances became the book I had to write, not just for me, but for millions of people being told their reasonable responses to unreasonable situations represent brain defects requiring chemical correction.

      Published only a few months before this one, the response was gratifying. Readers recognised themselves in the systemic analysis. Many found the relief that comes from reframing decades of struggle as intelligent responses rather than neurological failures.

      If you’ve ever suspected your depression might be your brain responding accurately to genuinely depressing circumstances, that book provides the framework and research backing for trusting your own experience.

      The AuDHD diagnosis

      Picture this: age 65, sitting at home in Adelaide because coffee shop meetings weren’t in the budget, on a video call with a psychologist friend who knew my entire psychiatric history.

      She’d witnessed the whole catastrophe: depression, bipolar diagnosis, medications that transformed me into sentient furniture, disability pension, business failures, the complete collection of psychiatric labels accumulated over four decades.

      Somewhere between sips of instant coffee—the real stuff being another budget casualty—she tilted her head with the expression of someone who’d just noticed something obvious that everyone else had missed.

      ‘Has it occurred to you that you might be neurodivergent?’

      I laughed. Proper belly laugh, the kind reserved for genuinely absurd suggestions.

      ‘I’m not autistic,’ I said. ‘I was in the RAAF. I ran businesses—unsuccessfully, but I ran them. I’ve presented to international audiences. I understand sarcasm better than most people understand basic mathematics. Autistic people don’t do those things.’

      She didn’t laugh back.

      Instead, she walked me through adult autism criteria, particularly for people who’d learned to mask for survival. Then ADHD criteria for people who don’t bounce off walls because they’ve spent lifetimes developing elaborate internal management systems and sitting on their hands.

      Every. Single. Point. Matched.

      Social situations exhausting beyond any reasonable explanation? Check.

      Sensory overwhelm in environments other people find perfectly tolerable? Check.

      Special interests that consume all available mental resources until nothing else exists? Check.

      Executive dysfunction disguised as sophisticated procrastination techniques? Check.

      Rejection sensitivity so acute it feels like actual physical injury? Check.

      Emotional dysregulation after sustained social performance? Check.

      Need for routine and predictability masked as ‘being organised’? Check.

      Hyperfocus lasting for hours followed by complete inability to concentrate on anything uninteresting? Check, check, and check.

      ‘But specialists diagnosed me with bipolar,’ I protested.

      ‘Specialists trained to recognise hyperactive schoolboys,’ she replied. ‘Not masked adults who learned to perform neurotypical so convincingly they fooled themselves for decades.’

      I sat there staring at her through the miracle of video calling, slowly realising that if she was right, everything I’d believed about my brain was wrong.

      The ‘mood crashes’ following social events weren’t bipolar episodes. They were autistic shutdowns from sensory and social overload.

      The bursts of energy that let me build entire businesses in weeks weren’t hypomania. They were ADHD hyperfocus channelled into entrepreneurial projects.

      The sensory hell of shopping centres wasn’t anxiety disorder. It was autism responding to fluorescent lights, background noise, and crowds exactly as you’d expect autism to respond.

      The chronic exhaustion wasn’t depression. It was masking fatigue—the predictable outcome of performing neurotypical for fifty years without intermission.

      The executive dysfunction wasn’t laziness or insufficient motivation. It was ADHD struggling with tasks offering no dopamine rewards.

      The social confusion wasn’t personality deficit. It was a neurodivergent brain trying to navigate neurotypical social systems without documentation, technical support, or even awareness that different operating systems were involved.

      Sixty years of wrong labels. Wrong medications. Wrong understanding. Six decades of trying to fix problems I didn’t have while ignoring the ones I did.

      I laughed again. Not joyfully—more like someone watching their house burn down while realising they’d left the insurance paperwork inside and forgotten to pay the premiums anyway.

      She arranged informal assessment with someone specialising in late-diagnosed adults. Official diagnosis was financially impossible—apparently Australian disability pensions don’t stretch to comprehensive neuropsychological assessment—but the informal process confirmed what had become glaringly obvious.

      AuDHD. Autism and ADHD together. Custom brain firmware that nobody had mentioned in any of the documentation.

      The frameworks that suddenly made sense were staggering. Decades of struggling with things that seemed effortless for others. Years of wondering why social situations drained me whilst everyone else appeared energised by them. A lifetime of feeling like I was performing in a play where everyone else had been given scripts and I was improvising badly.

      Square peg, meet round hole. The hole was never the problem.

      The larger implications

      The neurodivergence diagnosis didn’t just explain my personal history. It recontextualised everything.

      It’s the circumstances was been right about depression often resulting from environmental factors rather than brain chemistry. Right about circumstances mattering more than pharmaceutical intervention. Right about questioning the medical model that pathologises reasonable responses to unreasonable situations.

      I hadn’t just escaped adverse circumstances. I’d escaped circumstances specifically hostile to neurodivergent brain function.

      Adelaide had demanded constant social masking. The financial stress triggered ADHD’s rejection sensitivity. The sensory environment overwhelmed autistic processing. The social isolation compounded everything.

      Vietnam offered the opposite: reduced social pressure, financial breathing room, calmer sensory environment, cultural acceptance of different social styles, permission to be myself without constant performance anxiety.

      Same brain. Circumstances suited to how that brain actually operated. Radically different outcomes.

      The book I’d written was still true—circumstances matter enormously for mental health. But it was incomplete. Some brains are particularly sensitive to environmental mismatches because they’re wired differently, not broken.

      Which raised far more disturbing questions than my book had addressed: if I’d been misdiagnosed for decades, medicated inappropriately, and structured my entire life around wrong understanding—how many others were trapped in the same cycle?

      The life expectancy question

      For twenty-two years, I’d calculated my remaining time using bipolar statistics. Men with Bipolar II lose 11-15 years of life expectancy. I’d built proper spreadsheets around those numbers: formulas, projections, colour-coded pessimism. I’d structured goals around the ticking clock, allocated time for various forms of decline, and planned accordingly.

      The research was consistent and depressing. Bipolar disorder significantly reduces lifespan through suicide, cardiovascular disease, and other medical complications. I’d done the mathematics carefully, cross-referenced multiple studies, averaged figures conservatively.

      Retirement became irrelevant—I wouldn’t live long enough for superannuation to matter. Career development seemed pointless beyond immediate survival needs. Long-term relationships felt unfair to inflict on someone likely to witness my decline within a decade.

      The disability pension calculated my remaining earning capacity at zero, which aligned perfectly with my life expectancy projections. The system had determined I was too broken to work and too broken to recover. The numbers supported this assessment.

      Except the numbers were contaminated.

      If my diagnosis was wrong, everything downstream was wrong too.

      The research I’d trusted, the statistics I’d used to estimate my expiration date, were based on populations that almost certainly included people like me—autistic, ADHD, misdiagnosed, mistreated, misunderstood.

      What if the numbers weren’t measuring bipolar disorder at all? What if they were measuring the cost of systematic misdiagnosis?

      How many people included in those studies were actually neurodivergent individuals misidentified as bipolar? How many had died not from mood disorders but from decades of inappropriate treatment, wrong medication, and the exhaustion of trying to fix things that were never broken?

      If masking fatigue gets labelled depression, autistic shutdown gets labelled bipolar episodes, and ADHD hyperfocus gets labelled mania, then the statistics become meaningless. Worse than meaningless—actively misleading.

      I deleted my life expectancy spreadsheet. Opened it again. Deleted it again. Eventually, I archived it with a note: ‘Calculations based on wrong diagnosis. Actual life expectancy: unknown.’

      The truth was unsettling but straightforward: I had no idea how long I’d live. Could be tomorrow, could be ninety-five, could be something in between. The universe had thrown my calculations in the bin and left me with the terrifying uncertainty that healthy people call normal life expectancy.

      But here’s what really bothered me: if statistics were contaminated by misdiagnosis, how many other people were making life decisions based on wrong numbers?

      How many were planning around shortened lifespans that applied to different conditions entirely? How many were avoiding long-term commitments because they’d been told they had degenerative psychiatric conditions when they actually had neurodivergent brains trying to function in neurotypical environments?

      The contaminated statistics weren’t just academic curiosities. They were life-planning disasters affecting thousands of people who’d built their remaining years around prognoses that might be completely wrong.

      The question I can’t shake

      One year in Vietnam now. One year since depression lifted like morning fog. One year since photographs found their colour. One year since I deleted life expectancy spreadsheets and stopped planning around premature obsolescence.

      The disability pension still arrives fortnightly—the Australian government continues paying me for being too bipolar to work, despite mounting evidence that I was never bipolar. The irony would be amusing if it weren’t so representative of how quickly systems adapt to new information (i.e., not at all).

      Medical records still list Bipolar II Disorder as primary diagnosis. Changing official documents requires official reassessment, which requires money I don’t have. So I remain officially broken by the wrong condition whilst privately thriving with accurate self-understanding.

      It’s the circumstances captured crucial truth about environmental factors mattering more than we acknowledge. Discovering my neurodivergence revealed the deeper pattern: some brains are particularly vulnerable to environmental mismatches because they process the world through different filters.

      But I keep circling back to one question. The question that prompted this book. The question I can’t answer but can’t stop asking:

      If psychiatry got me this catastrophically wrong, how many others are wandering around carrying maps of themselves that belong to completely different people?

      How many have been told they’re depressed when they’re simply exhausted from masking? How many have been medicated for bipolar because no one recognised autistic burnout? How many are calculating life expectancy using statistics contaminated by systematic misdiagnosis?

      The numbers are staggering when you start looking. Autism misdiagnosis rates in women run as high as 80 percent. ADHD goes undiagnosed in adults at similar rates, especially inattentive presentations that don’t match hyperactive male stereotypes.

      I nearly died from the consequences of being systematically misunderstood. Not metaphorically—literally. With research, budget calculations, and grim practicality. Saved only because I couldn’t afford the petrol to reach my carefully selected location.

      This book exists because I survived long enough to realise the system had been treating a fictional version of me for decades. Because I had access to a psychologist friend who asked the right question. Because I could afford international relocation when most people can’t. Because poverty prevented suicide when medication and therapy couldn’t prevent the desire for it.

      That’s a remarkable collection of accidents and privileges required to produce one correct diagnosis.

      Most people don’t get that lucky.

      The epidemic of misdiagnosis I experienced isn’t unusual. It’s systematic failure affecting thousands of people who’ll accept the first psychiatric explanation they’re offered, even when it doesn’t quite match their lived experience.

      If you’ve ever felt your diagnosis doesn’t capture the full picture, if treatment doesn’t work the way it should, if you’ve been told you’re broken when you suspect you might just be differently wired—keep reading.

      What happened to me isn’t rare. It’s a pattern.

      And once you see the pattern, you can’t unsee it. More importantly, you can’t stop questioning how many others are trapped in cycles of misdiagnosis, inappropriate treatment, and wrong prognoses.

      The uncomfortable truth is that psychiatric diagnostic categories were developed primarily from studies of specific populations—often male, often young, often displaying obvious presentations of conditions that present differently across gender, age, and masking ability.

      When those categories get applied to people outside original research parameters, misdiagnosis becomes not just possible but probable.

      The system isn’t broken. It’s working exactly as designed. The problem is it was designed around incomplete understanding of how neurodivergence presents in real populations.

      That incomplete understanding has consequences. Life-and-death consequences for some. Quality-of-life consequences for many more.

      The question that changes everything isn’t just whether I was misdiagnosed. It’s whether systematic misdiagnosis is contaminating research, skewing statistics, and leading to treatment protocols that help some people whilst harming others who should never have been included in the same diagnostic categories.

      If that’s true—and evidence suggests it is—we’re not talking about isolated diagnostic errors. We’re talking about systematic failure affecting how we understand mental illness, research treatments, and calculate prognoses for conditions that may include thousands of people with completely different neurological wiring.

      The stakes are rather larger than one person’s misdiagnosis story. They include psychiatric research integrity, treatment protocol accuracy, and life outcomes for anyone diagnosed with mental illness when they might actually be neurodivergent.

      Which is why this question won’t leave me alone: if I got it wrong, how many others did too?

      And more importantly: what are we going to do about it?

      

      In the next chapter, we’ll explore what masking actually is and why it gets pathologised as mental illness. Because understanding how performing normal becomes exhausting enough to mimic mood disorders is crucial to understanding why so many neurodivergent people get the wrong psychiatric labels for decades.
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      For sixty years, I performed ‘normal’ so convincingly that psychiatrists couldn’t see the neurodivergence underneath. They saw the exhaustion from performing and called it depression. They saw the crashes after sustained masking and called it bipolar. They were treating the costume, not the person wearing it.

      What masking actually is

      Imagine spending your entire life in a foreign country where everyone speaks a language that’s almost—but not quite—your native tongue. The grammar makes sense most of the time, but the idioms are baffling, the social protocols appear to have been designed by a committee of particularly vindictive bureaucrats, and everyone assumes you understand cultural references that might as well be instructions for assembling IKEA furniture in Sanskrit.

      Now imagine that admitting you don’t quite get any of this would result in immediate deportation to somewhere exponentially worse—like Perth on a Sunday afternoon. So, you develop an exhausting internal translator that runs like cricket commentary: Smile now. Eye contact but not too much—you’re aiming for ‘friendly’ not ‘potential stalker’. Nod here. Laugh at this bit even though it makes as much sense as pineapple on pizza. Mirror their posture. Pretend weather chat is fascinating rather than evidence that human conversation peaked sometime around the invention of fire.

      That’s masking. And after sixty years of it, I can confirm it’s about as sustainable as a chocolate teapot in Darwin.

      It’s the full-time job that neurodivergent people perform just to exist in neurotypical spaces without being identified as the alien infiltrators we clearly are. Like most full-time jobs, it’s bloody exhausting, the pay is terrible, and management keeps changing the requirements without updating the manual.

      Masking isn’t conscious deception—it’s evolutionary adaptation. When your brain processes social information like it’s been translated through Google Translate by someone having a stroke, you learn to run real-time interpretation services. When your sensory system treats normal environments like they’re hosting death metal concerts in paint factories, you learn to suppress reactions that would otherwise suggest you’re having some sort of episode.

      The problem is that all this translation, suppression, and real-time social acting requires the kind of mental resources usually reserved for things like rocket science or understanding why people watch reality television. Eventually, your cognitive processor overheats, crashes, and displays the psychological equivalent of the blue screen of death.

      But psychiatry doesn’t recognise system overheating. It sees the inevitable crashes and thinks: Aha! Mood disorder! It treats the consequences of masking whilst remaining as oblivious to masking itself as a fish is to water.

      Which is rather like treating someone for chronic exhaustion whilst ignoring that they’ve been running ultramarathons daily for six decades.

      The cost of masking

      After social events, I would disappear for days like a vampire with commitment issues. Not because I was antisocial or clinically depressed, but because performing neurotypical for extended periods required recovery time that approached geological scales.

      Picture this: you’ve spent eight hours at a business conference translating every social interaction through your internal Universal Neurotypical Translator™, monitoring your facial expressions like you’re defusing a bomb, suppressing the urge to stim because apparently rhythmic hand movements are ‘unprofessional’, forcing yourself to make appropriate eye contact whilst fluorescent lights perform medieval torture techniques on your retinas, and engaging in small talk that makes watching paint dry seem like riveting entertainment.

      You’ve smiled at moments that weren’t funny, laughed at jokes that made no sense, nodded enthusiastically at presentations that could have been summarised in a tweet, and spent the entire day pretending this experience was energising rather than systematically stripping your soul like industrial paint remover.

      You get home and collapse. Not metaphorically—literally. Like someone’s cut your strings. You sleep for fourteen hours, spend the next day in bed with curtains drawn like you’re conducting a séance with your own sanity, and need another day before you can manage basic tasks like grocery shopping without having existential crises in the biscuit aisle.

      Psychiatry observes this pattern and sees textbook depression. Patient experiences significant social withdrawal following normal activities. Exhibits profound fatigue, isolation, and reduced functioning consistent with major depressive episodes. Recommend increased antidepressant dosage and cognitive behavioural therapy focusing on negative thought patterns around social engagement.

      But it’s not depression. It’s your nervous system sending you an invoice for services rendered during sustained social performance.

      It’s your brain demanding mandatory downtime after running simultaneous translation software, facial expression monitoring programs, sensory filtering applications, and social script management systems for eight hours straight. Like a computer that needs to restart after someone tried to run Photoshop, Chrome, and a cryptocurrency mining operation simultaneously.

      The difference matters because the treatments are completely different. Depression might respond to medication, therapy, or lifestyle changes designed around the assumption that your brain chemistry needs adjustment. Masking exhaustion responds to reduced masking demands, sensory accommodations, and revolutionary concepts like ‘permission to be yourself without constant performance reviews’.

      Guess which approach psychiatry typically recommends?

      I spent decades being medicated for post-social crashes that were actually normal recovery from abnormal demands placed on neurodivergent nervous systems. The irony would be amusing if it weren’t so representative of medical science’s impressive ability to miss the forest, the trees, and apparently the entire bloody ecosystem.

      My masking curriculum vitae

      The RAAF provided graduate-level training in sophisticated masking. Military culture demands conformity with the enthusiasm typically reserved for religious conversions, respect for hierarchies that make medieval feudalism look egalitarian, and precise adherence to social protocols that someone apparently designed during a particularly creative fever dream.

      Perfect environment for someone whose brain needed external structure because its internal organisation system appeared to have been designed by a committee of particularly dysfunctional bureaucrats with conflicting agendas and no understanding of alphabetical order.

      I learned to suppress stims like they were classified military secrets, monitor my tone like I was negotiating international treaties, follow social scripts I didn’t understand but apparently needed for survival, and perform enthusiasm for activities that made about as much sense as tap dancing in quicksand.

      Military service taught me that survival required becoming someone else entirely—and doing it so convincingly that even I occasionally forgot it was performance rather than personality.

      The business world demanded different masks but the same exhausting vigilance. Networking events where I translated every interaction through my Internal Social Navigation System while smiling like I was being held hostage by motivational speakers. Client meetings where I performed confident extraversion whilst internally screaming like someone watching their house burn down in slow motion. International conferences where I presented to audiences whilst feeling like an anthropologist documenting the peculiar mating rituals of a species I’d never quite understand.

      I became brilliant at code-switching. Professional mask for meetings, social mask for parties, casual mask for everyday interactions, customer service mask for dealing with bureaucrats. I developed an entire wardrobe of personalities, each designed to meet different environmental demands whilst systematically exhausting the person wearing them.

      The photography from those years documents the neurological cost with forensic precision. Black and white images with increasingly narrow focus. Empty landscapes suggesting escape routes that probably didn’t exist. Moody architectural details shot in isolation like they were evidence at a crime scene. Not artistic choice—my perception literally narrowing under chronic cognitive overload.

