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Misunderstood and Mistreated: Reinventing 
Psychiatry, with Dr. Kelly Brogan 
• misconceptions around causes of mental illness 
• the danger of psychiatry and a better model of mental illness 
• bodily problems that masquerade as psychiatric 
• top lifestyle interventions and powerful natural treatments 

 
 
 
Trudy Scott: A big welcome to the very first interview of The Anxiety Summit.  

I’m your host, Trudy Scott, food mood expert, certified 
nutritionist, and author of The Antianxiety Food Solution.  I’m 
really excited to be kicking off the summit with an interview with 
Dr. Kelly Brogan, and the topic is “Misunderstood and Mistreated: 
Reinventing Psychiatry.”  A very big welcome, Kelly. 

 
Kelly Brogan: Thank you, thank you.  I’m so excited to be here. 
 
Trudy Scott: I’m really thrilled to have you here.  I first heard you talk on Marc 

David’s “Future of Nutrition” telesummit earlier this year. I 
remember emailing you right away, saying bravo, and going to 
your website, and commenting on a blog.  And when we briefly 
met last month, at the National Association of Nutrition 
Professionals conference in Arizona, it was so great to meet you, 
and I’m so thrilled that you agreed to be on The Anxiety Summit.  
It’s just really great.   
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Kelly Brogan: Absolutely.  It’s great to be in this kind of company.  It’s an 
important community to build, so I think it’s wonderful that you’re 
doing this. 

 
Trudy Scott: It is.  So let me just go through your bio, then we’ll go right into 

our interview.  Dr. Kelly Brogan is boarded in psychiatry, 
psychosomatic medicine, reproductive psychiatry, and integrative 
holistic medicine, and practices functional medicine – a root cause 
approach to illness as a manifestation of multiple-interrelated 
systems.  I love that little phrase there – a root cause approach to 
illness as a manifestation of multiple-interrelated systems.  
Beautiful.  After studying Cognitive Neuroscience at MIT and 
receiving her M.D. from Cornell University, she completed her 
residency and fellowship at Bellevue/NYU.  She is one of the 
nation’s only physicians with perinatal psychiatric training, who 
takes a holistic evidence-based approach in the care of patients 
with a focus on environmental medicine and nutrition. 

 
 She’s also a mom of two and an active supporter of women’s birth 

experiences, rights to birth empowerment, and limiting of 
unnecessary interventions.  She’s a medical director for Fearless 
Parent, and an advisory board member for GreenMedInfo.com, 
Pathways to Family Wellness, NYS Perinatal Association, and 
Fisher Wallace.  She practices in New York City and is on the 
faculty of NYU/Bellevue.  Great to have you.  It was nice to meet 
you and Sayer Ji, of GreenMedInfo, at the NANP (National 
Association of Nutrition Professionals) conference.  He did a great 
presentation, and it was good to see you there with him.   

 
Kelly Brogan: Yes, absolutely.   
 
Trudy Scott: So let’s go right into the topic  “Misunderstood and Mistreated: 

Reinventing Psychiatry.”  I know you have some concerns and 
misconceptions around some of the causes of mental illness.  I’d 
love you to share some of those.   

 
Kelly Brogan: Yes.  So this is really where I have grown over the past couple 

years at the most because I became interested in holistic medicine 
through my own sort of personal journey with postpartum 
thyroiditis or Hashimoto’s, and I really didn’t shine a critical light 
on psychiatry until much more recently, in my personal and 
professional career.  So something that has really sort of 
revolutionized my perception has been deconstructing this meme 
of the chemical imbalance, or, more specifically, when it comes to 
depression and anxiety: the role of serotonin.  In fact, there’s a 
psychologist who’s done a survey about this, but if you ask the 
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average person, “Does chemical imbalance play a role in anxiety 
and depression?”  They’ll tell you yes, and they’ll recognize the 
word ‘serotonin’.  

 
 And as far as we can track back, the primary reason that this notion 

has been popularized is because of our unique role as one of two 
countries in the world in purveying direct to consumer advertising.  
So a potential patient sits on their couch and they see a commercial 
for Zoloft that describes that there’s a possibility this medication 
could help correct a chemical imbalance, and there’s pictures of 
neurons, and little vesicles, and it seems all very scientific and well 
worked out, and of course the patient is feeling validated and 
feeling excited that there might be this quick fix, right?  So I’m 
very interested in health memes, as I call them.  So I’ve talked 
about these on my website, this idea that the pharmaceutical 
industry has played an important role in generating these now quite 
indoctrinated beliefs in our social circles.  So things like 
cholesterol causing heart disease, and this is perpetuated by the 
sale of statins, right?  Of cholesterol-blocking medications. 

 
 That exposure to germs equals infection, and that antibodies are 

protection, and this is the whole premise of memes that support 
vaccination.  Or even this idea that acid reflux is a problem with 
your stomach, right?  As opposed to a problem with what you’re 
putting in your stomach.  So it’s all these sort of beliefs, and I think 
that the serotonin meme fits very neatly in there as something that 
is not evidence based.After six decades, since the initial sort of 
birth of this idea that serotonin imbalance or what’s called the 
mono-amine hypothesis was brought into circulation, it hasn’t been 
validated.  And I think that’s probably surprising to not only a lot 
of psychiatrists, but I think even to some more naturally oriented 
practitioners who still think that tryptophan and 5-HTP are going 
to be the solution to mood problems and anxiety disorders.  And 
they, too, are taking a little nibble off of the pharmaceutical 
construct when they put those ideas forward. 

 
 So it’s been very important to me to expose the fact that the 

hypothesis has now come into disfavor, and, in fact, very important 
people at the National Institute for Mental Health and  prominent 
psychiatrists who are totally conventionally oriented and have no 
other agenda of promoting natural cures, they, too are saying, “We 
must relinquish the mono-amine hypothesis.  It has not served to 
explain the breadth of mental illness that we see that are all treated 
with serotonin-modulating pharmaceutical products, and those 
products do not have the efficacy that we should expect.”   
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 A lot of people, counter what I’m saying by showing me these 
tryptophan depletion studies (there’s a handful of them/ around 
ten), that have been sort of roped into the dissent for the role of 
serotonin in depression, specifically, but certainly, tangentially, 
other things that serotonin reuptake inhibitors are used for, which 
is a very long list, from eating disorders, to OCD (Obsessive 
Compulsive Disorder), to all manner of different phobias and 
generalized anxiety.  So when you look at these tryptophan 
depletion studies, you’ll find that it’s only in patients that have 
been treated with SSRIs in their past that they can generate mood-
related responses to depleting their tryptophan.  And there’s 
actually even a very important paper that goes into the many, many 
different mechanism and effects of tryptophan depletion, many of 
which have nothing to do with serotonin itself. 