      When you’re constantly running real-time translation software for social interactions whilst suppressing natural responses that apparently mark you as ‘different’, your available processing power gets allocated to survival rather than things like ‘enjoying life’ or ‘creative expansion’. Everything becomes effortful. Your world contracts like it’s being viewed through an increasingly small telescope.

      But psychiatry looked at my periodic crashes after sustained masking marathons and diagnosed bipolar cycling. They saw the perceptual narrowing and called it depression. They medicated symptoms whilst completely missing causes with the precision of someone trying to fix a car engine by painting the bonnet.

      It would be impressively thorough if it weren’t so spectacularly wrong.

      Why masking gets misdiagnosed

      Here’s the diagnostic trap that’s caught more neurodivergent people than online dating scams: if you’re good at masking, you don’t look autistic. And if you don’t look autistic, your autism-related difficulties get attributed to conditions that sound more respectable at dinner parties.

      I presented as articulate, socially aware, capable of appropriate eye contact, and professionally competent. Therefore: definitely not autistic. Autistic people don’t give international presentations or run businesses or understand sarcasm better than most people understand basic mathematics.

      The exhaustion from performing all these neurotypical behaviours? Obviously depression. The crashes after social demands? Clearly bipolar episodes. The sensory overwhelm in shopping centres? Anxiety disorder, naturally.

      It’s like being a non-native speaker who’s become fluent through enormous effort, then having everyone assume language comes naturally because you speak without an accent. They see the competence, not the industrial-strength effort required to maintain it 24/7 for sixty bloody years.

      Autism diagnostic criteria were developed by observing obviously autistic children—typically boys displaying clear stimming, obvious social difficulties, and apparent indifference to social connection. The criteria weren’t designed to identify people who’d spent decades learning to suppress stims like they were embarrassing bodily functions, mimic social engagement like method actors, and perform interest in neurotypical social rituals with the dedication of professional entertainers.

      High-masking autism is essentially invisible to traditional diagnostic tools, which is rather like designing vision tests that only work for people who are completely blind. You learn to make eye contact even though it feels like staring directly into the sun. You develop scripts for small talk even though it’s about as meaningful as discussing the weather with houseplants. You suppress repetitive behaviours even though they’re the only thing keeping you sane in environments designed by people who apparently think fluorescent lighting and open-plan offices are good ideas.

      Then psychiatrists observe your exhaustion from all this performance and see mood disorders with the confidence typically reserved for people who’ve just discovered fire.

      The gender dimension (and why I fit the pattern)

      Women mask more effectively than men because they’re socialised from birth to prioritise social harmony, read emotional cues like they’re studying for finals, and adapt their behaviour to others’ expectations with the dedication of professional chameleons.

      While boys with autism might obviously stim, withdraw from social situations, or display intense interests in ways that suggest they’re from another planet, girls learn to channel special interests into socially acceptable areas, stim in ways that look like fidgeting rather than neurological self-regulation, and maintain social connections even when they’re about as restorative as root canal surgery.

      The result is systematic under-recognition of neurodivergence in women, leading to misdiagnosis rates so astronomical they’d be impressive if they weren’t tragic. Up to 80 percent of autistic women receive other psychiatric labels before anyone thinks to assess them for autism.

      My experience mirrors women’s stories with remarkable precision, which probably tells you something about sixty years of military service, business culture, and other structured environments that reward masking whilst systematically destroying the people doing it.

      I learned to mask with the same effectiveness as women who’ve spent lifetimes perfecting social camouflage. I performed social engagement so convincingly that professionals couldn’t see the neurodivergence underneath. The exhaustion from decades of this performance got pathologised as mental illness with the same thoroughness that women experience.

      The tragedy is that effective masking gets rewarded by society whilst simultaneously destroying your nervous system like slow-acting poison. You get praised for being ‘high-functioning’ whilst your brain gradually melts from sustained performance anxiety.

      The masking paradox

      Here’s the cosmic joke that would be funnier if it weren’t happening to millions of people: the better you become at masking, the less likely you are to get accurate diagnosis or appropriate support.

      Effective masking makes you appear neurotypical, which means professionals don’t recognise your neurodivergence. But masking exhaustion creates genuine mental health difficulties that do get recognised and treated—completely incorrectly.

      You end up trapped in a situation where the solution (masking) creates the problem (exhaustion), the problem gets misdiagnosed (depression/anxiety/bipolar), and the treatment for the misdiagnosis (medication, therapy for mood disorders) doesn’t address the actual issue (neurodivergence requiring accommodation rather than performance coaching).

      It’s like taking painkillers for a broken leg. The pain might reduce temporarily, but you’re not addressing the underlying structural problem, and eventually you’ll be limping on a broken bone whilst wondering why the painkillers aren’t working anymore.

      I spent six decades taking psychiatric medications for exhaustion caused by pretending to be neurotypical. The medications made everything worse by adding side effects like weight gain and sexual dysfunction to the existing problem of complete cognitive depletion.

      The therapy focused on changing my thoughts about situations rather than questioning whether the situations themselves might be fundamentally mismatched with my neurological wiring. Rather like teaching someone to think more positively about having their head repeatedly hit with hammers instead of suggesting they avoid situations involving hammers and heads.

      The system rewards masking whilst pathologising its consequences, then treats the pathology whilst encouraging more masking.

      It’s brilliant systemic design if your goal is to keep people trapped in cycles of exhaustion and inappropriate treatment. Less brilliant if your goal is actually helping people.

      What masking looks like from the inside

      Nobody explains that masking feels like being a method actor who never gets to leave the set. You wake up each morning and put on your neurotypical costume, complete with appropriate facial expressions, body language, and responses to social cues that make about as much sense as following IKEA instructions written in hieroglyphics.

      Every social interaction becomes a performance requiring careful attention to details that neurotypical people apparently manage automatically. Smile duration, eye contact intensity, appropriate responses to rhetorical questions, when to laugh, when to look concerned, how to express interest in topics that bore you senseless.

      You develop an internal running commentary that never stops: They’re talking about sports. Look interested. Nod occasionally. Don’t mention that you find cricket about as exciting as watching grass grow in real time. They’re asking about your weekend. Give socially acceptable answer. Don’t mention that you spent Saturday alphabetising your book collection and found it deeply satisfying.

      The cognitive load is extraordinary. You’re simultaneously trying to have conversations, monitor your own behaviour, suppress natural responses, and translate everything through your Universal Social Acceptability Filter. It’s like trying to play chess while juggling while translating Shakespeare into Klingon.

      And everyone assumes this is natural for you because you’ve become so good at it.

      After sixty years of practice, I could mask so effectively that even I sometimes forgot it was performance. I’d catch myself being genuinely surprised when social situations left me completely drained, as if I’d forgotten that maintaining a neurotypical persona for hours requires the kind of energy usually reserved for things like marathon running or understanding tax legislation.

      The recovery that psychiatry doesn’t recognise

      After sustained masking, you don’t just need rest—you need neurological decompression. Your brain needs time to stop running translation software, stop monitoring facial expressions, stop suppressing natural responses.

      For me, this looked like days in bed with curtains closed, minimal sensory input, and absolutely no social demands. Not depression—recovery. My nervous system shutting down non-essential functions to recover from sustained overload.

      But try explaining that to a psychiatrist. ‘Doctor, I’m not depressed, I’m just neurologically depleted from pretending to be someone else for three days straight whilst my brain processed social information through filters designed for a completely different operating system.’

      They hear: ‘Patient exhibits social withdrawal, fatigue, and reduced functioning following normal activities.’

      Diagnosis: Depression.

      Treatment: Medication to improve mood and therapy to challenge negative thoughts about social situations.

      Rather like treating someone for altitude sickness by giving them antidepressants and suggesting they think more positively about mountain climbing.

      The irony is that what I needed was permission to be myself without constant performance monitoring. What I got was medication designed to help me tolerate performing even more effectively.

      Vietnam fixed this by accident. Lower social expectations, different cultural norms around personal space and social interaction, reduced demands for neurotypical performance. My nervous system finally had space to exist without constant translation requirements.

      But it took sixty years and international relocation to discover that the problem wasn’t my brain—it was environments that required me to be someone else just to survive them.

      The question nobody asks

      Here’s what strikes me as odd: psychiatry has detailed diagnostic criteria for depression, anxiety, bipolar disorder, and dozens of other conditions, but no recognition category for ‘exhaustion from pretending to be neurotypical for sixty years’.

      They can diagnose adjustment disorders, stress-related conditions, and situational depression, but somehow masking fatigue doesn’t exist in their framework.

      Which means millions of neurodivergent people are being treated for mood disorders when they’re actually experiencing the predictable consequences of sustained neurological performance that would exhaust anyone.

      It’s like having detailed medical classifications for various types of physical pain whilst completely ignoring that some pain might be caused by constantly walking on broken bones.

      The question that haunts me: how many people currently diagnosed with treatment-resistant depression are actually experiencing masking exhaustion? How many ‘bipolar episodes’ are autistic shutdowns? How many anxiety disorders are sensory overwhelm being pathologised?

      If masking is as common and exhausting as evidence suggests, then psychiatric statistics might be measuring the cost of forced neurotypical performance rather than genuine mental illness.

      Which would make this one of the largest systematic misdiagnosis epidemics in medical history.

      But apparently that’s not a question psychiatry is particularly interested in asking.

      -----

      Next, we’ll examine how my photography archive provides visual evidence of nervous system states that psychiatric assessments miss entirely. Because sometimes the pictures tell stories that words and diagnostic criteria can’t capture.
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      I have photographic evidence of my nervous system recovery, shot accidentally over seventeen years. Same camera brand and product family, same technical skills, completely different perception of reality. You can track neurodivergent burnout and recovery in colour saturation alone.

      The Adelaide archive

      My Adelaide photography collection reads like a forensic record of slow-motion nervous system collapse, if forensic photographers specialised in existential despair and had access to particularly high-quality black and white film.

      Every image from those years shows the same relentless pattern: emptiness, isolation, and compositions suggesting the photographer found human company about as appealing as dental surgery performed by enthusiastic amateurs with blunt instruments. Stark architectural details shot like evidence at crime scenes where joy had been systematically murdered. Country roads disappearing into horizons that might as well have been marked ‘Abandon Hope, All Ye Who Enter Here—Parking Extra’.

      I told myself it was sophisticated artistic choice. The kind of photographer who understood that colour was for greeting cards and people who didn’t appreciate the profound existential weight of properly executed monochrome. I had vision, clearly. The vision just happened to involve eliminating any suggestion that life might be worth living.

      Looking back, it was actually my brain conducting a comprehensive photographic audit of its own gradual shutdown, with the dedication of an accountant documenting a business going spectacularly bankrupt in slow motion.

      Technical execution: absolutely flawless. Emotional range: narrower than the Liberal Party’s definition of social responsibility.

      Not because my eyes had stopped working—the optical equipment was fine. Because my nervous system had systematically shut down non-essential functions like ‘finding beauty in complex situations’ and ‘believing other humans might be interesting rather than exhausting’ to conserve energy for critical survival tasks like remembering to make appropriate facial expressions during small talk about weather.

      When you’re running constant background processes for real-time social translation, sensory filtering, and facial expression monitoring, your brain allocates remaining resources with the ruthless efficiency of a wartime rationing system. Creative perception gets downgraded to ‘essential functions only, no frivolous beauty appreciation, thank you very much’.

      You gravitate toward simplicity, control, emotional distance. Rather like a computer automatically shutting down applications when the processor is overheating, except the applications being shut down were things like ‘noticing sunsets’ and ‘finding humans tolerable in groups larger than zero’.

      The photography was diagnostically accurate. I just didn’t know I was documenting my own neurological collapse with the precision of a particularly dedicated medical researcher who’d forgotten to mention they were conducting an experiment.

      The shift begins

      Three months into Vietnam—roughly when my nervous system apparently decided it was safe to venture out of its underground bunker—something peculiar started infiltrating my photographs.

      Colour. Just hints initially, like someone testing whether reality was ready for chromatic experiences again without triggering some sort of aesthetic emergency.

      A red door appearing in what should have been another exercise in architectural despair. Yellow flowers that had somehow sneaked into compositions previously reserved for documenting the gradual heat death of the universe. Blue sky showing up in frames that would normally be cropped to eliminate any suggestion that optimism might be theoretically possible.

      I initially blamed tropical light. Vietnam’s sun is more aggressive than Adelaide’s polite illumination—perhaps my camera settings hadn’t adapted to environments where light actually behaved like it was supposed to illuminate things rather than just make them visible enough to document their fundamental hopelessness.

      Except the colour kept spreading like some sort of beneficial virus that had decided my visual cortex needed immediate intervention.

      Markets began appearing in frames. People engaged in the mysterious activity of existing without apparent need for immediate psychological counselling. Street scenes suggesting that life might involve something more entertaining than elaborate endurance tests designed by cosmic administrators with particularly twisted senses of humour.

      The compositions widened. Instead of tightly cropped details suggesting someone viewing reality through a keyhole while hiding from life, images began including context, background, suggestions that the world might be larger and more interesting than the inside of a sensory deprivation tank.

      I waited for this to be temporary; a honeymoon period before Vietnam’s novelty wore off and normal service resumed with its regular programming of emotional flatness and perceptual narrowing that made watching paint dry seem like thrilling entertainment.

      But the colour kept expanding like someone had discovered the saturation controls on reality and decided to see what happened if they turned them up to eleven.

      The science bit (surprisingly not boring)

      Turns out there’s actual research explaining what my photography was accidentally documenting with the precision of someone conducting longitudinal studies whilst completely unaware they were doing science.

      When your nervous system is stuck in chronic fight-or-flight mode—which happens when you’re constantly masking, processing sensory input that feels like assault, and navigating social environments designed by people who clearly never met an actual neurodivergent person—your perceptual field literally narrows.

      It’s called attentional tunnelling, which sounds like something that happens to people who get obsessed with underground transportation systems, but actually refers to your brain’s sensible decision to focus on immediate survival rather than appreciating the aesthetic qualities of potential threats.

      Evolutionary speaking, this makes perfect sense. When you’re being chased by sabre-toothed tigers, you don’t need to notice interesting cloud formations or appreciate the artistic composition of the landscape. You need laser-like focus on not becoming prehistoric fast food.

      The problem is that for neurodivergent people in neurotypical environments, everything becomes a potential sabre-toothed tiger. Social situations that might drain masking resources. Sensory input that might trigger system overload. Executive demands that might expose your differences to people who think neurodiversity means having strong opinions about coffee varieties.

      Your brain adapts by narrowing focus to essentials only. Emotional range contracts faster than wool in hot water. Creative perception gets marked as ‘non-essential luxury item—discontinue during survival mode’ and filed under ‘things we’ll get back to when the threat level drops below ‘imminent social catastrophe’’.

      This isn’t depression in the traditional sense—it’s rational resource allocation by a nervous system conducting accurate threat assessment of chronically unsuitable environmental conditions.

      But psychiatry observes the perceptual narrowing and thinks: Aha! Mood disorder! They see reduced emotional range and prescribe antidepressants with the confidence of people who’ve just solved international conflict by suggesting everyone try being nicer. They notice creative flatness and recommend therapy for anhedonia, which sounds like a condition that affects gardens but apparently means ‘inability to experience pleasure’, as if pleasure were something you could catch like a cold if you just tried harder.

      Rather like treating altitude sickness by giving someone breathing exercises whilst ignoring that they’re living at elevations unsuitable for human habitation without supplemental oxygen and possibly a sherpa.

      My photography was documenting this process with forensic accuracy. Same technical skills, same equipment, same person operating the camera—completely different neurological state producing completely different visual priorities with the consistency of a controlled scientific experiment that nobody realised was happening.

      What this means for diagnosis (spoiler: it’s complicated)

      If environmental change can shift perception from ‘documenting the systematic absence of hope’ to ‘finding humans interesting enough to photograph’, then what exactly was wrong with me in Adelaide besides living in Adelaide?

      My psychiatrists had diagnosed depression based partly on symptoms like social withdrawal, reduced interest in activities, and what they professionally termed ‘constricted affect’—which is medical speak for ‘emotional range flatter than a pancake run over by a road roller’. Classic depression presentation requiring pharmaceutical intervention and cognitive behavioural therapy designed around the assumption that my thoughts about reality were the problem, not reality itself.

      But if those symptoms responded to changing postal codes rather than changing brain chemistry, were they ever actually depression symptoms?

      Or were they simply accurate documentation of a neurodivergent brain making rational adaptations to environmental conditions about as suitable for neurodivergent function as the surface of Mars is for growing vegetables?

      Adelaide had demanded constant social masking with the persistence of debt collectors. It provided sensory input with the subtlety of industrial construction equipment. It created financial stress that triggered rejection sensitivity like someone poking bruises with pointed sticks. The social isolation compounded everything until leaving the house felt like venturing into hostile territory populated by people who spoke a language I almost but not quite understood.

      My nervous system responded by shutting down non-essential functions and allocating all available resources to survival operations. Sensible response to genuinely challenging circumstances.

      Vietnam offered the opposite: reduced masking demands, sensory environments that didn’t feel like ongoing attacks on my nervous system, financial breathing room, and cultural acceptance of different social styles that didn’t require constant performance monitoring. My nervous system responded by expanding perceptual range back to normal operating parameters with the relief of someone finally removing tight shoes after a very long day.

      Same brain, different environmental match, radically different creative output.

      This raises questions about psychiatric diagnosis that apparently make people as uncomfortable as suggesting we reconsider other fundamental assumptions about reality, like whether pineapple belongs on pizza or whether reality television serves any purpose beyond convincing alien observers that humans aren’t ready for interplanetary contact.

      The documentation continues (like a really slow movie)

      Seven months into Vietnam now, and the photographic evidence keeps accumulating like a time-lapse study of nervous system recovery conducted by someone who forgot to mention they were conducting research.

      Not just colour returning—complexity, nuance, evidence of a brain that finds the world interesting rather than threatening. Close-up portraits showing genuine engagement with other humans rather than anthropological documentation of a species that seemed to find small talk both fascinating and incomprehensible.

      Market scenes full of life, movement, and people who appear to be enjoying existence without obvious need for immediate psychiatric intervention. Architectural details that suggest beauty rather than geometric refuge from social complexity that made quantum physics seem straightforward by comparison.

      The technical progression reads like a neurological recovery manual illustrated through camera choices. You can literally track nervous system states through compositional decisions, colour preferences, and subject matter selection with the precision of medical equipment that costs significantly more than camera gear.

      Early Adelaide: tight crops suggesting someone viewing reality through increasingly small apertures, high contrast suggesting hypervigilance that made airport security seem relaxed, empty frames suggesting social avoidance strategies that would impress hermits.

      Late Adelaide: exclusive black and white processing with added grain, compositions so narrow they suggested someone peering through letterbox slots, subjects chosen for geometric simplicity rather than emotional resonance because emotions had apparently become too complex for safe consumption.

      Early Vietnam: tentative colour introduction like someone testing whether the world was ready for chromatic experiences again, slightly narrower compositions suggesting gradual willingness to include intimate context, occasional human figures at distances suggesting they might not immediately require evacuation from my presence or my lens.

      Current Vietnam: full colour range that would make rainbows jealous, complex compositions including multiple elements without triggering system overload, people as primary subjects rather than environmental hazards requiring careful navigation strategies.

      It’s like watching someone’s perceptual world gradually expand from viewing reality through a microscope focused on particularly depressing specimens to having normal field of vision restored by someone who remembered to remove the lens cap.

      The art world’s diagnostic blindness

      I’ve shown this photographic progression to art critics, gallery curators, and photography educators with the enthusiasm of someone presenting compelling evidence to people who should theoretically be interested in compelling evidence.

      They see clear documentation of artistic development, creative growth, expanded emotional range. Proper artistic evolution worthy of exhibition and scholarly analysis.

      What they don’t recognise is medical evidence that might actually mean something diagnostically useful.

      The art world celebrates personal growth, creative breakthroughs, and artistic evolution whilst somehow remaining completely oblivious to the possibility that these might be indicators of neurological state changes that could revolutionise medical diagnosis if anyone bothered to pay attention.

      It’s like having two completely separate systems for understanding human experience: one that recognises creative output as evidence of internal states, and another that ignores creative output whilst trying to assess internal states through questionnaires designed by people who apparently think human experience can be quantified through multiple choice questions.

      Psychiatry asks: ‘How would you rate your mood on a scale of one to ten, keeping in mind that we’ll ignore your answer if it doesn’t match our predetermined categories? Have you experienced reduced interest in activities that you previously enjoyed, not counting activities that were actually making you miserable? Are you having difficulty concentrating on tasks, or is it possible you’re just intelligent enough to recognise when tasks are fundamentally pointless?’

      Photography answers: ‘Here’s seventeen years of forensic documentation showing perceptual changes, emotional range expansion, and cognitive state shifts with the precision of time-lapse medical imaging. You can literally watch the nervous system recovery happening in real time through compositional choices and colour preferences.’

      Guess which one gets taken seriously as diagnostic evidence by medical professionals who’ve apparently never considered that humans might accidentally document their own neurological states through creative choices?

      The pattern that nobody wants to see

      Looking at the complete photographic archive now, the pattern seems so obvious it’s like looking at someone holding a sign that says ‘ENVIRONMENTAL MISMATCH CAUSING DOCUMENTED NEUROLOGICAL CHANGES’ whilst everyone around them discusses the weather and ignores the sign entirely.

      Chronic environmental stress producing documented perceptual narrowing. Environmental change producing documented perceptual expansion. Neurological state changes visible through creative output shifts with the clarity of medical imaging that costs thousands of dollars and requires appointments booked months in advance.

      But this pattern remained invisible to psychiatric assessment for fifty years of professional observation.

      Not because the evidence wasn’t accumulating—I was documenting everything in real time with the persistence of someone conducting longitudinal research whilst being completely unaware they were doing science. Because psychiatric diagnostic frameworks don’t include creative output analysis, environmental factor assessment, or consideration that some brains might be responding accurately to environmental conditions that are genuinely problematic rather than just thinking about them wrong.

      The diagnostic approach assumes that mood symptoms indicate brain pathology requiring pharmaceutical correction. It doesn’t consider that mood symptoms might indicate environmental mismatch requiring geographical correction, social accommodation, or radical concepts like ‘changing circumstances rather than changing brain chemistry through industrial-grade medication’.

      If you’re using tools designed to find brain problems, you’ll find brain problems. If you’re using tools designed to assess environmental factors, you’ll find environmental factors. The diagnostic framework determines what gets recognised with the precision of search engines that only show results matching predetermined categories.

      Psychiatry uses tools designed to identify pathology. My photography documented adaptation and recovery. Different frameworks, completely different conclusions about identical evidence.

      The uncomfortable implications

      My photographic archive proves that environmental change produced neurological recovery that fifty years of psychiatric intervention hadn’t managed to achieve despite trying with the persistence of people convinced they just needed to find the right combination of chemicals to fix what turned out to be a problem with postcodes rather than brain codes.

      This raises questions that make people about as comfortable as suggesting we reconsider other cherished beliefs, like whether current economic systems make sense or whether reality television represents the pinnacle of human artistic achievement:

      How many other ‘mental health conditions’ might actually be environmental mismatch being systematically pathologised by diagnostic systems that assume problems are always internal rather than circumstantial?

      How many people are being medicated for reasonable responses to unreasonable circumstances that would challenge anyone’s mental health if they had to endure them for extended periods?

      How much creative evidence exists documenting environmental factors affecting brain function in ways that could revolutionise understanding of conditions currently attributed to individual brain pathology rather than systemic environmental problems?

      And why doesn’t psychiatry include creative output analysis in diagnostic assessment when it might contain more accurate diagnostic information than clinical questionnaires designed by people who apparently think human experience can be reduced to tick-box exercises?

      These aren’t comfortable questions if you’ve invested decades in psychiatric frameworks that assume individual pathology rather than environmental mismatch. They suggest that substantial portions of mental health diagnosis might represent systematic misattribution of environmental problems to individual brains that are actually responding quite sensibly to impossible circumstances.

      But they’re necessary questions if the goal is diagnostic accuracy rather than maintaining institutional comfort with existing models that work better for administrators than for the people being administered to.

      My photography doesn’t lie about neurological state changes. It documents them with forensic precision that would be impressive if anyone recognised what they were looking at.

      The question is whether psychiatry is interested in evidence that might require reconsidering fundamental assumptions about individual pathology versus environmental mismatch.

      Based on fifty years of experience, I suspect they’d rather continue prescribing medication for problems that might be more effectively solved by helping people find better environments, but changing environments is apparently more complicated than changing brain chemistry, even when changing brain chemistry doesn’t actually work.

      -----

      Next, we’ll explore just how widespread this misdiagnosis pattern actually is. Spoiler alert: the numbers are more staggering than anyone wants to acknowledge, which might explain why nobody’s particularly eager to start asking uncomfortable questions about diagnostic accuracy.
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      80% of autistic women are misdiagnosed before getting accurate assessment. Let that number sit for a moment. Not 8%. Not 18%. Eighty percent. We’re not talking about diagnostic challenges—we’re talking about systematic failure that would be impressive if it weren’t happening to actual humans.

      The women’s story (spoiler: it’s depressing)

      Eighty percent misdiagnosis rate means that if you gathered ten autistic women in a room—which would probably require careful attention to lighting, sound levels, and possibly providing written agendas in advance—eight of them would have spent years being treated for conditions they didn’t have whilst the condition they did have remained as invisible as good customer service.

      Let me put that in perspective. If airline safety had an 80% failure rate, we’d be travelling by horse. If weather forecasting was wrong 80% of the time, meteorologists would be about as popular as tax auditors. If GPS systems misdirected you 80% of the time, nobody would trust them to find their way to the corner shop.

      But somehow, when it comes to diagnosing autism in women, an 80% failure rate is just Tuesday in the world of psychiatric assessment.

      The common misdiagnoses read like a psychiatric bingo card: Borderline Personality Disorder, eating disorders, bipolar, anxiety, depression. Each wrong label leading to years of inappropriate treatment, medication side effects that make the original problems worse, and therapy designed around the assumption that you’re broken in ways you’re not whilst ignoring the ways you might actually need support.

      It’s rather like taking your car to a mechanic who consistently diagnoses transmission problems when you actually have flat tyres, then wondering why the expensive transmission repairs don’t improve your driving experience.

      Sarah gets labelled with Borderline Personality Disorder because her emotional regulation looks ‘unstable’ to people who don’t understand that autism and ADHD can cause intense emotional responses to seemingly minor triggers—like fluorescent lights, unexpected schedule changes, or people who stand too close whilst eating crunchy foods.

      She spends five years in therapy designed for personality disorders, learns coping strategies for problems she doesn’t have, and takes medication that makes her feel like she’s thinking through fog whilst doing nothing to address the sensory overwhelm that was causing the emotional dysregulation in the first place.

      Emma gets diagnosed with anorexia because her relationship with food looks ‘restrictive’ to people who don’t recognise that autism often involves specific texture preferences, routine needs around mealtimes, and executive dysfunction that can make meal planning about as manageable as organising international summit meetings.

      She ends up in eating disorder treatment that focuses on psychological relationship with food whilst completely missing that she’d eat more enthusiastically if the food wasn’t served under fluorescent lights accompanied by the social demands of group dining with people who think mealtime conversation is mandatory rather than torture.

      The cascading effects would be amusing if they weren’t destroying people’s lives with the efficiency of particularly well-organised natural disasters.

      ADHD masquerading as everything else (a diagnostic comedy of errors)

      ADHD in women presents about as obviously as a ninja convention—everyone knows something’s happening, but nobody can quite identify what they’re looking at.

      While boys with ADHD bounce off walls with the enthusiasm of particularly energetic pinballs, girls develop what researchers politely call ‘internalising presentations’, which is academic speak for ‘suffering quietly whilst appearing functional enough that nobody notices anything’s wrong until they’re adults wondering why life feels like swimming through treacle whilst everyone else glides effortlessly through daily tasks that shouldn’t require advanced degrees in time management’.

      Inattentive ADHD gets diagnosed as depression because the inability to concentrate on boring tasks looks like anhedonia to people who apparently think everyone should find data entry fascinating. The chronic overwhelm from trying to manage executive function without adequate neurological support gets labelled as anxiety. The rejection sensitivity that makes criticism feel like physical assault gets pathologised as emotional instability.

      Combined type ADHD—where you get both hyperactivity and inattention, like winning the worst possible lottery—gets mistaken for bipolar disorder because the hyperfocus episodes look like mania to people who’ve never experienced the peculiar joy of spending fourteen hours organising digital photo collections whilst completely forgetting to eat, sleep, or acknowledge the existence of other humans.

      The treatment protocols would be hilarious if they weren’t so systematically counterproductive. SSRIs for what turns out to be neurological need for stimulation. Mood stabilisers for what’s actually reasonable emotional responses to constant executive dysfunction. Therapy focused on changing thought patterns when the problem is brain hardware running on operating systems designed for completely different cognitive architectures.

      It’s like trying to fix Windows problems by adjusting the monitor settings whilst wondering why the computer keeps crashing.

      Jessica spends her twenties being treated for depression because she can’t maintain interest in jobs that require sustained attention to tasks that stimulate her brain about as much as watching paint dry in real time. The antidepressants make her feel emotionally numb without addressing the core issue that her brain needs intellectual stimulation the way engines need fuel.

      She finally gets assessed for ADHD at thirty-five, starts appropriate medication, and discovers she’s actually capable of sustained attention when her brain receives adequate neurochemical support. Twenty years of being told she was lazy, unmotivated, and suffering from treatment-resistant depression—when she actually needed stimulants and work that matched her cognitive patterns.

      The irony is breathtaking. She’d been prescribed medications designed to slow down brain activity when her brain needed speeding up, and therapy designed to help her accept boring situations when she needed permission to seek stimulating environments.

      The bipolar-ADHD confusion (or: how to mistake reasonable responses for mood cycling)

      Here’s where diagnostic confusion reaches levels that would impress chaos theorists: emotional dysregulation in ADHD looks remarkably like mood cycling in bipolar disorder, if you squint and ignore most of the relevant details.

      ADHD brains experience emotions with the intensity of people watching their favourite sports teams during crucial matches. Everything feels urgent, important, and deserving of immediate emotional investment. Criticism hits like personal attacks. Success feels like winning lottery tickets. Rejection feels like the universe personally disapproving of your existence.

      To people who don’t understand ADHD emotional processing, this looks like ‘mood swings’ requiring mood stabilisers and careful monitoring for manic episodes.

      The hyperfocus states that let ADHD people spend days absorbed in special interests look like mania to observers who don’t recognise the difference between pathological elevation and neurological engagement with stimulating activities.

      The crashes after hyperfocus look like depressive episodes to people who don’t understand that ADHD brains need recovery time after periods of intense concentration, rather like athletes need rest after training sessions.

      The result is years of inappropriate mood disorder treatment that attempts to flatten emotional responses when the actual solution might be helping people understand their emotional patterns and find environments that work with their neurological wiring rather than against it.

      Marcus gets diagnosed with Bipolar II because his pattern of intense project engagement followed by apparent ‘depression’ looks like classic cycling to psychiatrists who don’t ask detailed questions about whether the ‘depression’ might actually be normal recovery from cognitive overexertion.

      He spends fifteen years taking mood stabilisers that make him feel emotionally disconnected whilst doing nothing to address the core issue that his brain functions optimally with periods of intense focus alternating with periods of rest and lower-level engagement.

      When he finally stops the mood stabilisers and starts managing his energy patterns like an athlete manages training schedules, the ‘mood cycling’ disappears like morning fog when someone opens the curtains.

      My pattern matches theirs (unfortunately)

      Every story I’ve encountered mirrors my own experience with the precision of manufacturing defects produced by the same faulty equipment. Decades of wrong labels, multiple medication failures, geographic change working where pharmaceutical intervention failed, and diagnostic criteria that missed what should have been obvious to anyone paying attention to actual patterns rather than predetermined categories.

      The timeline is depressingly consistent: childhood struggles attributed to character flaws, adolescent difficulties labelled as mood disorders, adult dysfunction medicated as depression or anxiety, years of treatment that addresses symptoms without understanding causes, and eventual correct diagnosis only after someone asks the right questions or the person stumbles across information that makes their experience finally make sense.

      I wasn’t an outlier experiencing unusual diagnostic failure. I was following a pattern so well-established that researchers have documented it extensively whilst somehow failing to implement systematic changes that might prevent it happening to future generations.

      My sixty years of psychiatric misadventure represent textbook progression through predictable misdiagnosis sequences that affect thousands of people who never get the accidental correct assessment I eventually received.

      The only unusual aspect of my story is that I survived long enough and had sufficient privilege to access international relocation when my environment became completely unsuitable for continued existence. Most people don’t get geographic solutions to neurological mismatch problems, which means they continue being treated for mood disorders when they’re actually experiencing environmental incompatibility.

      How many others? (prepare for uncomfortable mathematics)

      If 80% of autistic women are misdiagnosed, and autism affects roughly 1% of the population, and roughly half the population is women, we’re looking at approximately 2.4 million women in countries like Australia, the UK, and Canada currently being treated for conditions they don’t have whilst their actual condition remains unrecognised.

      That’s just autism in women. Add autism in men who learned to mask effectively, adult ADHD misdiagnosed as mood disorders, and other neurodivergent conditions that present differently than diagnostic criteria expect, and the numbers become genuinely staggering.

      We might be looking at tens of millions of people worldwide being treated for mood disorders when they’re actually experiencing neurodivergent traits, masking exhaustion, sensory overwhelm, and environmental mismatch being pathologised because diagnostic systems don’t recognise these as legitimate medical categories.

      The pharmaceutical implications alone should make economists nervous. How much money is being spent on medications designed for conditions people don’t have? How many therapy hours are allocated to addressing symptoms whilst ignoring causes? How many disability pensions are being paid for wrong reasons whilst actual support needs remain unmet?

      But the human cost is what really matters. How many people are structuring their lives around prognoses that don’t apply to them? How many are avoiding opportunities, relationships, or experiences because they’ve been told they have degenerative conditions requiring careful management when they actually have neurological variations requiring environmental accommodation?

      How many have died by suicide whilst being treated for depression when they were actually experiencing autistic burnout, ADHD rejection sensitivity, or masking exhaustion—conditions that respond to completely different interventions than traditional mood disorder treatments?

      The contaminated statistics aren’t just academic curiosities. They’re life-planning disasters affecting people who base major decisions on research that includes substantial numbers of misdiagnosed individuals whose outcomes skew the data in directions nobody’s accounting for.

      The elephant nobody wants to discuss

      Here’s the part that makes institutional administrators about as comfortable as vegetarians at barbecue competitions: if systematic misdiagnosis is this widespread, then current psychiatric research might be fundamentally compromised.

      Studies of bipolar disorder that include substantial numbers of misdiagnosed autistic people aren’t actually studying bipolar disorder—they’re studying mixed populations with different neurological conditions, different treatment needs, and different outcomes, then averaging the results as if they represent single conditions.

      Drug trials that include people who don’t actually have the conditions being studied aren’t testing medication effectiveness—they’re testing how pharmaceutical interventions affect diverse groups of people, some of whom might benefit whilst others experience side effects without therapeutic benefit because they’re being treated for the wrong conditions entirely.

      Life expectancy research that includes misdiagnosed individuals isn’t measuring mortality risk for specific conditions—it’s measuring outcomes for heterogeneous groups that might include people dying from consequences of inappropriate treatment rather than the conditions supposedly being studied.

      The statistical contamination could be affecting every aspect of psychiatric research from diagnostic criteria to treatment protocols to outcome predictions. We might be treating people based on evidence that includes substantial amounts of data from people who were never appropriate subjects for the studies informing current practice.

      This isn’t minor methodological concern—this is potential systematic corruption of the research foundation underlying modern psychiatric practice.

      But acknowledging this would require admitting that decades of research might need re-evaluation, treatment protocols might need revision, and diagnostic criteria might need fundamental reconstruction. That’s the kind of institutional disruption that makes people nervous enough to prefer continuing with systems that work adequately for administrators even when they fail spectacularly for the people being administered.

      The pattern recognition failure

      The most remarkable aspect of this situation is how thoroughly the pattern remained invisible to professionals whose job is supposedly recognising patterns in human behaviour.

      Autism presentations in women were documented in research literature for years before diagnostic criteria were updated to include them. ADHD in girls was recognised as systematically under-diagnosed whilst the under-diagnosis continued happening. The connection between masking exhaustion and mood disorders was discussed in academic papers whilst clinicians continued treating masking exhaustion as depression.

      It’s like having detailed maps of previously unexplored territory whilst everyone continues using old maps that show blank spaces where the new territory should be marked.

      The pattern recognition failure isn’t about lack of information—it’s about resistance to changing established frameworks even when new information suggests those frameworks might be inadequate for current purposes.