 
 So I became interested in really sort of looking behind the curtain 

on this issue, because I think that it’s been hard for clinicians to 
accept that we just have to re-conceptualize how we’re thinking 
about mental health and behavior, and we have to really let go of 
the very appealing notion that there is just a one chemical 
deficiency that is driving this.  We’re not sort of these androids 
with chemical levers that you have to push up and down.  It’s 
much more complex than that.  And so I think I would start with 
encouraging sort of shaking free that focus on serotonin, if I were 
to start with one of the most important misconceptions. 

 
Trudy Scott: This is very interesting, and I’m really glad you’re bringing this 

up, because I think it’s really important to be discussing it.  I’m 
really pleased that you mentioned the consumer advertising.  I 
think that’s just scary, and it’s as you say, it’s only in this country.  
I grew up in South Africa, and we don’t see any of it in South 
Africa, even now. 

 
Kelly Brogan: Oh, it’s in New Zealand and here.   
 
Trudy Scott: I didn’t know that.  The whole cholesterol discussion -that’s 

something I want to talk about a little bit later, because I know 
you’ve got a very strong opinion on statins when it comes to mood, 
and then the whole acid reflux issue. But I want to just go back to 
the whole serotonin question, because I totally agree with you 
when you say it’s not just one chemical deficiency, but I just want 
to make sure.  Are you implying that tryptophan and 5-HTP will 
not work, or you’re saying it’s not the only solution?  Because 
certainly in my practice, I use tryptophan and 5-HTP.  I have 
people do a low serotonin questionnaire, we look at food 
intolerances, we look at some of the cofactors like zinc and B6, we 
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look at blood sugar issues and a whole host of things.  It’s not just 
one thing.  But I have had very good results with tryptophan and 5-
HTP.  We have some other speakers who I’ll be interviewing who 
are going to be talking about tryptophan and 5-HTP, so I’d love to 
just get some clarification around this. 

 
Kelly Brogan: Yes.  So I certainly applaud your approach, obviously, because 

you’re taking a very broad look at this very heterogenic entity, 
which is depression and/or anxiety and/or sort of basically any 
variant of those syndromes.  I think – this is just my bias – I think 
that even these questionnaires – I would love to sort of challenge 
you [laughs] I guess to show me how and why we think that 
serotonin plays the role in mood that it does, because I don’t think 
that the data is there, and I think that the notion was co-opted by 
pharmaceutical companies early on in the 60s, essentially, and has 
been purveyed ever since, but I don’t see the – sort of the ‘show 
me the science’ type of scenario.   

 
 I think that a lot of us have grasped onto this sort of dopamine is 

for pleasure and motivation, and serotonin is for mood, and GABA 
is for relaxation.  I think there’s probably shreds of truth there, but 
I sort of find a strong resistance in myself around the simplification 
of mood and behavior, and I think the focus on serotonin is 
particularly concerning to me because I’ve done a lot of digging 
into how we might have developed this idea, and I just don’t feel 
convinced.  It’s called deductive reasoning, right?  When you 
observe an effect, and you try to trace it back and claim a cause.  
And so what happened was that there was an observation with 
antitubercular meds in the 50s, of transient mood elevation, even 
euphoria, and there was knowledge that these were mono-amine 
modulators, and so there was deduction from that observation that 
there might be a role for the mono-amines.  It was a hypothesis, 
okay?  Just a hypothesis. 

 
 And I like the analogy of saying, “Well, if you’re somebody who 

has a lot of social anxiety, and you go to a party, and you just feel 
like such an intense surge of this symptom, and you have a couple 
glasses of wine, you might feel calm and somehow your symptoms 
just evaporated.”  Right?  But through deductive reasoning, you 
could see the danger, in saying, “All right, well, you must have an 
alcohol deficiency, right?  And so probably you should continue to 
consume alcohol every time you have this symptom, or even 
maybe regularly to prevent it, and we’ll worry about the long term 
consequences later, and probably we’ll never study those.”  So, to 
me, that’s actually an analogous model of the dangers of this 
deductive reasoning. 
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 So I know that’s an extreme perspective, I know it’s not one that’s 

shared by many people, but I have written about it, and I have tried 
to explore it.  I would love to sort of delve deeper into why 
someone might think that I’m not correct [laughs].  But I do think 
that it’s possible that things like tryptophan and 5-HTP could work 
for other reasons, other than just quote unquote boosting serotonin.  
We know that there are melatonin precursors.  We know that 
tryptophan plays a role in peripheral and brain related sort of 
inflammatory pathways that produce kynurenine and quinolinic 
acid, and sort of these other sort of more complex catabolic 
pathways.  So there’s potentially effects, and that’s what this one 
paper I mentioned goes into – these are very active compounds in 
ways that are not as simple as just producing more serotonin. 

 
 So I certainly wouldn’t challenge that they can be helpful, and 

there is some evidence base, certainly for 5-HTP, specifically in 
the treatment of depression anyway, but I just don’t buy that it’s 
for the reasons we’ve been told. 

 
Trudy Scott: That’s interesting.  I appreciate you saying that it may help for 

other reasons other than boosting serotonin. I actually interviewed 
Dr. Josh Friedman, and I asked him about GABA, because a lot of 
people say GABA doesn’t cross the blood-brain barrier, therefore 
it’s not effective.  And he said, “I don’t really mind if it doesn’t 
cross the blood-brain barrier.  I don’t care what the mechanism is.  
People are getting results, and it’s working.”  So the tryptophan 
and 5-HTP definitely help my clients.  They definitely help a lot of 
people.  You mentioned 5-HTP having research showing that it 
helps with depression, and there’s actually some showing that it 
helps with anxiety as well. I think it’s good to have this discussion.  
It’s certainly opening people’s eyes to the possibility that serotonin 
may not be the factor.   