      Rather like continuing to use navigation systems that consistently provide wrong directions because updating them would require admitting they were wrong in the first place, which is apparently more problematic than continuing to misdirect people indefinitely.

      What this means for everyone else

      If my experience represents a recognisable pattern rather than unusual individual case, then anyone currently diagnosed with treatment-resistant depression, anxiety, or bipolar disorder might want to consider whether their symptoms fit neurodivergent presentations better than mood disorder categories.

      Particularly if treatment hasn’t been as effective as promised, if symptoms respond better to environmental changes than medication adjustments, if social situations are systematically exhausting, if sensory environments feel overwhelming, or if there’s a persistent sense that something about the diagnosis doesn’t quite capture the full picture of the lived experience.

      The diagnostic criteria for adult autism and ADHD are readily available online and in accessible formats that don’t require medical degrees to understand. Self-assessment tools exist that can provide useful information about whether formal assessment might be worthwhile.

      More importantly, understanding masking, sensory processing differences, and executive function variations can be helpful regardless of formal diagnosis. If these frameworks help make sense of life experiences that previously seemed mysterious or pathological, the information has value independent of official medical confirmation.

      The goal isn’t necessarily collecting new diagnostic labels—it’s finding accurate understanding that leads to appropriate support, environmental modifications, and self-compassion rather than continued self-blame for struggling with things that might genuinely be difficult for brains wired like yours.

      The question that won’t go away

      My experience wasn’t unusual diagnostic failure—it was predictable progression through well-documented patterns that affect hundreds of thousands of people who never get the accidentally correct assessment that changed my life.

      Which raises the question I can’t stop asking: if systematic misdiagnosis is this widespread, this well-documented, and this harmful, why does it continue happening with such impressive consistency?

      The answer might be that changing diagnostic systems requires admitting current ones are inadequate, which threatens institutional authority, research validity, and professional confidence in ways that make everyone involved nervous enough to prefer continuing with systems that work for institutions even when they fail for individuals.

      But the cost of maintaining institutional comfort is measured in human lives structured around wrong understanding, inappropriate treatment, and missed opportunities for support that could actually help.

      That seems like poor value exchange, even by the standards of people who think administrative efficiency is more important than human welfare.

      -----

      Next, we’ll explore why anxiety might actually be accurate perception for brains processing information differently than diagnostic criteria assume. Because sometimes what looks like irrational fear turns out to be entirely rational response to environments genuinely hostile to certain types of neurological function.
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      Maybe you’re not anxious. Maybe you’re autistic in a world designed for neurotypical nervous systems, and your brain is correctly identifying threats everyone else is too privileged to notice.

      Which would be ironic, given how much money we’ve spent convincing you otherwise.

      The social threat is real

      I spent fifty years in therapy being told my social anxiety was ‘irrational.’

      Apparently, my fear that people were judging me harshly was a cognitive distortion that needed correcting through exposure therapy and positive thinking.

      The exposure therapy involved deliberately putting myself in social situations that triggered panic attacks, on the theory that repeated exposure would prove my fears unfounded.

      This is like treating someone’s fear of tigers by locking them in a room with increasingly hungry tigers whilst explaining that statistically, most tigers prefer gazelle.

      The problem with this approach becomes obvious once you understand that autistic people actually do read social situations differently, and often more accurately, than neurotypical people.

      We notice micro-expressions neurotypicals miss. We catch the slight eye-roll, the moment’s hesitation, the forced smile that doesn’t reach the eyes. We observe the social dynamics everyone else is too busy participating in to notice.

      Then we’re told our observations are symptoms.

      ‘You’re being paranoid,’ they said. ‘People aren’t really judging you.’

      Except they were. The research confirms it. Autistic people are rejected more quickly in social interactions, often within seconds of first contact. Neurotypical people form negative impressions of autistic people before any meaningful interaction occurs—something called the ‘double empathy problem,’ though I prefer calling it ‘the neurotypical people are arseholes but we’re supposed to pretend otherwise problem.’

      So when my brain identified social situations as threatening, it was demonstrating impressive pattern recognition, not pathological anxiety.

      The universe spent billions of years developing sophisticated threat-detection systems.

      We’re medicating them because they work too well.

      Sensory overload as panic

      Here’s what a panic attack looked like in my pre-diagnosis years:

      Sitting in a meeting room under fluorescent lights that felt like being slowly electrocuted by administrative enthusiasm. The air conditioning hummed at precisely the frequency that made my teeth ache. Someone was clicking a pen repeatedly—apparently unaware they were operating a small torture device designed specifically for my nervous system.

      The facilitator used phrases like ‘drill down,’ ‘circle back,’ and ‘take this offline’ with the confidence of someone who’d never questioned whether words should mean things.

      My heart rate increased. Breathing became difficult. Skin started crawling. Vision tunnelled.

      ‘Panic attack,’ said the doctor. ‘Classic anxiety disorder.’

      Treatment involved breathing exercises and cognitive restructuring to challenge my ‘catastrophic thinking’ about harmless situations.

      The breathing exercises were performed in the same fluorescent-lit rooms that triggered the attacks in the first place, which seems like treating drowning by teaching people to hold their breath underwater.

      Nobody suggested that environments designed for neurotypical sensory processing might be genuinely uncomfortable for brains wired differently.

      Nobody wondered whether my nervous system was responding appropriately to stimuli that were actually overwhelming, not imaginary.

      Turns out my brain was correctly identifying sensory assault. The panic attacks stopped when I started avoiding fluorescent lights, not when I learned to reframe them as ‘opportunities for growth.’

      Which raises uncomfortable questions about how many ‘anxiety disorders’ are actually normal responses to abnormal environments.

      But questioning environments is expensive. Questioning individuals is profitable.

      My anxiety history (a timeline of missing the point)

      Age 16: First diagnosed with social anxiety after failing to thrive in high school social hierarchies that would challenge a United Nations negotiator.

      Ages 17-25: Various therapists attempted to cure my ‘irrational’ fear of social rejection through exposure therapy, cognitive restructuring, and gentle encouragement to ‘put yourself out there.’

      Ages 26-35: Multiple psychiatrists prescribed SSRIs for generalised anxiety disorder. Side effects included weight gain, sexual dysfunction, and emotional numbing that made me feel like I was watching my life through bulletproof glass.

      Ages 36-45: More therapy. Different approaches. Same assumption that my perceptions were distorted and needed correction.

      Ages 46-55: Tried meditation, mindfulness, exercise, dietary changes. All helped slightly. None addressed the core issue.

      Age 66: Moved to Vietnam. ‘Anxiety’ completely disappeared within months.

      Same brain. Different environment. Different social expectations. Different sensory inputs.

      The anxiety wasn’t a disorder requiring treatment. It was accurate assessment of environments hostile to my neurological wiring.

      For fifty years, psychiatry kept adjusting the person instead of questioning the circumstances.

      Like treating altitude sickness by convincing people their lungs are broken rather than suggesting they move to sea level.

      The diagnostic trap

      Here’s where it gets professionally awkward for everyone involved:

      Anxiety is commonly ‘comorbid’ with autism and ADHD. Meaning autistic and ADHD people often get anxiety diagnoses too.

      But nobody asks which came first.

      Did the neurodivergence cause the anxiety, or is the ‘anxiety’ actually just neurodivergent nervous systems responding normally to environments designed for different brains?

      If you force a fish to live on land, it will display what looks remarkably like anxiety symptoms. Rapid breathing, distress behaviours, inability to function normally in its environment.

      You could diagnose the fish with panic disorder and prescribe antidepressants.

      Or you could put it back in the water and watch the ‘anxiety’ vanish immediately.

      We’ve chosen the medication approach.

      For decades, I collected anxiety diagnoses whilst living in environments that were genuinely anxiety-provoking for someone with my sensory processing and social communication differences.

      The treatments focused on changing my brain’s response to environments that were objectively problematic for my neurology.

      Nobody suggested changing the environments.

      This is like treating people’s distress about being locked in small boxes by teaching them to enjoy confined spaces, rather than opening the boxes.

      It’s therapeutically elegant and completely missing the point.

      The radical reframe

      What if neurodivergent ‘anxiety’ isn’t pathology but signal?

      What if it’s your brain correctly identifying mismatches between your neurological needs and environmental demands?

      What if the cure isn’t medication but accommodation?

      This reframe has implications that make people uncomfortable, particularly people invested in the current system.

      If my ‘anxiety’ was actually accurate environmental assessment, then fifty years of treatment was addressing the wrong problem.

      If sensory-sensitive people develop ‘anxiety’ in sensory-overwhelming environments, the treatment might involve changing environments, not medicating people.

      If socially rejected people develop ‘social anxiety,’ perhaps the intervention should address rejection, not the people being rejected.

      But environmental changes are expensive and systemic. Individual pathology is cheaper and more convenient.

      We can medicate you for responding badly to problematic environments much more easily than we can fix the environments.

      Though one approach treats symptoms whilst maintaining problems, and the other treats causes.

      The universe has opinions about which approach works better long-term. The evidence suggests it favours the environmental modification approach, but we’re committed to the brain modification strategy.

      This seems inefficient, but here we are.

      What this means

      For five decades, psychiatry told me my anxiety was irrational.

      Turns out it was highly rational response to being forced to function in systems designed for different neurology.

      The irrationality was expecting me to thrive there.

      My brain wasn’t broken. My environment was.

      The treatment that finally worked wasn’t cognitive restructuring or medication. It was geographic relocation to circumstances that matched my neurological requirements better.

      Same consciousness. Different context. Problem solved.

      Which suggests we’ve been asking the wrong questions about anxiety, treating the wrong targets, and measuring success using the wrong metrics.

      If this pattern holds for other conditions—if depression, ADHD symptoms, and mood instability also improve with environmental modifications rather than pharmaceutical interventions—then we’re not just missing individual diagnoses.

      We’re systematically medicalising normal responses to abnormal circumstances.

      That’s a book. That’s a scandal.

      That’s what happens when you pathologise accurate perception and call it healthcare.

      ---

      The universe spent fourteen billion years developing consciousness capable of recognising environmental threats. We’ve spent the last fifty years convincing people this capacity is a disorder requiring treatment. Perhaps it’s time to reconsider which approach demonstrates better long-term thinking.
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      I had systemic depression for probably sixty-plus years. Until I moved to Vietnam, where it vanished within months. Which raises uncomfortable questions about what we’re calling depression and whether medication is treating cause or symptom.

      The universe spent fourteen billion years developing consciousness capable of recognising hostile environments.

      We’ve spent the last fifty years convincing people this capacity is a chemical imbalance requiring pharmaceutical correction.

      The serotonin myth

      Let’s start with the elephant in the consulting room: the chemical imbalance theory of depression. It's largely utter bollocks.

      This shouldn’t be controversial information in 2025, but apparently we’re still pretending that depression is caused by insufficient serotonin in the same way diabetes is caused by insufficient insulin.

      It’s not.

      The serotonin hypothesis was marketing, not science. A convenient story that turned human suffering into a medical condition with a pharmaceutical solution. Elegant, profitable, and wrong.

      Here’s what we actually know: SSRIs help some people, sometimes, for reasons we don’t understand. The mechanism isn’t serotonin correction—it’s something else entirely, probably involving neuroplasticity, placebo effects, and environmental factors we haven’t properly studied because we’ve been too busy looking for the magic brain chemical.

      For fifty years, psychiatrists prescribed me medications designed to fix a chemical imbalance that probably didn’t exist, for a condition that might not have been primarily neurochemical.

      The medications didn’t work. Not escitalopram, not sertraline, not venlafaxine, not duloxetine. I collected SSRIs like pokemon cards—gotta try ‘em all—whilst getting progressively more depressed about being depressed about being medicated for being depressed.

      Then I moved continents and the depression evaporated like morning fog.

      Same brain chemistry. Different postcode. Problem solved.

      Which suggests the problem was never brain chemistry to begin with.

      But brain chemistry is easier to modify than social systems, so brain chemistry gets the attention.

      Neurodivergent ‘depression’

      Here’s what my ‘depression’ actually looked like, before anyone knew I was autistic with ADHD:

      Morning: Wake up exhausted from dreams about failing to complete tasks I’d never signed up for, in buildings designed by architects who’d obviously never met humans.

      Day: Spend eight hours in fluorescent-lit offices performing emotional labour for neurotypical colleagues whilst translating every social interaction in real-time and pretending corporate jargon made sense.

      Evening: Collapse into sensory shutdown, too drained to speak, eat, or process the day’s accumulated microaggressions and misunderstandings.

      Night: Lie awake analysing every social exchange for signs of rejection, failure, or evidence that everyone else had received instruction manuals I’d never been issued.

      Psychiatrists called this ‘major depressive disorder with anxiety features.’

      Turns out it was ‘autistic burnout with ADHD rejection sensitivity in environments designed by and for neurotypical nervous systems.’

      The difference matters. Depression responds to antidepressants (sometimes). Autistic burnout responds to environmental modification and reduced masking demands. ADHD rejection sensitivity responds to understanding that your emotional thermostat is calibrated differently, not broken.

      Try treating autistic burnout with SSRIs and you get an exhausted autistic person with sexual dysfunction and emotional numbing.

      Which is what happened to me for several decades. My fourteen-year marriage ended—in part—because my wife and I hadn't had sex in well over a decade.

      The pills addressed the wrong problem using the wrong mechanism whilst ignoring the actual cause, like trying to fix a leaking roof by redecorating the living room.

      Therapeutically elegant. Completely useless.

      The Adelaide prison

      Let me describe the environment that created my ‘treatment-resistant depression.’

      Adelaide, 2010s: A city designed by people who’d apparently never experienced weather, populated by humans committed to maintaining social hierarchies that would impress medieval feudal lords.

      Financial pressure: Constant. Business failing slowly enough to provide hope, quickly enough to ensure daily panic. Mortgage payments due monthly whether consciousness cooperated or not.

      Social expectations: Crushing. ‘How’s business?’ asked with the concerned enthusiasm of people attending a funeral. Networking events where I performed extraversion until my face muscles cramped from fake smiling.

      Sensory environment: Hostile. Shopping centres with acoustics designed by people who’d clearly never heard sound. Fluorescent lighting that made my retinas feel personally attacked. Crowds that moved with the collective intelligence of particularly confused sheep.

      Bureaucratic systems: Kafkaesque. Centrelink forms written in the administrative equivalent of ancient Sumerian. Tax requirements that changed more often than Melbourne weather. Government departments operated like escape rooms designed by sadists with business degrees.

      Climate: Grim. Winter days where the sun appeared briefly, apologised, and disappeared behind clouds the colour of administrative disappointment.

      Professional identity: Failing. Every business idea crushed by economic realities, regulatory requirements, and my complete inability to network without wanting to hide in storage cupboards.

      In this environment, I developed what psychiatrists called ‘chronic depression with dysthymic features.’

      Funny that.

      Put a fish in a toxic tank and it becomes lethargic, loses appetite, shows reduced social interaction, and eventually stops trying to swim properly.

      You could diagnose the fish with Major Aquatic Depression and prescribe fish antidepressants.

      Or you could change the bloody water.

      The Vietnam liberation

      Vietnam, 2026: Same brain, different context, completely different outcome.

      Financial pressure: Minimal. Pension stretches magnificently when rent costs less than Adelaide’s coffee budget. Money anxiety replaced by mild bewilderment at having disposable income.

      Social expectations: Relaxed. Nobody asked about my business. Neighbours smiled without requiring detailed explanations of my productivity levels. Social interactions operated at human scale rather than corporate performance art.

      Sensory environment: Manageable. Natural lighting. Sounds that occurred organically rather than being pumped through commercial speaker systems. Space to escape crowds when needed.

      Bureaucratic systems: Straightforward. Vietnamese bureaucracy operates with the efficient indifference of systems designed for actual function rather than citizen punishment.

      Climate: Brilliant. Mountain air. Consistent temperatures. Weather that behaved according to seasonal logic rather than chaotic mood swings.

      Professional identity: Irrelevant. Nobody cared what I’d failed to achieve in Australia. Identity pressure evaporated like steam from morning coffee.

      Result: Depression vanished within three months. Not gradually—suddenly, like waking up from a dream about being buried alive to discover you’re lying in a perfectly comfortable bed.

      Same neurology. Same brain chemistry. Same tendency to overthink social interactions and collect sensory overwhelm.

      Different environment. Different outcome.

      Depression gone.

      Which raises uncomfortable questions about what we’ve been calling depression and whether we’ve been treating the right thing.

      The systemic question

      If my ‘treatment-resistant depression’ responded almost immediately to geographic relocation, it was never really about neurotransmitter deficiency.

      It was about forcing a neurodivergent brain to function in environments designed for neurotypical nervous systems whilst pretending the problem was brain chemistry.

      This has implications that make people professionally uncomfortable.

      How many ‘depressed’ people are actually environmentally mismatched neurodivergent individuals?

      Current estimates suggest 80% of autistic women are misdiagnosed before accurate assessment. If they’re collecting depression diagnoses instead of autism recognition, how contaminated are the depression statistics?

      How many people are being medicated for environmental problems?

      If social rejection, sensory overwhelm, and financial stress cause symptoms identical to ‘clinical depression,’ are we treating circumstances or chemistry?

      What changes if we treat environment instead of individuals?

      Environmental modifications benefit everyone. Pharmaceutical interventions only help the subset whose depression is actually neurochemical. One approach addresses causes. The other addresses symptoms whilst maintaining the circumstances that create them.

      Why don’t we discuss the politics of this?

      Individual pathology is politically neutral. Environmental causes suggest systemic problems requiring structural solutions. Cheaper to medicate people than restructure societies, so we emphasise brain chemistry over social conditions.

      But my recovery suggests the brain chemistry approach missed the point entirely.

      I didn’t need serotonin correction. I needed environmental modification.

      Same consciousness. Different context. Problem solved.

      The universe apparently has opinions about which approach works better long-term.

      What this means

      If my ‘treatment-resistant depression’ responded to geographic relocation, it was never really about my brain chemistry.

      It was about forcing a neurodivergent brain to function in environments designed for neurotypical ones. We were treating the wrong thing.

      For fifty-four years, I carried a depression diagnosis like a medical passport, explaining my failure to thrive in circumstances that were objectively hostile to my neurological wiring.

      The diagnosis gave me permission to struggle. The medication gave me hope that chemistry could overcome context.

      Neither addressed the actual problem.

      The actual problem was that I was a square peg being hammered into round holes whilst being told the hammering was therapeutic and necessary for my integration into society.

      Turns out square pegs function perfectly well when they find square holes.

      Who knew?

      This reframe has implications beyond individual recovery stories. If environmental mismatch can masquerade as clinical depression for decades, how many other ‘mental health conditions’ are actually normal responses to abnormal circumstances?

      How many people are being medicated for reacting appropriately to inappropriate situations?

      How many lives are being organised around psychiatric diagnoses that describe environmental problems using medical language?

      And how many researchers are drawing conclusions about mental illness based on data contaminated by misdiagnosed neurodivergent people who were never mentally ill in the first place?

      That’s not just a personal revelation. That’s a systematic failure with consequences for everyone who’s ever been told their brain chemistry is broken when the problem might be their circumstances.

      The universe spent billions of years developing consciousness capable of recognising hostile environments.

      Perhaps it’s time we stopped medicating this capacity and started questioning the environments instead.

      ---

      Same brain chemistry. Different postcode. Problem solved. Which suggests we’ve been asking the wrong questions, treating the wrong targets, and measuring success using metrics that miss the point entirely. But acknowledging that would require admitting we’ve been wrong about mental illness for fifty years, and that’s expensive to fix. Much cheaper to keep prescribing pills for environmental problems and calling it healthcare.
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      Autism and ADHD diagnostic criteria were developed by studying boys. Hyperactive, disruptive, obvious boys whose neurological differences were impossible to ignore. Which explains why they missed me until I was 66—I’d learned to hide my neurodivergence behind military training and corporate competence so effectively that I became diagnostically invisible.

      The male default wasn’t designed to catch all men. It was designed to catch one specific type of boy, then applied universally.

      This seems like the sort of methodological oversight that would embarrass first-year statistics students.

      Apparently it’s been standard scientific practice for over forty years.

      The universe spent billions of years developing neurological diversity. We’ve spent forty years building assessment tools that can only detect the loudest, most obvious 10% of that diversity, then wondering why our statistics don’t make sense.

      How diagnostic tools were built (a case study in tunnel vision)

      Picture this: 1980s research laboratories filled with earnest academics studying ‘childhood disorders’ by observing the most disruptive cases that schools and parents desperately needed someone to fix immediately.

      These were predominantly boys who couldn’t sit still if their lives depended on it, interrupted conversations with the timing precision of poorly programmed robots, had public meltdowns that could register on seismic equipment, and generally made their neurological differences as subtle as brass bands in meditation retreats.

      Perfectly reasonable starting point for research, except they forgot the rather important next step: checking whether autism and ADHD might present differently in boys who’d learned to hide their differences through military discipline, corporate training, or social conditioning that demanded competent masculine performance.

      Instead, they built diagnostic criteria around the most obvious presentations and called it comprehensive.

      This is like studying hurricanes to understand all weather, then wondering why you can’t predict light rain.

      The assessment tools were expertly calibrated for detecting:

      - Hyperactive behaviour that disrupted classrooms

      - Obvious social communication errors that annoyed adults

      - External emotional dysregulation that required immediate intervention

      - Visible stimming that looked strange to neurotypical observers

      If you happened to be autistic or ADHD but had learned to appear competent through decades of masking, military training, or professional performance requirements, the tools were about as useful as using metal detectors to find wooden objects.

      For forty years, we’ve been using diagnostic criteria designed to spot obvious childhood presentations whilst completely missing adults who’d learned to function effectively despite their neurodivergence.

      The adults were there all along. We just built assessment tools that couldn’t see past our performances.

      The competence camouflage

      Here’s what happened to blokes like me who learned to mask our neurodivergence through environmental demands:

      Royal Australian Air Force training: Military service doesn’t accommodate obvious neurological differences. You learn to follow complex instructions precisely, manage sensory overwhelm without obvious reactions, perform social cohesion whether it comes naturally or not, and appear competent under pressure regardless of internal experience.

      Masking became survival skill encoded into muscle memory.

      Corporate business environments: Running companies required networking with strangers, presenting confidently to rooms full of people, managing complex social hierarchies, and appearing professionally competent regardless of neurological reality.

      More masking, more performance, more elaborate systems for appearing neurotypical whilst internally struggling with executive function, sensory processing, and social communication challenges.

      Australian masculine culture: ‘She’ll be right, mate’ doesn’t leave cultural space for admitting sensory sensitivity, social communication difficulties, or emotional regulation challenges. You learn to appear stoic and competent regardless of what’s actually happening in your nervous system.

      By the time I encountered diagnostic assessment at 66, I’d spent fifty years unconsciously performing neurotypical masculine competence so effectively that even I believed the performance was authentic.

      The assessment tools were looking for hyperactive boys who couldn’t sit still and made obvious social errors.

      They found an exhausted veteran who’d learned to appear professionally competent whilst internally struggling with autism and ADHD for decades.

      The tools detected exactly what they were designed to find: nothing that matched their narrow criteria.

      Why the male default failed men too

      The diagnostic criteria weren’t actually designed for all men. They were designed for one specific subset: young boys whose neurodivergence created obvious external disruption that adults couldn’t ignore.

      This approach systematically missed:

      Men who learned institutional discipline: Military service, corporate training, professional environments that demanded neurotypical performance regardless of neurological reality.

      Men in cultures that punished obvious neurodivergence: Working-class communities, traditional masculine environments, situations where showing neurological differences meant professional or social failure.

      Men who developed effective compensatory strategies: Those of us who learned to manage executive function through elaborate systems, mask sensory sensitivities, script social interactions, and perform competence whilst internally struggling.

      Men whose neurodivergence presented through internalised struggles: Depression, anxiety, exhaustion from chronic masking, rather than external hyperactivity or obvious social communication errors.

      The male default wasn’t inclusive of male diversity. It was calibrated for one narrow presentation that happened to be most visible and disruptive to adults in educational settings.

      Anyone whose neurodivergence looked different—through successful masking, professional competence, or internalised management—became invisible to assessment tools designed around childhood classroom disruption.

      The diagnostic blindness

      Here’s what’s professionally awkward: current diagnostic criteria miss most adult presentations of autism and ADHD, particularly in anyone who learned effective masking through professional, military, or cultural demands.

      We’re using assessment tools designed to spot obvious childhood presentations to evaluate complex adult compensation strategies developed over decades.

      It’s like using burglar alarms designed to detect sledgehammer attacks whilst missing expert lock-picking.

      The criteria systematically miss:

      
        
          	
        Successful masking that appears professional but requires exhausting cognitive effort
      

      	
        Compensated executive function that works through elaborate systems rather than intuitive organisation
      

      	
        Managed sensory processing that avoids overwhelm through careful environmental control rather than obvious stimming
      

      	
        Scripted social communication that appears competent but feels artificial and exhausting
      

      

      

      Current assessment failures:

      
        
          	
        ‘Too functional’ bias: If you can hold down jobs, maintain relationships, or appear professionally competent, you can’t be autistic or ADHD
      

      	
        Childhood criteria emphasis: Expecting obvious childhood symptoms from people who spent decades learning to hide them
      

      	
        Static presentation assumptions: Assuming neurodivergence looks the same across lifespan, culture, and professional training
      

      	
        External behaviour focus: Missing internal struggles that don’t create obvious external disruption
      

      

      

      The result: systematic misdiagnosis of anyone whose neurodivergence doesn’t match 1980s observations of hyperactive schoolboys.

      I wasn’t diagnosed until 66, not because Australian men can’t be autistic with ADHD, but because assessment tools couldn’t see past forty years of learned competence and professional masking.

      What this means

      The male default in diagnostic criteria didn’t favour men—it favoured one narrow subset of obvious male presentations whilst missing everyone else, including most men who’d learned to function effectively despite their neurodivergence.

      My autism didn’t suddenly develop at 66. My ADHD wasn’t late-onset. The conditions were always present, hidden behind performances so convincing that even I believed neurotypical (in)competence was my authentic self.

      What changed was access to assessment approaches that could recognise masked, compensated neurodivergence rather than just obvious childhood presentations.

      This has implications that extend beyond individual diagnosis stories into uncomfortable territory for psychiatric research.

      If assessment tools systematically miss adults with effective masking strategies, how contaminated is research about autism and ADHD prevalence, outcomes, and treatment effectiveness?

      How many ‘treatment-resistant depression’ cases are actually undiagnosed autism with masking exhaustion? How many ‘anxiety disorders’ are actually undiagnosed ADHD with rejection sensitivity?

      How many middle-aged men like me are walking around with completely wrong psychiatric diagnoses because we learned to hide our neurodivergence too effectively for current assessment tools to detect?

      The universe spent billions of years developing neurological diversity.

      We’ve spent forty years building diagnostic tools that can only spot the most obvious presentations, then drawing conclusions about neurodivergence based on systematically incomplete samples.

      This seems like a methodological problem that would make even the universe face-palm, if the universe had evolved hands for such purposes.

      Perhaps it’s time we developed assessment tools sophisticated enough to detect the full spectrum of human neurological diversity, rather than just the presentations that disrupted 1980s classrooms.

      ---

      The male default wasn’t designed to catch all men—just the loudest ones. Everyone who learned to hide their neurodivergence behind competent performances became diagnostically invisible. This isn’t a failure of individual masking—it’s a failure of tools designed with systematic tunnel vision. But admitting that would require acknowledging we’ve been missing most neurodivergent adults for decades, and that’s professionally uncomfortable for everyone who built the tools.
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      Miss the neurodivergence, and you start collecting psychiatric labels like a demented Pokemon trainer. Depression. Anxiety. Bipolar. PTSD. Personality disorders. Each misdiagnosis spawning the next as psychiatry tries increasingly creative explanations for symptoms whilst studiously ignoring their actual source.

      This wouldn’t matter if psychiatric labels were just academic exercises, like collecting stamps or arguing about cricket statistics.

      Unfortunately, they come with treatments that can make everything exponentially worse whilst convincing everyone they’re providing excellent medical care.

      The universe spent fourteen billion years developing sophisticated pattern recognition systems.

      We’ve spent forty years using them to collect completely wrong patterns, then medicating people for having brains that work exactly as advertised.

      The collection begins (starter pack)

      My psychiatric label collection started modestly with social anxiety at sixteen. Seemed reasonable enough—I clearly struggled with social situations in ways that appeared excessive and problematic to adults who’d never tried navigating teenage social hierarchies whilst autistic.

      What the diagnosis missed: perfectly normal autistic social communication differences being pathologised as individual psychological failure requiring therapeutic correction.

      The social anxiety treatment involved exposure therapy—deliberately putting myself in overwhelming social situations until I learned they weren’t actually threatening.

      This is like treating someone’s rational fear of sharks by repeatedly throwing them into shark-infested waters whilst explaining that statistically, most sharks prefer fish.

      Except autistic people actually do experience more social rejection. We actually do struggle with neurotypical social protocols. We actually are more likely to misread social situations and say inappropriate things at precisely the wrong moments.

      The ‘irrational’ social fears were rational environmental assessments being treated as cognitive malfunctions.

      But exposure therapy assumes fears are mental distortions rather than accurate threat recognition, so the treatment addressed imaginary problems whilst making real problems worse.

      Result: modest improvement (learned to tolerate overwhelming situations slightly longer) combined with significantly increased exhaustion (masking became more elaborate and cognitively demanding).

      The exhaustion got diagnosed as depression.

      Because apparently being tired from performing neurotypical behaviour all day means your brain chemistry is broken.

      The cascade accelerates (expansion pack)

      Depression diagnosis at twenty-eight when I got out of the military (because 'depression' didn't exist in the military) seemed like logical progression. Social situations remained difficult despite therapy, work performance was inconsistent despite effort, relationships required enormous energy despite good intentions, and I felt persistently inadequate compared to people who seemed to navigate life with the effortless grace of dolphins whilst I flailed around like confused sea cucumber.

      Classic depression symptoms: low mood, fatigue, social withdrawal, reduced pleasure in activities, feelings of worthlessness, inability to concentrate.

      What the diagnosis missed: textbook autistic burnout from years of intensive masking combined with ADHD executive function challenges in environments designed by neurotypical people for neurotypical people who apparently found fluorescent-lit open-plan offices delightful.

      The depression treatment involved cognitive behavioural therapy and SSRIs. CBT challenged my ‘negative thinking patterns’ about social competence, work performance, and relationship difficulties. SSRIs aimed to correct the presumed serotonin deficiency causing my mood symptoms.

      Except the ‘negative thinking’ was accurate assessment of genuine struggles, and the mood symptoms were consequences of environmental mismatch rather than neurochemical dysfunction.

      The treatments addressed non-existent cognitive distortions and imaginary chemical imbalances whilst the actual causes—sensory overwhelm, social communication differences, executive function challenges—remained completely unrecognised and systematically untreated.

      Result: marginal mood improvement (possibly placebo effect, possibly just relief at being taken seriously) combined with sexual dysfunction, emotional numbing, and persistent underlying difficulties that nobody could explain satisfactorily.

      The persistent difficulties got diagnosed as treatment-resistant depression with generalised anxiety disorder.

      Because if the first wrong diagnosis doesn’t respond to wrong treatment, obviously you need additional wrong diagnoses.

      The professional confusion (deluxe edition)

      By forty-five, my diagnostic collection included social anxiety, major depression, generalised anxiety disorder, possible bipolar II (because ADHD emotional dysregulation can look like mood cycling to people who’ve never experienced ADHD emotional dysregulation), and intermittent queries about obsessive-compulsive tendencies (because autistic repetitive behaviours look suspicious when you don’t recognise autism).

      Each diagnosis represented earnest professional attempts to categorise symptom clusters without understanding their neurological foundation.

      Each treatment targeted symptoms without addressing causes, like repainting a house repeatedly whilst ignoring the structural problems causing the paint to peel in the first place.

      The treatments occasionally helped temporarily—anxiety medications reduced overwhelming feelings, antidepressants sometimes improved mood, mood stabilisers dampened emotional extremes.

      But none addressed the underlying neurodivergence creating the symptoms being medicated, so the improvements were like putting band-aids on bullet wounds whilst the bullet remained embedded and festering.

      The improvements were partial, temporary, and required constant adjustment of medications, frequent therapy sessions, regular crisis management when treatments stopped working, and increasingly creative diagnostic explanations for why nothing seemed to provide lasting relief (but you can be assured that it was very often implied it was my fault that I wasn't getting better).

      Each treatment failure generated new hypotheses: maybe it’s complex PTSD from developmental trauma, or military service. Maybe it’s borderline personality disorder with emotional dysregulation. Maybe it’s obsessive-compulsive spectrum disorders with social phobia features.

      The diagnostic collection expanded like a psychiatric version of stamp collecting, except less useful and significantly more expensive.

      Meanwhile, the actual problem—being autistic with ADHD in environments designed for neurotypical nervous systems—remained invisible to assessment tools designed to spot hyperactive schoolboys rather than exhausted adults.

      The systematic pattern (not just me being special)

      This isn’t unique personal experience deserving individual sympathy. This is a systematic pattern affecting anyone whose neurodivergence gets missed by diagnostic tools calibrated for obvious presentations whilst missing masked ones.

      Autistic people commonly collect: anxiety disorders (from sensory overwhelm and social confusion), eating disorders (from sensory sensitivities and need for predictable control), depression (from masking exhaustion and social isolation), borderline personality disorder (from rejection sensitivity and emotional dysregulation), obsessive-compulsive disorders (from repetitive behaviours misunderstood as compulsions).

      ADHD people commonly collect: anxiety disorders (from chronic overwhelm and hypervigilance), depression (from persistent feelings of inadequacy and failure), bipolar disorder (from emotional dysregulation cycles misinterpreted as mood episodes), borderline personality disorder (from rejection sensitivity and identity confusion), substance abuse disorders (from self-medicating attention and sensory difficulties).

      People with effective masking collect: depression (from chronic exhaustion), anxiety disorders (from hypervigilance required for social navigation), substance abuse disorders (from self-medicating neurological differences), obsessive-compulsive spectrum disorders (from repetitive coping behaviours), personality disorders (from identity confusion caused by decades of performing inauthentic behaviour).

      Each misdiagnosis leads to treatments addressing secondary symptoms whilst missing primary causes.

      Each treatment failure creates professional pressure to find increasingly complex diagnostic explanations rather than questioning whether the original diagnostic framework might be fundamentally wrong.

      The result: people with relatively simple neurological differences collecting elaborate psychiatric diagnoses that explain their struggles using psychological theories whilst ignoring obvious neurological explanations.

      It’s like diagnosing left-handed people with ‘dexterity dysfunction disorder’ and prescribing medications to help them write better with their right hands, rather than just giving them left-handed scissors and calling it a day.

      Why the cascade continues (systemic momentum)

      Psychiatric training emphasises symptom recognition over cause identification. If someone presents with depression symptoms, they get depression diagnosis and depression treatment, regardless of what’s causing the depression.

      This approach works brilliantly when depression is a primary condition caused by actual neurochemical dysfunction.

      It fails spectacularly when depression is a secondary consequence of undiagnosed neurodivergence, environmental mismatch, or chronic masking exhaustion.

      But psychiatric assessment protocols don’t routinely investigate whether presenting symptoms might be consequences of undiagnosed neurological conditions rather than primary psychiatric disorders.

      The system assumes that if you present with anxiety, you have an anxiety disorder. If you present with depression, you have a mood disorder. If you present with emotional dysregulation, you have a personality disorder.

      Nobody asks: ‘Are these symptoms consequences of forcing a neurodivergent brain to function in environments designed for different neurological specifications?’

      This would be like assuming that someone coughing has a cough disorder rather than investigating whether they might be breathing contaminated air.

      Treating the cough whilst ignoring the air quality produces temporary symptom relief at best, and typically requires increasingly aggressive interventions as the underlying problem persists.

      The cascade stops (plot twist)

      My diagnostic cascade finally stopped at 66 when someone asked the right question: ‘Has anyone ever assessed you for neurodiversity?’

      The answer was no. Despite decades of psychiatric contact, multiple diagnoses, and numerous treatments, nobody had considered whether my collection of psychiatric symptoms might be consequences of undiagnosed neurodivergence.

      The autism and ADHD assessment explained everything: the social difficulties, the sensory sensitivities, the executive function challenges, the emotional dysregulation, the masking exhaustion, the environmental overwhelm.

      Suddenly, decades of psychiatric symptoms made perfect sense as logical responses to neurological differences nobody had bothered to assess.

      The depression wasn’t treatment-resistant—it was environmental mismatch being medicated as brain chemistry dysfunction.

      The anxiety wasn’t generalised—it was specific response to sensory and social overwhelm.

      The possible bipolar wasn’t mood cycling—it was ADHD emotional dysregulation in response to environmental demands.

      Same symptoms. Completely different explanation. Completely different approach to management.

      Instead of medicating symptoms, I changed environments. Instead of treating presumed chemical imbalances, I accommodated neurological differences. Instead of challenging cognitive distortions, I validated accurate environmental assessments.