 
 I would love to see more research on both of these nutrients and 

this whole discussion, because I think it’s really, really important. I 
appreciate you challenging us. It’s good [laughs].  Anything else 
in this section?  I know we were going to talk about psychiatry 
being such a dangerous field.  I just want to make sure that we’ve 
cleared up other misconceptions that you wanted to share with us. 

 
Kelly Brogan: I think that the topics dovetail, and I could certainly speak to that.  

I think that the reason that psychiatry is a dangerous field is 
because of one of the very fundamental misconceptions is that 
psychiatric problems are sort of from the head up.  So psychiatrists 
have been struggling for many decades to establish validity and 
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legitimacy in their sort of medical model.  So The notion of 
reducing behavior to biochemical interactions between neurons in 
the brain obviously had a lot of loaded appeal for many reasons – 
not the least of which was that it gave psychiatrists something over 
psychologists, right?  It gave them something in the realm of 
pharmaceutical interventions that their counterparts couldn’t offer, 
or weren’t sort of appropriately licensed to offer, I guess.   

 
 But here’s what’s happened.  From the inception of the Diagnostic 

and Statistical Manual in 1952, we’ve had this ballooning of 
diagnoses, an 886-page book now in its fifth edition, from 130 
pages in 1952.  

 
Trudy Scott: Wow, that’s amazing. 
 
Kelly Brogan: These changes are unfortunately not based on any compelling 

evidence, which is of course what you would expect, right?  The 
inclusion or exclusion of different diagnoses is often based on 
opinion and consensus, as was the case in 1973 when a survey was 
used to cast homosexuality out of the book, and, to this day, when 
a panel of “experts”, the majority of whom have pharmaceutical 
conflicts of interest, are the ones who are determining who should 
be labeled sick and who shouldn’t.  So when you have this lack of 
evidence, you have a lack of science, and you have a lack of 
consistent and valid methodology around diagnoses.  Psychiatrists 
don’t use any tests.  Conventional psychiatrists – there’s no tests, 
there’s no sort of formal objective measures.  It’s really quite what 
I call impressionistic, okay? 

 
 So when you have this sort of collection of different variables, 

you’re creating a vacuum for pharmaceutical influence to step in.  
And what can happen is that you have over-pathologizing, right?  
So you have normative range behavior that is considered 
pathological, and then in the case of truth pathology you have 
misattribution.  So you have this sort of claim that in fact when you 
present with fatigue and brain fog and insomnia, and weight gain, 
and flat mood, that in fact probably what you’re dealing with is 
depression, major depression.  This is a clinical diagnosis, and here 
is your antidote.  Here is your Zoloft prescription.   

 
 Here is where the misconception comes in - that this is a head up 

phenomenon that can be fixed with this pharmaceutical agent. 
Instead of thinking this is sort of like a multifocal problem that we 
haven’t even begun to assess yet, and we have to determine what is 
driving it, because behavioral manifestations of chronic disease are 
just one of the myriad expressions that there is imbalance in the 
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body, right?  I have never had a patient, literally ever, come in my 
office and tell me, “I only feel sad, nothing else, everything else is 
fine, my body is perfect, I feel otherwise totally fine – only feel 
sad,” or, “I only feel anxious.  I don’t have racing heart, I don’t 
have diarrhea, I don’t have aches, I don’t have skin rashes, I 
don’t.”  So it’s always just one part – it’s like one spoke on the 
wheel, and we have to look at the entire thing.  So it can be very, 
very dangerous not to do that. 

 
 I think one of my favorite papers in terms of really opening my 

mind was this case report that I’ve written about before, so I might 
sound a bit repetitive, but it’s a case report of a lifelong vegetarian.  
She presents with about a month and a half of progressively 
worsening what we would call initially an agitated depression, and 
then major depression with psychotic features would have been her 
DSM diagnosis.She began to feel incredible melancholy, and then 
agitation, and she began to hear voices, became very paranoid, and 
ultimately she became what’s called catatonic.  So in psychiatry 
that essentially means she was awake and alive, but non-
responsive, and largely in an otherwise sort of vegetative [laughs] 
state.  Okay, so this is severe pathology, right? 

 
 She’s treated with electroconvulsive therapy.  She’s treated with 

antipsychotics.  And then she is transferred for essentially failure 
to remit.  She’s transferred to another hospital where they draw a 
B12 level, and they find that her level was around 150, if I’m 
remembering correctly.  So just below the normal range, but which 
of course, is a ridiculous notion that it should be normal to have 
such a low level.  And she was treated with injectable B12 and 
recovered fully to her previous pre-morbid baseline.  That was 
what was going on there [laughs], okay? 

 
Trudy Scott: That is a beautiful case report.  Amazing.  I’m glad you mentioned 

the normal for B12, because what number do you like to see?  
Around about 500 at a minimum? 

 
Kelly Brogan: Yes, under 600, I treat.  I can be a bit aggressive with even my 

“natural interventions”, but I like to do injectable – usually 
hydroxy-B12, and usually I do it daily.  I have patients do it 
themselves, actually, for seven to ten days.  I’ve actually had 
several patients come acutely suicidal to my office, asking, praying 
that I would write them a prescription for medication, which I no 
longer do, and have total reversal of their symptoms with this one 
intervention.  So I see it as a bit of a panacea, but I really was 
inspired by case reports. Because it’s so emblematic of missing the 
mark that psychiatrists are superficially taught that there can be 
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some physiologic imbalances  – or infections like syphilis that can 
cause neuropsychiatric effects, but for the most part, it’s not in the 
wheelhouse of the average psychiatrist to assess for these things or 
to think about them. 

 
 Here we have something reversible, and if nobody had ever 

looked, this woman would have been stuck on medication forever.  
So that sort of leads me, I guess, to my greatest concern.  You 
asked about why do I think it’s a dangerous field.  I think it’s 
because when we have this combination of over-diagnosis, of 
misdiagnosis, if you want to call it that, as what would have been 
the case in that patient report I just described, and then we’re 
treating patients with medications that have a really questionable 
evidence base for short term efficacy, but also for long term risk.  
So I’ll just spend a moment talking about this, because it is 
something that was really mind-expanding for me when I started to 
explore it, and there’s been a couple of pioneers. I don’t really 
have many of my own original ideas at all [laughs], I think I am 
just  pretty good at collecting the ideas of other smart people, and 
synthesizing them for educational purposes.   

 
 But there have been some real thought leaders that have sat down 

and looked at what has actually gone into the approval of 
medications in psychiatry, the establishment of their perceived 
efficacy, and then who has looked at long term outcomes?  What 
are those about?  Because as anyone who has been treated with a 
psychiatric medication knows, it is the rare psychiatrist who 
initiates a conversation about discontinuing that medication.  So 
for the most part, once on a medication, always on a medication, 
and my concern is that that initial prescription should be 
accompanied by a true informed consent.  And here’s what I think 
should go into the informed consent. 

 
 I look at the work of particularly a psychologist named Dr. Irving 

Kirsch, who is one of the world’s experts on the placebo effect. It’s 
very important and meaningful and real physiologic effect that we 
should be leveraging in medicine, probably, because it’s probably 
one of the best treatments out there, but in fact it’s being used to 
misattribute efficacy to medications.  And what he has uncovered 
is through the pooling of published and unpublished data.  He’s 
written two very well-done meta-analyses, and he found that in 
fact there was not a clinically significant difference between 
SSRIs, so between anti-depressants and placebo. He found that 27 
percent of the therapeutic response only, only 27 percent, could be 
attributed to actual actions of the drug as opposed to what he calls 
an active placebo effect.  Because he found that when you look at 
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the results in a clinical manner, and you look at something, the 
results on something called a Hamilton Scale, 52 point scale, that 
what separated placebo from the drug was 1.7 points on that scale, 
which is not clinically significant. 

 
 I mean you literally could get a difference of 1.7 points with very 

minor adjustments and that could be attributed to side effects of 
medication.  So some sedation, some activation, some have a little 
bit better energy, little bit better sleep, and that’s 1.7 points.  And 
he essentially identified that what happens in these studies is that 
you’re either put in the placebo arm/ an inert placebo, or you’re put 
in the treatment arm, but the problem is that the patients in the 
treatment arm know pretty quickly that they’re in the treatment 
arm, because they begin to have side effects (which is very, very 
common with this class of medications).  They have 
gastrointestinal side effects.  They feel activated or sedated or they 
have headaches or whatever.  And all of a sudden that’s called 
breaking blind, because then they know, “Cool, I’m in the 
treatment arm.  I’m not getting placebo.”  And they start to activate 
all of these programmed beliefs about what is going to happen to 
them, and that’s what’s called the active placebo effect. 

 
 So he has found statistical means to identify how much of the 

drug’s reported efficacy is really just related to that active placebo 
effect.  He describes all of these different sort of shady methods 
that pharmaceutical companies engage.  They allow concurrent 
sedative medications like benzodiazepines in studies.  They do 
things like placebo wash out and replacement of non-responders, 
and cherry picking, and they do all these sort of things to try and 
get the best result possible.  But one of the things that they do, 
also, is that they suppress negative data.  So when I said he was 
able to describe the role of placebo, it was because he, through the 
Freedom of Information Act, was able to cull data from 
unpublished studies, and there’s a now famous New England 
Journal of Medicine study from 2008 that essentially showed us 
that for 12 anti-depressants approved, there were 74 studies, okay? 

 
 And 36 of these were negative studies showing no benefit at all.  

Even with all of their cheating [laughs], okay?  So no benefit at 
all.  Three of these were published.  Eleven of them were published 
with a positive spin, so as if there was a positive outcome.  And 22 
were unpublished.  But when it comes to positive studies that 
actually show the benefits, 37 out of 38 of them were published. So 
that’s just like a small glimpse through the keyhole of what goes 
on in this industry to create this impression for patients, for 
advertisers, for clinicians that these medications are effective.  So 
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then what happens is we have widespread prescription of these 
medications.  We have a journalist, a pioneering journalist named 
Robert Whittaker, who wrote an incredible book that totally 
changed my practice and my life, called Anatomy of an Epidemic.   

 
 And what he said was, “Okay, so you say these medications are so 

great, and we see that they are being prescribed in escalating 
fashion, sort of sky rocketing manner, and we also have concurrent 
increases and escalation in disability rates for mental illness.  So 
how can it be that more prescription of these medications is 
somehow also being paralleled by increasing rates of disability?  
Shouldn’t it be the opposite?”  And so he goes through in I think 
fairly bulletproof fashion what studies we do have – of the 16 
studies we do have available to us that have looked at long-term 
outcomes.  And he makes a compelling statement that long-term 
chronic treatment with anti-depressants – and he actually makes 
the argument for all classes of psychiatric medications, but long- 
term treatment with anti-depressants actually turns what might 
have been an episodic event, episodic illness, or the one time 
episode, rather, into a chronic and disabling condition.   

 
 So that he says there’s no long term study, not one that 

demonstrates superior outcomes with long-term medication 
treatments, and all of the studies that have employed minimal 
treatment or no treatment show better functional outcomes.  So 
what does that mean?  It means that we’re actually in service of 
short term outcomes which are based on, as I mentioned, this 
corrupt database.  We are prescribing reflexively these medications 
without looking into what is actually driving the symptom.  So 
we’re throwing this band-aid on a festering wound.  And then 
we’re actually creating imbalances that persist and result in greater 
disability.  That was like a real a-ha moment for me [laughs] when 
I first explored that, and it’s really kept me from starting a patient 
on anti-depressants ever since.   