      Result: symptoms largely resolved without pharmaceutical intervention, therapy, or increasingly creative diagnostic explanations.

      Turns out the problem wasn’t my brain chemistry. The problem was spending sixty-six years forcing the wrong brain into the wrong environments whilst medicating it for not adapting successfully.

      What this means (uncomfortable implications)

      My diagnostic cascade wasn’t unusual patient complexity requiring sophisticated psychiatric intervention. It was systematic misdiagnosis resulting from assessment tools that couldn’t recognise masked neurodivergence.

      If relatively straightforward autism and ADHD can generate multiple complex psychiatric diagnoses when misunderstood, how contaminated are psychiatric research samples?

      How many people diagnosed with treatment-resistant depression are actually neurodivergent people exhausted from masking? How many borderline personality disorder diagnoses are actually autism with rejection sensitivity? How many bipolar diagnoses are actually ADHD emotional dysregulation?

      How many pharmaceutical trials are testing medications on people who don’t actually have the conditions being studied?

      How many psychological theories are built on misunderstanding neurological differences as psychiatric pathology?

      The universe spent billions of years developing neurological diversity.

      We’ve spent forty years systematically misdiagnosing that diversity as mental illness, then wondering why our treatments don’t work and our research doesn’t replicate.

      This seems like the sort of systematic error that would embarrass undergraduate statistics students, if undergraduate statistics students were running psychiatric research.

      Perhaps it’s time we developed assessment approaches sophisticated enough to distinguish between neurological differences and psychiatric disorders, rather than collecting increasingly elaborate wrong diagnoses whilst the obvious explanations remain invisible.

      Just a thought.

      ---

      Miss the neurodivergence, collect psychiatric labels like demented Pokémon cards. Each wrong diagnosis spawns the next, each treatment addresses imaginary problems whilst real causes remain invisible. The cascade stops when someone finally asks the right question: ‘Are you treating symptoms or neurological differences?’ But asking that question requires admitting we’ve been systematically wrong for forty years, which is professionally awkward for everyone involved.
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      Here’s what nobody mentions at psychiatric conferences: misdiagnosis is more profitable than accurate diagnosis. Treating the wrong condition requires more appointments, more medications, more crisis interventions, and more elaborate therapeutic approaches. Getting it right the first time is economically inefficient.

      This creates perverse incentives that would make even the universe raise an eyebrow, if the universe had evolved eyebrows specifically for expressing cosmic disapproval of medical economics.

      Which it probably should have, considering how often they’d be needed.

      The subscription model of mental healthcare

      Modern psychiatry has accidentally discovered the subscription economy that tech companies spent decades trying to perfect: customers who never actually get fixed, requiring ongoing services indefinitely.

      Misdiagnosed neurodivergent people are the perfect subscribers. We keep coming back because the treatments don’t work, each failure generating new billable hypotheses about what might be wrong instead.

      ‘Your depression isn’t responding to medication? Let’s try a different antidepressant. Still not working? Perhaps we should explore trauma-informed approaches. No improvement? Maybe there’s an underlying personality disorder we haven’t addressed.’

      Each wrong turn generates more appointments, more prescriptions, more therapeutic modalities, more professional conferences about complex cases requiring interdisciplinary approaches.

      Meanwhile, the actual solution—recognising that the patient is autistic with ADHD—would require maybe six sessions to establish, environmental modifications that cost nothing, and reduced need for ongoing psychiatric contact.

      Terrible business model. Brilliant for stakeholder returns.

      I spent forty years generating revenue for mental health services whilst the actual problem remained unaddressed. From an economic perspective, I was an exemplary patient: engaged, compliant, persistent despite treatment failures, and generating consistent billable encounters.

      From a medical perspective, I was evidence of systematic failure.

      The economic incentives favoured the former interpretation.

      The pharmaceutical subscription service

      Psychiatric medications create ideal market conditions for pharmaceutical companies: drugs that sorta work sometimes for unclear reasons, requiring constant monitoring and frequent adjustments, often prescribed in combinations that nobody fully understands.

      Perfect recipe for market stability. Customers who can’t be cured but need ongoing chemical management indefinitely.

      Misdiagnosed neurodivergent people are pharmaceutical gold mines. We don’t respond predictably to standard treatments, requiring creative combinations and constant experimentation.

      ‘Your SSRI isn’t helping? Let’s add a mood stabiliser. Still struggling? Perhaps an atypical antipsychotic might help. Experiencing side effects? We can prescribe something for those.’

      Each prescription generates revenue. Each failure generates additional prescriptions. Each side effect creates opportunities for more prescriptions to manage the side effects of the previous prescriptions.

      I collected psychiatric medications like a pharmacological stamp collection. At peak subscription, I was taking five different brain chemistry modifications simultaneously, none addressing the actual neurological differences causing my difficulties.

      The medications generated impressive revenue streams for pharmaceutical companies whilst my actual problems remained untreated.

      From a business perspective, this was sustainable growth. From a medical perspective, this was systematic malpractice.

      The market rewarded the former outcome.

      The conference circuit economy

      Psychiatric conferences thrive on complex, treatment-resistant cases requiring elaborate theoretical explanations. Simple problems with obvious solutions don’t generate compelling presentation topics.

      ‘Patient diagnosed correctly in first session, responds well to environmental accommodations, requires minimal ongoing support’ makes for boring conference content.

      ‘Complex case involving multiple comorbidities, treatment resistance, and novel therapeutic approaches’ generates keynote presentations, workshop sessions, and published case studies.

      Misdiagnosed neurodivergent people create conference-worthy complexity. Our presentations generate fascinating discussions about diagnostic challenges, treatment innovation, and the mysterious nature of psychiatric conditions.

      My case could have generated multiple conference presentations: ‘Treatment-Resistant Depression in High-Functioning Patients,’ ‘Complex ADHD Presentations in Adult Males,’ ‘Anxiety Disorders with Autism Spectrum Features,’ ‘Medication Management in Multiply-Diagnosed Patients.’

      Each conference presentation enhances professional reputations, generates speaking fees, and creates networking opportunities for career advancement.

      The correct diagnosis—autism with ADHD, case closed—would have generated zero conference interest.

      Professional advancement requires professional complexity, not diagnostic accuracy.

      The training industry perpetuation

      Medical education creates economic incentives for maintaining current diagnostic approaches rather than questioning them. Textbooks, training programs, certification courses, and continuing education all depend on established diagnostic frameworks.

      Admitting systematic misdiagnosis would require rewriting curricula, updating certification requirements, and acknowledging that current training approaches miss most neurodivergent presentations.

      Expensive. Embarrassing. Professionally disruptive.

      Much easier to maintain existing approaches whilst occasionally updating diagnostic manuals with minor modifications that don’t threaten fundamental assumptions.

      The continuing education industry generates revenue by teaching refinements to existing diagnostic approaches, not revolutionary changes that would invalidate previous training investments.

      ‘Advanced Differential Diagnosis in Mood Disorders’ generates course enrolment. ‘Everything You’ve Been Taught About Depression Might Be Wrong’ threatens institutional credibility.

      I was assessed by professionals trained in diagnostic approaches that systematically miss masked neurodivergence, using assessment tools calibrated for obvious presentations, applying theoretical frameworks that pathologise neurological differences.

      Their training was excellent according to current standards. Their training was systematically inadequate according to my actual needs.

      Current standards generate more revenue than accurate assessment approaches.

      The research funding ecosystem

      Psychiatric research receives funding for studying established diagnostic categories, not questioning whether those categories accurately represent neurological reality.

      ‘Investigating Novel Antidepressant Mechanisms in Treatment-Resistant Depression’ attracts research grants. ‘Investigating Whether Treatment-Resistant Depression Might Be Misdiagnosed Autism’ threatens funding streams.

      Research institutions depend on pharmaceutical funding for depression studies, anxiety research, and medication trials. Questioning whether the participants actually have the conditions being studied would jeopardise relationships with funding sources.

      My decades of ‘treatment-resistant depression’ could have generated multiple research opportunities: medication trials, brain imaging studies, therapeutic intervention research, genetic predisposition investigations.

      Each study would have increased institutional research revenue whilst contributing to the medical literature about depression treatment challenges.

      The accurate diagnosis—environmental mismatch in undiagnosed neurodivergent individual—would have generated zero research funding.

      Research economics favour studying wrong diagnoses extensively rather than identifying correct ones efficiently.

      The institutional momentum machine

      Mental healthcare institutions develop expertise, infrastructure, and economic models around treating established diagnostic categories. Depression units, anxiety programs, mood disorder clinics, personality disorder services.

      Recognising systematic misdiagnosis would require acknowledging that substantial institutional resources are organised around treating conditions that might not exist in many patients.

      Autism assessment services require different expertise, different training, different institutional approaches. Much cheaper to maintain existing depression/anxiety services than develop comprehensive neurodivergence assessment capabilities.

      I was treated in institutional settings organised around mood disorder management, using therapeutic approaches designed for psychiatric conditions, by professionals trained in mental health frameworks.

      None questioned whether I might need neurological assessment rather than psychiatric treatment.

      Institutional momentum favours maintaining established service models rather than developing new ones that might be more accurate but economically disruptive.

      The cosmic comedy of economic incentives

      Here’s the beautiful irony: a healthcare system designed to help people has accidentally created economic incentives for not actually helping them very much.

      Getting patients better quickly reduces revenue. Keeping them engaged in ongoing treatment maximises revenue.

      Diagnostic accuracy threatens business models built on diagnostic complexity.

      Simple solutions undermine professional expertise that depends on complex problems.

      The universe spent billions of years developing neurological diversity. We’ve spent decades creating economic systems that profit from misunderstanding that diversity whilst calling it medical care.

      This seems like the sort of systematic perverse incentive that would make even cosmic accountants weep, if cosmic accountants existed and had evolved tear ducts for expressing despair about human economic systems.

      What this means (the uncomfortable arithmetic)

      My fifty years of misdiagnosis generated impressive economic activity: psychiatric appointments, psychological assessments, medication trials, therapy sessions, crisis interventions, hospital admissions, disability assessments, ongoing monitoring.

      From a healthcare economics perspective, I was a valuable customer generating consistent revenue streams across multiple service providers.

      From a medical effectiveness perspective, I was evidence of systematic failure costing enormous resources whilst providing minimal benefit.

      The economic incentives favoured the former interpretation, ensuring the latter outcome remained invisible to cost-benefit analyses.

      If diagnostic accuracy threatens economic models built on diagnostic complexity, perhaps we need different economic models that reward getting things right the first time rather than maintaining profitable confusion indefinitely.

      Just a thought from someone who spent four decades as an unwitting participant in the subscription economy of psychiatric misdiagnosis.

      The universe might approve of healthcare systems that prioritise accuracy over revenue generation, but apparently we’re not ready for such radical economic innovation.

      Perhaps someday we’ll develop medical economics sophisticated enough to value outcomes over billing opportunities.

      But that would require admitting that being wrong is often more profitable than being right, which is professionally awkward for everyone collecting the subscription fees.

      ---

      Misdiagnosis creates perfect subscription economy: patients who never get fixed, requiring ongoing services indefinitely. Getting it right the first time is economically inefficient. Healthcare systems designed to help people have accidentally created economic incentives for not helping them very much. The universe probably has opinions about this arrangement, but cosmic feedback doesn’t appear in quarterly revenue reports.
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      For twenty years, I’ve been doing morbid arithmetic.

      Every birthday, I’d calculate remaining time using bipolar statistics: 11-15 years reduced life expectancy. At 66, that meant I am running a cosmic overdraft—borrowing years the universe had apparently decided I shouldn’t have.

      The calculations were grimly precise. Meta-analyses don’t lie. Men with bipolar die younger than women. Cardiovascular disease, suicide, medication side effects—the research was robust, depressing, and utterly convincing.

      For far too many years I fervently believed I had five to ten years left. Maybe.

      Then, at 66, I discovered I wasn’t bipolar.

      Suddenly, my mortality mathematics needed recalculating. Which raised an uncomfortable question: if I’d been planning my remaining decades around contaminated data, how many others are doing the same? And more importantly—how contaminated are the statistics we’re using to understand life expectancy in the first place?

      Spoiler: very.

      The twenty-year countdown

      My second psychiatrist handed me the diagnosis in 2004 with the bedside manner of someone announcing a train cancellation. ‘You have Bipolar II disorder. Here’s your medication. See you in three months.’

      Nobody mentioned life expectancy. That discovery came later, during one of those 3am internet rabbit holes where you start searching ‘bipolar prognosis’ and end up reading mortality statistics that suggest you should probably update your will.

      The numbers were consistent across studies. People with bipolar disorder live 11-15 years fewer than the general population. Men are more affected than women. The causes are cardiovascular disease, suicide, and what researchers politely call ‘medication-related complications.’

      At 46, newly diagnosed, this meant I had until roughly 60-65. Basic subtraction with existential implications.

      I structured my remaining years accordingly. Career planning became irrelevant—who needs a ten-year strategy when you might not have ten years? Retirement funds felt optimistic. Long-term relationships seemed cruel to the other person.

      Every ache, every chest pain, every moment of breathlessness became a harbinger. Heart disease was coming for me. The statistics said so.

      The universe, having spent 13.8 billion years evolving consciousness, was apparently amused by the spectacle of that consciousness calculating its own expiry date.

      Plot twist

      At 66, I discovered I wasn’t bipolar. I was neurodivergent in a neurotypical world—a revelation that recontextualised not just my past, but my projected future.

      Suddenly, those mortality calculations needed updating. What’s the life expectancy for someone with AuDHD? The research is... sparse. Higher rates of comorbid conditions, yes. Quality of life impacts, certainly. But precise years lost? The data doesn’t exist.

      I might have decades, not years. Or the same problems with a different label. Nobody knows.

      But here’s what bothers me: if I was misdiagnosed for way more than twenty years, how many others are building their lives around equally wrong statistics?

      And if thousands of neurodivergent people have been misdiagnosed as bipolar, are we measuring bipolar life expectancy or misdiagnosis life expectancy?

      The contamination cascade

      Imagine you’re studying the effects of a rare tropical disease, but half your subjects actually have seasonal allergies. Your conclusions about the tropical disease would be meaningless—contaminated by data from people who never had it in the first place.

      This is what might be happening with bipolar research.

      If significant numbers of neurodivergent people have been misdiagnosed as bipolar—and the evidence suggests they have—then every study about bipolar outcomes includes people who don’t actually have bipolar disorder. Their experiences, their medication responses, their life expectancy data all get folded into ‘bipolar statistics.’

      Consider what happens to a neurodivergent person wrongly diagnosed as bipolar:

      They receive medication for a condition they don’t have. Mood stabilisers, antipsychotics, lithium—powerful drugs with serious side effects when used inappropriately. Their cardiovascular health suffers. Their cognitive function changes. Their quality of life deteriorates.

      Meanwhile, their actual neurodivergent support needs go unmet. Sensory accommodations? Not provided. Executive function support? Unavailable. Communication adjustments? Nobody’s offered them.

      They spend decades masking, burning out, and struggling in environments designed for neurotypical brains whilst being medicated for mood episodes that were actually neurological responses to environmental stress.

      Their shortened lifespan gets recorded as ‘bipolar mortality.’

      But they never had bipolar disorder. They had neurodivergence in a world that pathologises difference.

      My accidental control group

      I’ve inadvertently become a single-person study in what happens when misdiagnosed neurodivergent people get appropriate support instead of psychiatric medication.

      Endless years of mood stabilisers: constant fatigue, cognitive dulling, tremor, weight gain, and the creeping certainty I was dying young. Every day felt like borrowed time.

      Two months off medication, with appropriate neurodivergent accommodations: energy returned, brain fog lifted, tremor disappeared, and my photography transformed from grey desperation to vibrant curiosity about the world.

      Same brain, different circumstances, completely different health outcomes.

      The 66-year-old who was supposedly borrowing time discovered he might have decades left. The cardiovascular risks from medication disappeared when the medication stopped. The depression that was going to kill me early turned out to be masking exhaustion that resolved when I stopped masking.

      If my life expectancy calculations were wrong, how many others are making funeral plans based on contaminated statistics?

      How many people are dying from the treatment, not the condition?

      The research we’re not doing

      Nobody’s tracking what happens to misdiagnosed neurodivergent people once they’re correctly identified. We don’t have longitudinal studies comparing outcomes for ‘bipolar’ patients who turn out to be autistic or ADHD. We’re not measuring the health impact of stopping inappropriate medication. We’re not documenting life expectancy changes when environmental accommodations replace pharmaceutical intervention.

      The research desperately needed would be simple: follow misdiagnosed people for a decade. Compare their health outcomes before and after correct diagnosis. Separate the effects of inappropriate medication from the effects of the underlying condition. Track how environmental modifications affect longevity compared to psychiatric treatment.

      But this research threatens too many assumptions. If significant numbers of ‘bipolar’ patients actually have neurodivergence, and if their health improves dramatically with correct identification, what does that say about psychiatric diagnosis accuracy? What does it say about medication-based treatment models? What does it say about the life expectancy statistics we’ve been using to understand mental illness?

      It says they might all be wrong.

      Which is a hard sell when your entire professional identity depends on those statistics being right.

      The cosmic accounting error

      The universe spent billions of years evolving nervous systems capable of adapting to environmental changes. Human brains developed extraordinary diversity in processing styles, attention patterns, and social communication approaches.

      Then we created a world that demands conformity to a single neurological template, called variations from that template ‘disorders,’ medicated them into compliance, and expressed surprise when people with different brain wiring died younger than expected.

      We’ve been measuring the effects of forced conformity and calling it pathology.

      The reduced life expectancy we attribute to mental illness might actually be the cost of trying to make square pegs fit round holes for decades. The cardiovascular disease, the suicide rates, the medication complications—all might be consequences of systemic misunderstanding rather than inherent brain pathology.

      If so, our mortality statistics aren’t measuring mental illness—they’re measuring the harm caused by a society that pathologises neurodivergence.

      Which would make our treatment approach not just wrong, but actively dangerous.

      What this means for the living

      I’ve spent twenty years planning a short life based on statistics that might include thousands of people who, like me, were misdiagnosed. My mortality mathematics were contaminated by data from people who never had the condition being studied.

      How many others are making similar calculations? How many people diagnosed as bipolar are actually neurodivergent and don’t know it? How many are accepting shortened lifespans based on research that included people with completely different conditions?

      More importantly: how many could live longer, healthier lives if they received appropriate support for their actual neurological differences instead of medication for conditions they don’t have?