 
 Literally, I’ve closed the book and I put down my prescription pad, 

because I just don’t feel it’s justifiable. I feel it’s dangerous, and I 
feel I have better tools.  So that’s why I’m in a good position, I 
guess, to metabolize that heavy load of information that undoes 
everything I spent a decade learning – blood, sweat, tears, and debt 
– and I guess the sort of serendipity of it is that I have all of these. I 
had already completed my functional medicine training.  I have all 
these other tools.  It’s a frightening prospect, I think, because I 
treat women in my practice, and one in four women of 
reproductive age are taking one of these medications.  So we have 
to take a closer look at it, and that’s why I feel we do.   
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Trudy Scott: Wow.  That’s an amazing answer to why psychiatry is such a 

dangerous field [laughs].  Really!  And all that research that Dr. 
Kirsch did on the placebo effect, very, very interesting, and 
especially when you talk about people in the treatment group 
having the side effects, and then they feel like they’re going to get 
the results.  That’s so interesting.  Then all of those studies that 
have been manipulated in terms of some being published, and 
some aren’t.  Very, very interesting.   

 
Kelly Brogan: Even I have a lot of friends who are psychiatrists that I trained 

with, and when we debate about these things, I mean the truth is if 
you want to really roll up your sleeves and debate about the 
efficacy of anti-depressants, we’re debating about positive effect in 
one out of ten people versus three out of ten people, because the 
data doesn’t show anything else.  So we’re either saying that they 
have 10 percent efficacy, or 30 percent efficacy, but there’s 
nobody saying these medications work 60, 70, 80 percent of the 
time, right?  I can show you a randomized trial on curcuman for 
depression with 62.5 percent efficacy [laughs] so you know it’s 
really effective. Even if you are very discerning and skeptical, 
we’re still dealing with a crisis of treatment here.  We have to look 
beyond. 

 
Trudy Scott: Yes, it definitely is.  I want to commend you for putting down your 

prescription pad.  I think that is wonderful [laughs].  Now, can we 
take a slight little detour?  Because you’ve talked about SSRIs, 
you’ve talked about the studies, and then the research that Dr. 
Kirsch did.  I would just love to hear your opinion on 
benzodiazepines.  I interviewed Dr. Catherine Pittman, a 
psychologist who did a survey of people who are in the 
BenzoBuddies.org support group, and got great feedback on the 
effects of the benzodiazepines. They were building up tolerance, 
and then all of these amazingly terrible side effects that they were 
getting once they had been on them for more than four weeks.  I 
would just like your opinion on benzodiazepines.   

 
Kelly Brogan: Exactly.  So I started tapering patients off of medication about four 

years ago or so, and that’s when I really learned about 
benzodiazepines [laughs] because I do think that with regard to 
acute and short-term treatment, meaning within three weeks, 
because the data, as you mentioned, suggests that there is efficacy 
for anxiolytic efficacy, meaning sort of relieving anxiety 
symptoms, for acute treatment.  We know how they work for the 
most part, which is not the case for SSRIs or tricyclics or 
antipsychotics.  There’s a lot of hand-waving around how those 
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work and what they actually do.  With benzodiazepines, I think we 
actually have a much more clear understanding of the mechanism.  
We know why they induce tolerance and dependency, and we 
know that the efficacy decreases and the risk of dependency 
increases at about the three week mark, based on the data. 

 
 So what happens when you continue to take them beyond that, 

regularly beyond that point, is that your entire body is forced to 
accommodate to this repeated stimulus.  So not only do they have 
cognitive and mood related side effects long-term, but then you 
also are dealing with physiologic addiction.  So when I would start 
to take somebody off, in the way I learned in residency, which is 
come down by about a quarter of a dose or so every week, off of 
medication like Klonopin for example that they had taken for 10 or 
15 years, I mean I was like I was running a rehab.  Literally.  
Patient rehab.  What would happen to these patients – the nature of 
their autonomic nervous system disruption – they would literally 
stop sleeping, literally, not like, “Oh, I’m having trouble sleeping, 
I’m waking up,” no, literally stop sleeping.  I’ve had patients who 
developed very bizarre behavior like hitting themselves and sort of 
lashing out, punching walls – bizarre behavior.   

 
 I’ve had many patients who I have not been successful in taking 

off of benzodiazepines.  So it’s become a category of medications 
that I’m fairly phobic about.  That said, I do think if I had to 
choose any medication in the entire realm of psychotropics, that I 
do feel there could be a justification for very short-term acute use, 
it would be a benzodiazepine.  Because I think that again if you 
take into context what the data has shown us, you use it 
intermittently for a very short period of time, we do know that they 
have a sedating effect.  At the time, that’s sort of all you need to 
get somebody out of acute crisis so that you can engage some of 
these more medium to long-term goals of lifestyle management 
and using sort of other natural interventions.   

 
Trudy Scott: What would you say would be short-term?  What would you say 

‘very short-term’ would be, for you? 
 
Kelly Brogan: Within three weeks. 
 
Trudy Scott: Okay.  I’m glad you said you’re phobic about it, because I’m very 

phobic about benzodiazepines, just because of what I’ve seen with 
people who have been on them, and I would look for other 
approaches, even instead of using it for three weeks.  But I’m glad 
you said you’re phobic about it. 
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Kelly Brogan: Yes, absolutely.  I think the only times I ever do is in severe cases.  
I treat a lot of postpartum, so a very acute postpartum illness like 
psychosis or suicidality or severe sleep disturbance – that might be 
the only time. There are taper protocols called the Ashton Protocol.  
I don’t know if that’s come up.  Between that and I use 
compounding pharmacies and we use micro-dose – sometimes 
there’s just no way out, or at least not one that I’ve found [laughs].  
I certainly don’t claim to know everything, but that’s really what 
compelled me to be so conservative, because you just don’t want to 
be on the other end of this problem, even if it helped you get out of 
a crisis.  So the three week threshold is meaningful to me. 

 
Trudy Scott: Good.  I’m glad you clarified that if someone is really serious, like 

they’re acute postpartum or psychosis – because there’s obviously 
a need to do something right away. 

 
Kelly Brogan: I’d rather do that than start an anti-depressant, for sure, because an 

anti-depressant you’re buying yourself at least a couple of months 
of treatment if not a life of treatment, and I also think that – well, 
not to get off topic, but in terms of postpartum, anti-depressants 
have been responsible for a lot of very negative outcomes, 
including infanticide.  I think that I believe there’s a role for anti-
depressants in very dangerous outcomes, and we have evidence of 
that, and in school shootings and other sort of activation and mania 
induction.  I haven’t seen the equivalent of that with 
benzodiazepines, so I do think they have a somewhat more 
predictable profile.   

 
Trudy Scott: Okay.  And related to the mechanism of action in terms of calming 

someone down, have you used oral GABA, and what is your 
opinion on oral GABA and its effectiveness? 

 
Kelly Brogan: Yes.  I use a couple versions of that.  I use a lot of ashwagandha in 

my practice, and you can even look at some of these much more 
sophisticated herbal options that do have GABA related activity, 
but in terms of amino acids. I typically use something called 
pharma-GABA, which is sort of a fermented product that at least 
theoretically has a molecular weight that allows for brain 
penetrants of sort  Another related option is phenibut, which I 
actually don’t use too frequently.  I think of it as being a more 
aggressive natural option as a GABA agonist that is theoretically 
more brain penetrant.  I haven’t had experience in my practice, but 
I have heard that some patients can develop some degree of 
dependency on that product as well. 

 
Trudy Scott: And which is that?  Phenibut? 
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Kelly Brogan: It’s called phenibut. 
 
Kelly Brogan: A couple products have that in it.  I do use GABA. I would agree 

with the other presenter who said, “I don’t really care how it 
works,” because I often feel that way.  I mean I feel that way about 
dietary change.  I feel like I don’t need to know how and why this 
is working.  It’s benign.  And even if I’m activating the placebo 
effect, I’m happy to do that, because it’s a real treatment.  So I 
think a lot of my patients need something that they can take 
reflexively.  We’ve just been conditioned in our society to reach 
for something to swallow when we are feeling distressed.  And, of 
course, part of my mission is to teach patients that there are 
behaviors, there’s mindfulness, there’s movement, there’s all 
manner of different behaviors that can mitigate the stress, but most 
of us would like to take something [laughs], right?   

 
 So for that, I think for sort of as-needed usage, amino acids are a 

wonderful choice.  There are other herbs, too – valerian, 
passionflower.  I use some homeopathy, also for as-needed sort of 
like a little medicine chest for as-needed use.  And I do think that 
that is helpful for people, even if to just know it’s there.  In some 
of these cases that I’ve mentioned, sometimes I find that if I write a 
prescription for Ativan, let’s say, and I ask the patient to fill it and 
put it in their sort of mirrored cabinet in their bathroom, I’ll often 
find, and this is something that I’ve tested time and again, that 
they’ll never take it.  The placebo effect of having it there – and so 
I find that I can activate that same sort of mentality around use of 
natural agents, because it’s just knowing that something is there, 
knowing that it will have some effect, goes a long way. 

 
Trudy Scott: That’s very interesting.  Good to know [laughs]. 
 
Kelly Brogan: It’s all about the sort of believing that you are safe, and that’s a lot 

of what I try to do.   
 
Trudy Scott: The mind is so powerful, isn’t it [laughs]? 
 
Kelly Brogan: It’s amazing, yes.  I mean the example that I often give my patients 

– and maybe you’ve heard me mention this – is sort of describe 
that, what you just said, by depicting this sort of scene, right?  
Where you’re walking down an alleyway in New York City, and 
it’s nighttime, and you hear footsteps sort of quickly approaching 
you.  What’s going to happen?  Your heart is going to start to race, 
you’re going to start to breathe quickly, you’re going to have all 
these sort of catastrophic thoughts about the fact that you’re going 
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to get mugged or raped or attacked.  And if you hear your friend’s 
voice coming from those footsteps, all of that response is going to 
decelerate, is going to be dampened, and is going to resolve.  And 
the only thing that’s changed is that your mind has said, “It’s 
okay,” right?  So that’s the power [laughs] of your mind over your 
physiology.  I mean it’s profound.     

 
Trudy Scott: Really profound.  Yes.  So I would love to now talk about the 

model of mental illness that’s compelling for you, and then some 
of the bodily problems that can masquerade as psychiatric illness.  
We’ve touched on B12, and you mentioned thyroid earlier, and 
you mentioned postpartum issues.  So let’s talk about this area 
now. 

 
Kelly Brogan: Okay.  Part of my agenda is to paint for people the fact that 

psychiatry is a bit of a garbage can for all of the deficiencies and 
side effects inherent in the conventional medical model.   Because 
you have a patient who is prescribed an oral contraceptive or a 
statin or a proton pump inhibitor, and nobody’s ever addressed the 
root cause of the problem that brought them to that prescription, 
and then they develop psychiatric symptoms as a result, and 
they’re sent to a psychiatrist who continues not to ask the question 
why, and who puts them on yet another medication with more side 
effects.  So psychiatry is sort of where patients are sent when their 
doctors don’t know how to ask the right questions.  So I do think 
it’s important, and I’d like to encourage people to sort of think of 
psychiatric illness as having multiple different root causes.   

 
 Some of the ones that I think are important are as you mentioned – 

so would be food intolerances, endocrine disruption, including 
thyroid and blood sugar and stability, but I really found that I 
needed a model and a point of entry in terms of tying all of these 
systematic responses together.  And so, for me, that model has 
been what’s called the cytokine theory and has essentially been 
around for about two decades, was first sort of written about in the 
early-90s, and it’s a response to the limitations of this mono-amine 
hypothesis.  And in this model, most of the research is on 
depression, but in this model, depression is looked at as sort of a 
fever.  You can have a fever for many, many different reasons, but 
it is an inflammatory response, and so the job is to identify what is 
the nature of the inflammatory response, and what is the trigger?  
What’s driving that? 

 
 In this way, depression just joins the ranks of any other chronic 

illness.  And now, at this point, all other mental pathologies from 
schizophrenia to bipolar to generalized anxiety are sort of also 
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being conceptualized through this lens, but, as I mentioned, most 
of the data is in depression, and some important thought leaders 
like Miller and Raison have talked about it as a sickness syndrome.  
So they’ve talked about the fact that a lot of the symptoms of acute 
illness – so we have anorexia, we have lethargy, we have social 
withdraw, we have slowed metabolism – a lot of these symptoms 
overlap tremendously with depressive syndrome in that we look at 
sort of over time the accumulated evidence that has suggested that 
inflammatory cytokines, so these messengers of inflammatory 
response, are very meaningful markers.   