      The answer matters because accurate diagnosis changes everything. When you stop medicating the wrong condition and start accommodating the right one, health outcomes transform. When environmental stress decreases and appropriate support increases, mortality risks shift.

      When you discover you’re not broken—just different—the future suddenly includes decades you thought you’d lost.

      But none of us will know how many decades until someone does the research we’re not doing.

      Until then, we’re all just guessing. Some of us are guessing we’ll die young based on statistics that might be completely wrong. Others are missing life-changing diagnoses because the symptoms are being attributed to conditions they don’t actually have.

      And psychiatry continues operating as if diagnostic accuracy doesn’t matter for life expectancy calculations.

      Which would be amusing if people weren’t dying from it.

      ---

      The life expectancy question isn’t just academic curiosity. It’s the difference between planning a funeral and planning a future. And right now, those plans are based on data that might be as wrong as my bipolar diagnosis.

      Which raises the next obvious question: if misdiagnosis affects mortality statistics, what else might it be affecting? And how much harm are we causing by getting the basics wrong?

      That’s a conversation for the next chapter.
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      Consider the cosmic irony: psychiatry, a field dedicated to reducing human suffering, routinely creates the very symptoms it claims to treat. SSRIs triggering mania in people misdiagnosed as depressed when they’re actually bipolar. Antipsychotics causing movement disorders in autistic people whose stimming was pathologised as psychosis. Stimulants withheld from ADHD children labelled ‘anxious’ because nobody considered they might be hypervigilant from sensory overwhelm.

      The harm is documented, predictable, and ongoing.

      Nobody’s counting bodies.

      Which would be funnier if it weren’t killing people.

      The domino theory of psychiatric harm

      Medical mistakes usually have discrete consequences. Give someone the wrong antibiotic, they might develop resistance or an allergic reaction. Misread an X-ray, you might miss a fracture. These are serious errors, but they’re contained—fix the mistake, adjust the treatment, learn from it.

      Psychiatric misdiagnosis works differently.

      Get the initial diagnosis wrong, and everything that follows becomes wrong. Wrong medication for the wrong condition creates side effects that look like new symptoms, which get treated with additional wrong medications, which create more side effects, which confirm the original wrong diagnosis.

      It’s dominos, psychiatric style.

      Meanwhile, the actual condition—autism, ADHD, trauma—goes untreated. The real support needs remain unmet whilst chemical interventions attempt to fix problems that don’t exist by medicating a brain that works fine, just differently.

      The universe spent billions of years perfecting neural diversity, and we’re trying to standardise it with pharmaceuticals.

      My accidental chemistry experiment

      Twenty years of mood stabilisers taught me exactly how psychiatric harm cascades.

      The lithium was supposed to prevent mood episodes I wasn’t actually having. Instead, it gave me a tremor that made holding a coffee cup an adventure in surface tension dynamics. The weight gain was ‘a known side effect’—as if knowing about harm makes it acceptable. The cognitive dulling was dismissed as ‘probably just depression’—never mind that depression was the wrong diagnosis to begin with.

      When those side effects created new problems, psychiatry had new solutions. Antidepressants for the ‘residual depression.’ Thyroid medication for the metabolic dysfunction. Sleep aids for the insomnia caused by other medications. Anxiety medication for the panic attacks triggered by being on six different drugs simultaneously.

      Each new medication solved one problem whilst creating two others, like a pharmaceutical pyramid scheme where the currency is neurotransmitters and the eventual collapse is inevitable.

      Meanwhile, the actual issues—sensory overwhelm, executive function challenges, social communication differences—went completely unaddressed. Nobody offered noise-cancelling headphones, organisational strategies, or communication accommodations. Why would they? I was diagnosed with a mood disorder, not a neurological difference.

      The system was perfectly designed to miss what I actually needed whilst creating twenty years of iatrogenic illness.

      The SSRI mania shuffle

      One of psychiatry’s most documented examples of iatrogenic harm is SSRI-induced mania—antidepressants triggering manic episodes in people with undiagnosed bipolar disorder.

      The mechanism is well understood. The consequences are predictable. Yet it happens constantly because screening for bipolar disorder before prescribing antidepressants remains optional rather than standard practice.

      But here’s the twist: what if some of those ‘SSRI-induced mania’ cases aren’t bipolar disorder either? What if they’re neurodivergent people having medication reactions that get misinterpreted as psychiatric symptoms?

      Picture this: an autistic person seeks help for depression. They’re not screened for autism because they’re articulate, employed, and don’t match stereotypes. They receive an SSRI. The medication disrupts their already-precarious sensory processing, triggering hypervigilance, sleep disruption, and emotional dysregulation that looks like mania.

      They’re now diagnosed as bipolar and receive mood stabilisers for a condition they don’t have, whilst their actual autistic support needs remain invisible.

      Two misdiagnoses for the price of one, plus decades of inappropriate medication for good measure.

      It’s like watching someone try to fix a Mac with Windows software and then concluding the computer is fundamentally broken when it crashes.

      The stimulant embargo

      Meanwhile, children with ADHD are routinely misdiagnosed with anxiety disorders and denied the medications that would actually help them.

      The logic is backwards but consistent with psychiatric orthodoxy: hyperactive behaviour must be anxiety, so prescribe sedating medications. When the child becomes more agitated—because their ADHD is being treated with the opposite of what they need—this confirms the ‘anxiety’ diagnosis.

      ADHD medications are controlled substances. Anxiety medications are safer to prescribe. Guess which one children receive, regardless of which condition they actually have?

      The result: children with ADHD spending years sedated, under-stimulated, and falling further behind academically whilst their self-esteem disintegrates. Their eventual academic failure and behavioural problems get attributed to ‘treatment-resistant anxiety’ rather than treating the wrong condition for years.

      By adolescence, they’ve developed actual anxiety—about school, about their capabilities, about whether they’re fundamentally broken. This secondary anxiety gets treated as if it were primary, completing the diagnostic shell game.

      Psychiatry creates the problem, then treats the consequences whilst missing the cause entirely.

      The autistic antipsychotic accident

      Autistic stimming—repetitive movements that help regulate sensory input and emotional states—gets misinterpreted as psychotic behaviour with depressing regularity.

      Hand-flapping becomes ‘stereotyped behaviour suggesting psychosis.’ Echolalia becomes ‘disorganised speech.’ Sensory shutdowns become ‘catatonic episodes.’ The natural responses of an autistic nervous system to overwhelming environments get pathologised as severe mental illness.

      The prescribed antipsychotics often work initially—not because they’re treating psychosis, but because they’re sedating the person enough that they can’t respond normally to sensory overwhelm. The stimming decreases, the echolalia stops, the shutdowns reduce.

      Everyone declares victory. The medications are ‘working.’

      Except autistic people need stimming to regulate their nervous systems. Remove it artificially, and you get emotional dysregulation, increased anxiety, cognitive impairment, and movement disorders from the antipsychotics themselves.

      These new problems require additional medications, creating the familiar cascade: antipsychotics causing movement disorders treated with more medications, cognitive dulling misinterpreted as depression requiring antidepressants, metabolic dysfunction requiring diabetes medication.

      It’s medical whack-a-mole, except each whack creates two new moles and the original mole was never actually a mole.

      The trauma treatment detour

      Neurodivergent people experience higher rates of trauma—bullying, social rejection, medical trauma from misdiagnosis, institutional abuse. When they seek help, that trauma often becomes the focus whilst the underlying neurodivergence remains invisible.

      The trauma is real and needs addressing. But treating trauma whilst ignoring the neurodivergent factors that made someone vulnerable to trauma in the first place is like mopping the floor whilst the tap’s still running.

      EMDR for the bullying trauma, but no recognition that social communication differences made them a target. CBT for social anxiety, but no acknowledgment that autistic people struggle with neurotypical social expectations. Medication for PTSD hypervigilance, but no sensory accommodations to reduce the overwhelm that triggers hypervigilance.

      The trauma treatment becomes another form of masking—learning to appear less traumatised without addressing the ongoing environmental factors that continue creating trauma.

      When the trauma symptoms persist despite ‘evidence-based’ treatment, this becomes ‘treatment-resistant PTSD’ rather than ‘we’re treating symptoms whilst ignoring the cause.’

      It’s like treating smoke inhalation whilst leaving someone in the burning building.

      The multiplication factor

      Each misdiagnosis multiplies harm exponentially.

      Wrong medication causes side effects that look like new symptoms. New symptoms get new diagnoses. New diagnoses get new medications. New medications interact with existing medications, creating more side effects that require more treatments.

      Meanwhile, the original condition goes untreated, creating ongoing stress that exacerbates everything else. Unmet sensory needs create chronic overwhelm. Unaddressed executive function challenges create apparent ‘treatment resistance.’ Misunderstood communication styles create ‘interpersonal problems.’

      The person becomes a complex, multiply-diagnosed patient with a thick file and a reputation for being ‘difficult’ or ‘treatment-resistant,’ when all they needed was accurate diagnosis and appropriate support.

      Twenty years later, they’re on six medications, have four diagnoses, and feel worse than when they started seeking help.

      Which gets recorded as evidence that mental illness is severe and chronic, rather than evidence that misdiagnosis is harmful.

      The institutional immunity

      When medical treatment causes harm, there are mechanisms for accountability. Surgical errors trigger reviews. Medication errors initiate safety protocols. Malpractice exists as a concept.

      But psychiatric misdiagnosis operates with peculiar immunity from consequences.

      When someone’s autism gets misdiagnosed as bipolar for twenty years, causing decades of inappropriate medication and missed support, this isn’t called malpractice—it’s called ‘complex presentations’ or ‘evolving understanding.’

      When ADHD children are sedated with anxiety medications for years instead of receiving stimulants, this isn’t called harm—it’s called ‘conservative treatment approach.’

      When autistic stimming gets medicated as psychosis, this isn’t called error—it’s called ‘differential diagnosis challenges.’

      The language itself protects the system from accountability. Harm becomes ‘side effects.’ Misdiagnosis becomes ‘diagnostic revision.’ Treatment failure becomes ‘treatment resistance.’

      It’s a brilliant system for avoiding responsibility, less brilliant for preventing repeated harm.

      The cost accounting

      Nobody’s calculating the true cost of psychiatric misdiagnosis.

      The financial cost: decades of wrong medications, repeated hospitalisations for medication-induced symptoms, disability benefits for iatrogenic impairment, lost productivity from people who could work with appropriate support but can’t function on inappropriate medication.

      The human cost: lives lost to suicide when people conclude they’re ‘treatment-resistant’ rather than misdiagnosed. Families destroyed by behavioural symptoms that were actually medication side effects. Children whose potential is destroyed by medications that sedate when those kids needed stimulation.

      The opportunity cost: discoveries not made, innovations not created, problems not solved by neurodivergent minds that were medicated into compliance instead of supported into productivity.

      The social cost: communities losing the contributions of people whose differences could be assets if properly understood and supported.

      But these costs don’t appear on anyone’s balance sheet, so they don’t exist in the accounting that matters to institutional decision-making.

      The cosmic calculation error

      The universe spent billions of years evolving nervous systems capable of extraordinary diversity. Different processing speeds, attention patterns, sensory sensitivities, social communication styles—all variations that proved useful for human survival in different contexts.

      Then humans created societies that demand conformity to a single neurological template and developed medical systems to chemically enforce that conformity when natural variation persists.

      We’ve mistaken diversity for 'disorder' and called forced conformity 'treatment'.

      The resulting harm isn’t accidental—it’s the inevitable consequence of trying to medicate natural variation into artificial similarity. When you treat differences as diseases, you create disease from differences.

      The cosmic irony is that the very neurodiversity psychiatry pathologises might be essential for addressing the challenges facing humanity. Climate change, technological disruption, social complexity—these problems require diverse thinking approaches, not standardised ones.

      By medicating cognitive diversity, we might be chemically lobotomising our species’ problem-solving capacity.

      Which would be the ultimate harm cascade: damaging individual lives whilst undermining collective survival.

      ---

      The harm cascade from psychiatric misdiagnosis isn’t theoretical—it’s documented, predictable, and ongoing. Every day, people receive wrong diagnoses that trigger decades of wrong treatments that create real symptoms that confirm wrong diagnoses.

      The system is perfectly designed to perpetuate its own mistakes whilst blaming the victims for being ‘treatment-resistant.’

      But documenting harm is only half the story. The other half is understanding why a system designed to help people continues causing such systematic damage. That requires examining not just individual misdiagnoses, but the structural forces that make those misdiagnoses inevitable.

      Which brings us to the economics of madness—and why accuracy threatens profitability.
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      Knowing psychiatry failed me spectacularly doesn’t help unless we change how it assesses everyone else.

      Right now, whilst I’m typing this, someone is sitting in a psychiatrist’s office about to receive the wrong diagnosis. They’ll leave with a prescription for medication they don’t need and a label that will follow them for decades.

      Tomorrow, someone else will get the same wrong label. And the day after that.

      Here’s what needs to change for the thousands still being misdiagnosed whilst we argue about it.

      One simple bloody question

      Every psychiatrist should ask: ‘Have you ever wondered if you might be neurodivergent?’

      Not ‘Do you have autism?’ People will say no because they think autism means rocking in corners and never making eye contact. Not ‘Are you ADHD?’ because they picture hyperactive kids, not adults drowning in paperwork.

      Just: ‘Have you wondered if your brain works differently?’

      Because we know. Deep down, neurodivergent people always know we’re different. We’ve felt like aliens our entire lives, developed elaborate coping strategies, wondered why everyone else seems to navigate the world with an instruction manual we never received.

      That wondering gets dismissed as ‘everyone feels different sometimes.’ But what if it’s not imposter syndrome—what if it’s accurate perception?

      Amazing how asking one simple question threatens the entire psychiatric establishment.

      The women nobody sees

      80% of autistic women get misdiagnosed before proper assessment.

      Let that sink in once more. Not 8%. Not 18%. Eighty percent.

      The diagnostic tools were built by studying hyperactive boys in the 1980s. Surprise—they miss girls who learned to sit still, adults who mastered social performance, anyone who doesn’t fit the ‘obvious’ template.

      The boy disrupts class, gets diagnosed at seven, receives support.

      The girl internalises everything, becomes the quiet one, crashes privately. Spends fifty years collecting wrong labels: anxious, depressed, borderline, treatment-resistant.

      I looked fine to every professional I saw. Articulate, employed, socially competent. Nobody saw the performance or calculated its cost. They saw the mask, not the mask fatigue.

      It’s like judging someone’s swimming ability whilst they’re drowning but still managing to look graceful.

      When postcodes beat psychiatry

      My depression vanished when I moved countries. Same brain, different environment, completely different outcomes.

      This should have triggered immediate diagnostic reassessment. Instead, psychiatry celebrated my ‘recovery’ without questioning what I’d recovered from.

      When geography works better than medication, you’re probably treating the wrong thing.

      Environmental changes that eliminate symptoms should be red flags for misdiagnosis. Job changes that resolve ‘personality disorders.’ Noise-cancelling headphones that cure ‘anxiety.’ Working from home ending ‘executive dysfunction.’

      But psychiatry dismisses environmental improvements as ‘placebo effects’ whilst treating medication changes as ‘real’ treatment.

      If changing your address fixes your mental illness, maybe it was never mental illness.

      A touch of diagnostic humility

      Medicine uses uncertainty language everywhere except psychiatry. ‘Probable pneumonia.’ ‘Suspected fracture.’ ‘Rule out appendicitis.’

      Psychiatry hands out definitive labels based on symptom checklists as if mood disorders were as clear-cut as broken legs.

      This creates false confidence in uncertain conclusions, leading to decades of treatment for potentially wrong conditions.

      How about ‘Possible bipolar, monitoring for autism’? Or ‘Provisional anxiety, screening for ADHD’? Or the radical concept of ‘I’m not entirely sure what’s happening here, let’s keep investigating’?

      Follow-up should be standard, not optional. When new information emerges—patient research, environmental changes, medication failures—diagnoses should be questioned, not defended.

      Professional pride apparently prevents admitting uncertainty, even when uncertainty is honest and certainty is dangerous.

      The performance assessment

      Standard psychiatric assessment completely misses masking—the exhausting business of performing neurotypical behaviour to avoid rejection.

      Clinicians see someone making eye contact, using appropriate social responses, functioning competently. They conclude: ‘Can’t be autistic.’

      It’s like watching Laurence Olivier on stage and concluding he can’t possibly be shy because he performs so confidently.

      Every assessment should ask: Do you feel like you’re acting in social situations? Are you exhausted after social events? Have you learned to copy other people’s mannerisms? Do you practise conversations beforehand?

      I’d mastered neurotypical performance so thoroughly that nobody suspected autism for sixty years. The better I got at compensating, the further I moved from accurate diagnosis.

      Perverse logic: the more skilled you are at surviving neurodivergence, the less likely you are to be identified as neurodivergent.

      What you can do whilst we wait

      Institutional change moves like continental drift. Individual advocacy moves at human speed.

      Don’t wait for psychiatry to spontaneously develop competence. That could take decades.

      Research your own patterns. Adult autism and ADHD presentations are well documented online. Trust your pattern recognition over professional dismissal—you live in your brain, they visit for forty minutes.

      Find clinicians who actually understand masking, adult presentations, and diagnostic complexity. They exist but require hunting. Ask directly: Do you assess adults for autism? Have you worked with high-masking individuals? Do you understand camouflaging?

      Document everything. Environmental changes that help. Sensory modifications that work. Social accommodations that reduce exhaustion. Your lived experience is data that most assessments ignore.

      Connect with people who’ve been through the diagnostic maze. Online communities often provide better practical guidance than professional services.

      Most importantly: stop believing you’re broken. You might just be running different software in hardware designed for different programs.

      The economics of staying sick

      There’s an uncomfortable truth about psychiatric economics: misdiagnosis is profitable.

      Correctly diagnosed neurodivergent people often need environmental accommodation, not lifelong medication. Noise-cancelling headphones cost less than antipsychotics. Workplace flexibility costs less than disability benefits. Understanding costs less than endless therapy.

      Misdiagnosed people generate recurring revenue. Multiple medications, regular appointments, crisis interventions, hospitalisations for medication side effects. The more complex and ‘treatment-resistant’ the case, the more profitable it becomes.

      This isn’t conspiracy theory—it’s basic economics. Healthcare systems optimise for volume and compliance, not accuracy or outcomes.

      The universe created economies where keeping people confused about their brains is more profitable than helping them understand. Seems like a design flaw.

      The forbidden question

      What if most ‘treatment-resistant’ mental illness is actually misdiagnosed neurodivergence?

      The patterns are suggestive. Adult autism diagnoses rising exponentially. ADHD discovery common in middle age. Depression that doesn’t respond to antidepressants. Anxiety that environmental changes eliminate.

      What if we’ve been medicating neurodivergent overwhelm as depression, pathologising autistic differences as social anxiety, treating ADHD emotional dysregulation as bipolar disorder?

      What if the ‘mental health crisis’ is partially a massive misdiagnosis crisis?

      This question threatens foundational assumptions about prevalence, treatment approaches, and professional expertise. It suggests that significant portions of psychiatric caseloads might be environmental mismatch problems, not brain pathology.

      No wonder nobody wants to ask it seriously.

      ---

      Change won’t come from psychiatry’s self-reflection—it’ll come from patients refusing wrong labels, demanding competent assessment, and sharing stories that highlight systematic failure.

      This book is my contribution. Twenty years of documented misdiagnosis showing how the current system fails predictably and expensively.

      But whilst we argue about diagnostic accuracy, someone else is walking into a psychiatrist’s office about to receive the same wrong label I carried for decades.

      The question is whether they’ll spend the next twenty years being medicated for the wrong condition, or whether enough pressure will force the system to start asking better questions.

      Like: ‘Have you ever wondered if you might be neurodivergent?’

      Apparently that’s revolutionary thinking.
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      What if autism and ADHD aren’t disorders requiring cure, but natural variations requiring accommodation?

      What if the problem isn’t neurodivergent brains, but environments designed exclusively for neurotypical ones?

      It’s a perspective that transforms everything. From broken brains to diverse minds. From medical pathology to environmental mismatch. From individual dysfunction to systemic design failure.

      My accidental experiment in Vietnam suggests this reframe might be onto something.

      Which explains why entire industries are invested in keeping people believing they’re broken.

      Two ways of seeing

      Medical model: Your brain is wrong, therefore we’ll medicate it right.

      Social model: Your brain works differently, therefore we’ll design environments that accommodate the difference.

      Same brain, completely different approach.

      I experienced fifty years of the medical model. Decades of trying to fix my supposedly faulty chemistry with pills, therapy, and sheer bloody-minded determination to be normal.

      Result: chronic exhaustion, progressive decline, eventual suicide planning when the ‘fixing’ comprehensively failed.

      Then I accidentally experienced the social model. Moved somewhere that suited my neurology better. Reduced sensory assault, different cultural expectations, less pressure.

      Same brain, massively different outcomes.

      Accommodation worked where fifty years of ‘treatment’ had failed spectacularly.

      Who benefits from broken

      Diagnosis is power. Someone gets to decide what counts as normal, what differences need intervention, what variations society will tolerate.

      Currently, that power rests with institutions designed around neurotypical assumptions. Schools that demand stillness and conformity. Workplaces requiring constant social performance. Healthcare systems that pathologise responses to these environments.

      The medical model serves these institutions perfectly. Instead of questioning why so many people struggle in modern environments, it locates the problem in individual brains.

      Cheaper to medicate difference than accommodate it. Easier to fix people than redesign systems. More profitable to treat symptoms than eliminate causes.

      Even disability support requires pathological labels. To access help, I have to maintain my wrong bipolar diagnosis. The system demands I present as broken to receive accommodation for being different.

      It’s a perverse arrangement: create environments that crush neurodivergent people, then require them to stay ‘mentally ill’ to get basic support.

      The accommodation that actually works

      Neurodiversity paradigm doesn’t deny that differences can create challenges. Being autistic or ADHD in neurotypical environments is genuinely difficult.

      The shift is in how we address those challenges.

      Instead of medicating responses to hostile environments, modify the environments. Instead of training people to mask differences, accommodate the differences. Instead of forcing square pegs into round holes, provide square holes.

      My Vietnam package was comprehensive accommodation: sensory environment that didn’t assault me, cultural communication style that suited my neurology, financial pressure reduced, social expectations different.

      None of it required medical intervention. All of it required recognising that brains work differently and environments can support or destroy that diversity.

      If geography provides better accommodation than psychiatry, we might need to rethink our approach.

      The workplace revolution nobody talks about

      Companies implementing neurodiversity hiring report something interesting: innovation increases, attention to detail improves, problem-solving gets more creative.

      Not because neurodivergent people are savants, but because different thinking styles contribute capabilities neurotypical teams often lack.

      My work experience validates this completely. In environments demanding neurotypical performance—open offices, constant meetings, social expectations—I failed repeatedly.

      In environments accommodating my differences—independent work, minimal sensory assault, clear expectations—I thrived.

      Same skills, different environmental design, completely different productivity.

      The difference wasn’t fixing me—it was designing spaces where I could function effectively.

      The cosmic joke

      Humans evolved in small groups over hundreds of thousands of years. Different cognitive styles were survival assets: the focused tracker, the social navigator, the pattern-spotter who predicted weather changes.

      Neural diversity was evolutionary advantage.

      Industrial capitalism created environments requiring specific neurological profiles: sustained attention to boring tasks, tolerance for sensory overwhelm, large-group social performance, rapid context-switching between unrelated activities.

      Suddenly, cognitive styles that were tribal assets became industrial liabilities.

      Instead of recognising this as environmental mismatch, we pathologised the variants that no longer fit. The universe spent billions of years evolving neural diversity, and we decided to medicate it into conformity with systems designed in the last century.

      We’re having arguments about brain disorders on a small planet whilst the diversity we’re pathologising might be essential for species survival.

      The resistance to reality

      Paradigm shifts threaten established interests. If neurodivergence is natural variation rather than pathology, entire industries become questionable.

      Pharmaceutical companies lose markets. Institutions avoid expensive modifications. Professionals maintain authority through diagnosis rather than collaboration.

      The resistance disguises itself as concern: ‘Neurodiversity ideology denies disability.’ ‘Some people need medical treatment.’ ‘Accommodation can’t fix severe impairment.’

      These objections miss the point. Nobody’s denying that people need support. The question is whether that support should primarily involve medicating differences or accommodating them.

      My twenty-year chemistry experiment demonstrates how badly medication can fail where accommodation succeeds.

      What accommodation actually means

      Accommodation isn’t just ramps and hearing aids. It’s comprehensive environmental design supporting neurological diversity.

      Sensory accommodations: noise-cancelling headphones, lighting adjustments, texture alternatives. Communication accommodations: written instructions, processing time, clear expectations. Executive support: organisation systems, reminders, task breakdown.

      Social accommodations: alternative interaction styles, reduced small-talk demands, respect for different energy levels. Emotional regulation support: sensory breaks, predictable routines, understanding overwhelm.

      None requiring medical intervention. All requiring recognition that human brains work differently.

      My Vietnam transformation was accidentally comprehensive accommodation. And it worked better than fifty-plus years of medical ‘treatment.’

      The liberation narrative

      Understanding I was neurodivergent rather than mentally ill changed everything.

      Fifty-plus years of believing I was fundamentally broken gave way to understanding I was fundamentally different. The social failures weren’t personal inadequacy—they were environmental mismatch. The medication failures weren’t treatment resistance—they were wrong diagnosis.

      The exhaustion wasn’t laziness—it was fatigue from endless masking. The overwhelm wasn’t weakness—it was appropriate response to sensory assault. The communication difficulties weren’t social deficits—they were cognitive style differences.

      This reframe didn’t eliminate challenges. Being neurodivergent in neurotypical environments remains difficult. But it transformed the meaning: from personal failure to systemic mismatch.

      Instead of endlessly trying to fix myself for environments, I could seek environments suiting my neurology. Instead of medicating appropriate responses, I could modify inappropriate circumstances.

      Instead of surgical self-modification to fit round holes, I could find square holes designed for square pegs.

      That’s not small change. That’s complete reframe of what’s possible.

      The individual revolution

      Paradigm shifts happen individually before they happen systemically. People embrace new understanding personally whilst institutions resist changing officially.

      You don’t have to wait for psychiatry to acknowledge neurodiversity. You can understand yourself as different rather than broken, seek accommodation rather than cure, design life suiting your neurology rather than conforming to neurotypical expectations.

      This isn’t denial of challenges. It’s refusal to pathologise differences that might be assets in appropriate contexts.

      My Vietnam shift happened before I understood the paradigm intellectually. I just found an environment where I functioned better and stopped trying to fix what wasn’t broken.

      Sometimes practice precedes theory. Sometimes accommodation works before you understand why.

      ---

      The shift from pathology to neurodiversity isn’t academic—it’s transformative. It changes how individuals understand themselves, how environments get designed, how support gets provided.

      My accidental evidence suggests accommodation can succeed where medication fails, environmental modification can transform lives more effectively than chemical intervention, understanding difference as variation rather than pathology opens possibilities that medical models foreclose.

      But paradigm shifts face institutional resistance because they threaten established interests. Changing how we understand neurodivergence challenges industries, professional authority, and requires expensive environmental modifications.

      The shift will happen anyway—driven by neurodivergent people sharing stories, demanding accommodations, refusing pathological labels for natural variations.

      The only question is how long institutions will resist reality.

      In the meantime, the personal revolution continues: understanding ourselves as different rather than broken, seeking environments that support rather than crush our neurology, designing lives that work for us rather than against us.

      That’s what the final reckoning requires—taking stock of what was lost to misunderstanding and claiming what becomes possible with accurate self-knowledge.
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      I’m 66. Possibly misdiagnosed for forty, maybe fifty years. Medicated inappropriately for decades. Nearly killed by a system designed to help. Still here, mostly by accident and poverty. Looking back at the wreckage and forward at uncertain time remaining.

      What do I do with this?

      The universe spent 13.8 billion years evolving consciousness, and I used mine to be spectacularly wrong about my own brain for half a century. There’s cosmic irony for you.

      The theft audit

      Let’s start with what got stolen by wrong diagnosis.

      Decades of believing I was fundamentally broken. Twenty years of chemical experimentation on the wrong brain chemistry. Countless hours in therapy addressing symptoms that were environmental responses, not pathology.

      Career opportunities abandoned because I was ‘managing bipolar disorder.’ Relationships destroyed by medication side effects and the exhaustion of constant masking. Financial stability eliminated by repeated business failures when I couldn’t understand why neurotypical strategies didn’t work for my neurodivergent brain.

      The final suicide plan, carefully researched and nearly implemented, formed whilst being ‘treated’ by the mental health system for conditions I didn’t have.

      Life expectancy calculations based on wrong statistics, structuring remaining years around data contaminated by thousands of similarly misdiagnosed people.

      Most painfully: the alternative life I might have lived if someone had asked ‘Have you ever wondered if you might be neurodivergent?’ at twenty instead of sixty-six.

      That’s not a small accounting error. That’s systematic theft of decades by institutional failure.

      The Vietnam evidence

      But I have proof of concept that it could have been different: photographic evidence documenting nervous system recovery. Same camera, same technical skills, completely different perception of reality. You can track the transformation from grey desperation to vibrant curiosity in colour saturation alone.

      Daily metrics showing patterns that make sense when viewed through neurodivergent lens, nonsensical through psychiatric one. Sleep, energy, mood, productivity—all responding to environmental factors, not medication adjustments.

      The depression that psychiatry couldn’t cure with twenty years of chemical intervention disappeared within months of geographic relocation. Not because Vietnam has magic healing properties, but because it accidentally provided comprehensive accommodation for my neurology.

      Reduced sensory overwhelm, different cultural expectations, financial pressure decreased, communication styles that matched my autistic directness, social environment that didn’t punish my differences.

      Same brain, appropriate environment, transformed outcomes.

      The evidence is irrefutable: accommodation worked where medication had failed spectacularly.

      What I gained from getting it wrong

      Oddly, there are benefits to fifty years of systematic misunderstanding.

      I have lived experience of how psychiatric misdiagnosis fails, documented evidence of its harm, and accidental proof that environmental accommodation succeeds where chemical intervention doesn’t.

      I understand masking exhaustion from the inside because I performed neurotypical behaviour for decades without knowing what I was compensating for. I can recognise the signs in others because I lived the pattern.

      I know how ‘treatment-resistant’ depression feels when the treatment is addressing the wrong condition. I understand why CBT doesn’t work for environmental problems. I’ve experienced how antidepressants can worsen undiagnosed neurodivergent overwhelm.

      Most importantly, I have a framework that finally matches my lived experience. Not broken—different. Not disordered—environmentally mismatched. Not treatment-resistant—inappropriately treated.

      Understanding I’m neurodivergent didn’t eliminate life’s challenges. But it reframed them from personal failure to systemic mismatch. From evidence of inadequacy to evidence of poor environmental fit.

      That reframe isn’t a consolation prize. It’s liberation.

      What remains broken

      Accurate self-understanding doesn’t magically fix systemic problems.

      My medical records still list bipolar disorder, anxiety, and depression. Correcting them would require convincing the same system that misdiagnosed me originally—good luck with that bureaucratic nightmare.

      My disability pension requires maintaining wrong labels. To access support, I must present as broken rather than different. The system demands pathological identity for practical assistance.

      The life expectancy question remains unanswered. Am I calculating remaining time based on bipolar statistics or neurodivergent ones? The research doesn’t exist to distinguish between them.

      Twenty years of inappropriate medication may have caused permanent damage. Lithium tremor, metabolic dysfunction, cognitive effects—some consequences of wrong treatment might be irreversible.

      The lost decades can’t be recovered. Alternative timelines where I understood my neurology accurately from the beginning remain forever inaccessible.

      But my trajectory changed completely once the diagnosis aligned with reality.

      The time that might be borrowed

      For twenty years, I calculated remaining life using bipolar statistics: 11-15 years reduced expectancy. At 66, that suggested I was living on cosmic credit, borrowing time I shouldn’t have.

      If the bipolar diagnosis was wrong, those calculations are meaningless. I might have decades, not years. Or the medication damage might have created the cardiovascular risks the statistics predict. Nobody knows.

      The uncertainty is oddly liberating. Instead of planning a short life around wrong prognosis, I can structure whatever time remains around accurate self-understanding.

      Environments that support rather than crush my neurology. Work that utilises rather than fights my cognitive differences. Relationships based on authentic self rather than performed normality.

      Photography as passion rather than documentary evidence of internal desolation. Writing from ground truth rather than theoretical speculation.

      Whether I have five years or twenty-five, they’ll be lived as myself rather than as someone else’s idea of who I should be.

      The anger that’s useful

      I’m furious about the decades stolen by systematic failure.

      Not bitter—anger and bitterness are different beasts. Bitterness poisons the person carrying it. Anger can fuel constructive action.

      My anger is directed at systems, not individuals. The psychiatrists who misdiagnosed me were working within frameworks designed to miss neurodivergence. They applied tools that weren’t built to recognise masking, adult presentations, or environmental factors.

      But the systems could change. Assessment protocols could include neurodivergent screening. Diagnostic humility could replace false certainty. Environmental factors could be weighted appropriately.

      The question ‘Have you ever wondered if you might be neurodivergent?’ could become standard. Masking assessment could be routine. Follow-up when treatments fail could be mandatory.

      This book is my anger channelled constructively. My misdiagnosis documented as evidence that current approaches fail predictably and expensively.

      If one person reads this and questions their diagnosis, the anger was worth carrying.

      The gratitude that’s surprising

      Weirdly, I’m grateful for surviving the systematic failure.

      Not grateful for the misdiagnosis—that was harmful nonsense. Grateful for the accidental factors that kept me alive long enough to stumble onto accurate understanding.

      Poverty that made suicide unaffordable. Geographic opportunity that provided environmental accommodation. Stubborn curiosity that kept questioning when treatments failed. Friends who suggested possibilities I’d never considered.

      The cosmic collision of circumstances that led to Vietnam, where my neurology accidentally found appropriate environmental conditions.

      The technology that made late-life autism assessment accessible. The research that documented masking behaviours I’d never recognised in myself. The online communities of people sharing similar stories.

      Most surprisingly: I'm grateful for the perspective that comes from surviving systematic crushing. Understanding how systems fail provides insight into how they might succeed.

      I wouldn’t choose this path again, but having travelled it, I’m grateful for the view from here.

      The peace that’s actual

      For the first time in my life, I have peace.

      Not the forced serenity of positive psychology. Not the chemical flatness of mood stabilisers. Not the desperate calm of someone pretending to be fine.

      Actual peace. The kind that comes from understanding yourself accurately and living accordingly.

      I know what environments support my neurology and what ones crush it. I can distinguish between masking exhaustion and genuine mood problems. I understand my limitations and can design around them rather than fighting through them.

      The daily struggle to be someone else has ended. The performance is over. The mask is optional.

      This doesn’t mean life is easy—being neurodivergent in neurotypical environments remains challenging. But the challenges are environmental mismatches, not personal failures.

      That difference isn’t semantic. It’s transformative.

      The final accounting

      So what’s the ledger after sixty-six years of getting it wrong then right?

      Debit: Decades lost to misunderstanding. Relationships damaged by medication side effects. Career opportunities abandoned due to wrong prognosis. Financial security destroyed by treatments that didn’t work. Physical health compromised by inappropriate medication.

      Credit: Accurate self-understanding finally achieved. Environmental accommodation that actually works. Photography transformed from evidence of desolation to exploration of beauty. Writing based on lived experience rather than theoretical speculation. Peace—actual, sustainable, honest peace.

      The balance sheet isn’t pretty. Fifty-plus years of misdiagnosis cost more than seven months of accurate understanding can recoup. But the trajectory changed completely once the diagnosis aligned with reality.

      I can’t get the decades back. Can’t undo the harm done by wrong medications and wrong understanding. Can’t access the alternative timeline where someone asked the right questions early.

      But I can tell this story. Document the systematic failure. Provide evidence that accurate diagnosis transforms lives even at 66.

      If that evidence helps one person question their diagnosis before spending twenty years being treated for the wrong condition, the accounting balances.

      Time remaining is uncertain. Could be years, could be decades. The life expectancy statistics I based plans on might be contaminated by thousands of similarly misdiagnosed people.

      Either way, whatever time is left will be lived as myself rather than as psychiatry’s version of who I should be.

      In environments that accommodate rather than assault my neurology. Pursuing work that utilises rather than fights my cognitive differences. Maintaining relationships based on authenticity rather than performance.

      The mask is off. The performance is over. The decades of trying to be someone else have ended.

      That’s not a small change. That’s complete liberation.

      And if you’re reading this wondering whether your own diagnosis might be wrong, whether your struggles might be environmental mismatches rather than brain pathology, whether the treatments that aren’t working might be addressing the wrong condition⁠—

      Trust that instinct. Question the labels. Demand better assessment. Research your own patterns.

      The universe spent billions of years evolving consciousness. Use yours to understand yourself accurately, not to conform to someone else’s idea of normal.

      You’re probably not broken. You might just be different.

      That’s not a small distinction. That’s everything.
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