 
 So they are not only linearly correlated with mood states, so higher 

levels of these markers equals more depression, but they are also 
predictive so that we can actually in some important studies we can 
use inflammatory markers like c-reactive protein to actually tell us 
what patients are going to develop depression, for example.  So we 
weave that together with pharmaceutical data that we have that 
tells us that 45 percent of patients with hepatitis who are treated 
with interferon develop depression.  That’s remarkable.  That’s 
telling us something about one of the potential roads to this illness.  
And then we know that we can treat patients with medications like 
COX-2 inhibitors or Enbrel, these anti-inflammatories, and we can 
actually resolve their depressive symptoms. 

 
Trudy Scott: Very interesting. 
 
Kelly Brogan: Right?  So then we sort of have to go one step deeper.  So what is 

the primary driver of this inflammation?  Okay, so that’s great.  So 
we can convince ourselves that inflammation may be playing a role 
in depression.  And for the serotonin lovers out there [laughs] 
there’s a pretty interesting mechanism in the brain by which 
inflammatory cytokines up-regulate an enzyme called IDO 
(indoleamine 2, 3-dioxygenase) that actually shifts the breakdown 
of tryptophan.  So instead of going to serotonin and melatonin, it 
actually gets shifted to produce something called quinolinic acid, 
which is an NMDA-agonist, which is, in many ways, a brain toxin.  
So, it’s very stimulatory in a not-so pleasant way, and often in the 
limbic areas of the brain.  So we have a mechanism by which we 
can understand how these shifts can occur, and we are learning that 
the brain has an immune system.    

 
 Even 11 years ago, we didn’t know that.  We thought that the brain 

kept out most immune related signals, and now we understand that 
the microglia in the brain are actual immune hubs, and there is, in a 
healthy brain, let alone an unhealthy brain, actually a tremendous 
amount of immune activity.  And so what I found myself sort of 
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needing from this theory is, well, where can we enter, clinically?  
And so that’s where my focus on the gut, microbiome, has grown.  
And my interest in that was really sort of predicated on animal 
models.  So on animal models that use a compound from gram-
negative bacteria called lipopolysaccharide, and they actually use 
lipopolysaccharide to induce animal models of depression, which 
is a funny concept, of course, but this is how it’s done in the lab. 

 
 They found that when you induce animal models of depression, but 

you block the vagus nerve, which connects the gut and the brain, or 
you block important cytokine messengers that you actually don’t 
get the predicted response – the depression response.  So we know 
that what’s going on in the gut in terms of bacterial activity is 
having a direct impact on the brain, and that these inflammatory 
messengers are the language that’s being spoken between these 
two organs.  I became very interested in the role of gut bacteria 
specifically in influencing early on in life endocrine responses to 
stress – so what we call the HPA axis (hypothalamic-pituitary-
adrenal), and people think of it as adrenal health – because I read 
about studies where they take these rodent and they make them 
quote unquote germ free.     

 
 And they have all of these abnormal responses to stress and 

behavioral abnormalities, and then they inoculate them with 
normal, quote unquote normal bacteria, and they actually correct 
their cortisol response and they correct their behavior within six 
weeks of birth.  And so that’s what sort of compelled me to think 
about the gut bacteria as being one of the primary sort of 
influences on inflammatory signaling, immune response, and the 
endocrine system.  And of course it’s all so interwoven, but, for 
me, I need to sort of tease it out in this way, and so I focused a 
tremendous amount of my practice on inflammatory and immune 
modulation, but most of it I do through what naturopaths have been 
doing since the beginning of time, which is starting with the gut, 
and this idea of trying our best, in adults, to sort of recalibrate the 
signals that are being trafficked from that region. 

 
 When a patient comes in my door, I think, are they inflamed?  Do 

they have immune dysregulation?  And what is happening with 
their gut?  And then I start primarily with diet, and we can talk 
about this.   

 
Trudy Scott: Okay.  Great.  And then factors that can actually increase 

inflammation would be food intolerances and or contribute to it? 
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Kelly Brogan: Yes.  Toxic exposures.  Stress, indirectly, because when you have 
acute stress, you have a cortisol response, which is obviously 
normal and natural, and part of what cortisol does is it dampens the 
immune system, so it dampens things like secretory IGA 
(immunoglobulin A) in the gut that are responsible for sort of 
keeping pathogens at bay.  So stress can actually directly affect 
your gut microbiome.  So, infections, toxicity, and stress, in 
addition to food exposures, are sort of the major factors. 

 
Trudy Scott: Okay.  Very good.  And this whole cytokine theory and 

inflammation.  Do you feel like this is an issue with everyone, or 
the fact that we all have our own unique biochemistry, there can be 
many different causes for mood problems, that this is one 
important area?   

 
Kelly Brogan: That’s a great question.  I think it would be sort of like hypocritical 

for me to say that this is the model for everyone, of course.  I do 
think that because of its far-reaching effects, meaning that it 
encompasses the inflammatory model, encompasses the immune 
system, and encompasses the endocrine system, there’s sort of not 
much left [laughs].  So when somebody comes in and they have 
Hashimoto’s and I know that their mood complaints and 
psychiatric complaints and anxiety and insomnia are direct 
response to dysregulation of their immune system and alteration in 
thyroid hormone production, I have to look at the gut, I have to 
look at inflammatory signaling, if I want to resolve their 
psychiatric symptoms, which I’m conceiving of as being primarily 
endocrine.  So for me, I always am going to want to dig one layer 
deeper, and I find myself always ending up in the gut [laughs].    

 
Trudy Scott: The gut is so important.  It’s where we make serotonin in the gut, 

we digest our food, we have that gut feeling when we’re feeling 
anxious – the gut is so central to everything. 

 
Kelly Brogan: Absolutely.  Absolutely.  And that’s what ancient models of 

healing have been focused on for centuries.  It’s absolutely sort of 
going back to the future kind of a thing with thinking about it this 
way now.  There’s a lot of sort of important wisdom that hasn’t 
been handed down as far as conceiving of the gut as the seat of 
health. 

 
Trudy Scott: Excellent.  Are we ready to move onto your top three lifestyle 

interventions? 
 
Kelly Brogan: Yes.  So I think this is probably not going to be that different from 

what you’ll be hearing from other speakers, because it’s just so 
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simple.  I think what has been mind-blowing for me as somebody 
who’s spent so many years in the allopathic model, I guess I 
shouldn’t say it’s so many, but I did [laughs] spend some time 
there.  The simplicity and efficacy of lifestyle changes is just 
overwhelming to me.  When I used to meet patients, I would give 
them my spiel on diet, and then also start them off on like six to ten 
supplements, and now, I don’t start them on any supplements, 
usually, unless they’re ready, willing, and able to engage three 
lifestyle changes.  And the lifestyle changes I recommend are 
evidence-based to varying degrees. 

 
 The first and most evidence-based, including with modulation of 

inflammatory signaling, is going to be meditation or relaxation 
response.  So I am a very sort of high strung type A neurotic 
person [laughs] who does not relax easily, and so I can meet my 
patients who are skeptical about the role of meditation in their 
health where they are, because it’s an incredibly challenging 
prospect to sit with yourself for even five minutes and try to focus 
on your breathing when you just feel you have a lot of stuff to do, 
or you feel totally overwhelmed by life, or unmotivated, or 
disconnected to even caring about your own health outcomes.  So I 
try to really make it digestible. 

 
 I have people start with sort of three to five minutes of structured 

breathing, and I usually call it relaxation response, a la Herbert 
Benson Institute, because I think it turns less people off than the 
notion of meditation does, which seems like you have to be staring 
at a Buddha on a fluffy cushion in your yoga studio.  So I don’t 
think that’s what it needs to be.  So I ask people to start with that.  
I’ll ask people to start moving.  I’m also somebody who hated to 
exercise, never used to exercise.  My entire life, I got away with 
being thin without having to do that.  I also probably had 
longstanding thyroid and mitochondrial dysfunction that made it 
hard for me to exercise and have any stamina – so I can also sort of 
relate to patients on that level.  Most of my patients coming to me 
are not in the mood to exercise, based on how they’re feeling, so I 
try and break it down into starting with 15 minutes.  

 
 I have patients either do interval training, meaning they can do the 

jump rope, they can use an elliptical, they can do burpees at home, 
they can engage this sort of more ancestral model of movement.  
Or, there are a couple of T-Tapp programs  that are short – 15 
minute mind-body type of exercise programs, and that’s what I’ll 
have them start even once a week.  And then of course is going to 
be the dietary piece.  So this is where I find it’s somewhat less 
evidence-based.  There is some sort of Mediterranean diet related 
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to depression research, and there’s very little if any research 
outside of that in psychiatry, which is so tragic, because it’s such 
an important intervention.  But I have found most of nutrition 
research to be very difficult to appreciate, because I think that it’s 
so very fundamentally flawed in its methodology.  So I really got 
turned on years ago by Weston A Price’s research and found that 
naturalistic forms of nutrition study and science carry the most 
weight for me. 

 
 So I guess, briefly, for those who don’t know, he was a dentist who 

went around the world and tried to understand – what are the 
components of a healthful diet in cultures, traditional cultures that 
do not suffer from degenerative diseases and dental decay that we 
Americans do?  And it’s around the 1930s, so we Americans are 
starting to understand, with our hydrogenated oils and canned 
foods and added sugar.  And he found, essentially, that all of these 
cultures did eat animal foods.  I was a former vegetarian, for a 
period of time, and ethically certainly identify with vegetarians, so 
this is sort of hard for me to wrap my mind around, but I find his 
work really compelling, and a lot of his focus is on fat-soluble 
vitamins like A, D, and K2, and vitamin E, and looking at the fact 
that this may be the reason that all of these cultures either ate fish, 
eggs, and or animal meat, and organ meat.   

 
 He looked at other practices like fermentation and sprouting of 

grains and legumes.  And so I’ve sort of adapted a model that looks 
a lot like what has been put forth by the Jaminets, which is called 
the Perfect Health Diet, which is essentially an ancestral model of 
eating that’s a whole food diet, and it’s intended to control for 
blood sugar stability, primarily, and adequate fat intake, because I 
find those to be the two most important outcomes, clinically, for 
me, when I can get enough fat in my women and I can control their 
blood sugar as a result of that by limiting – I ask them to eliminate 
grains and dairy upfront, plus-minus legumes, is something that I 
do give a little wiggle room on.  Then I just have tremendous 
outcomes at the 30 day mark. 

 
 So that’s really when I start the evaluation.  So after I control for 

those lifestyle factors, I’ll see the patient again about a month later, 
and that’s when I say, okay, so what are you actually suffering 
from?  What’s actually going on now? And frankly the vast 
majority of the time we just start working on wellness, just general 
wellness interventions, because their acute symptoms have 
resolved.  It’s incredible.  
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Trudy Scott: Beautiful.  I’m totally on board with the Weston A. Price 
philosophy, and I was a vegetarian myself, so I also identify 
ethically.  No one in the world could have told me I needed to eat 
meat. 

 
Kelly Brogan: Right, right. 
 
Trudy Scott: But it does make a big difference.  I’m glad you brought that up.  

And you mentioned the research on diet.  I am interviewing Dr. 
Felice Jacka.  She’s an Australian researcher. 

 
Kelly Brogan: Wonderful, yes.  The only one who’s doing it. 
 
Trudy Scott: She is fantastic.  So I’ve been in touch with her since her first 

study in 2010, and she’s going to be on the summit, so I’m very 
excited that she’s going to be sharing.  We’ve got so much more 
we could talk about, and this has been so fantastic, and right at the 
beginning, we mentioned statins, and I said I’d really like to get 
your opinion, and seeing we were just talking about getting 
adequate fat intake, could you just briefly touch on your concerns 
with statins? 

 
Kelly Brogan: Yes.  So I’ve spent a lot of time, and sort of fell into an obsessive 

hole for about six months of my life studying the role of fatty 
acids.  And this is much more than omega-3s.  It’s understanding 
that the brain, rather, is 60 percent fat by dry weight, that 
cholesterol is an integral part of our cell membranes, which is 
according to many important thinkers like Bruce Lipton, is really 
where the action is at.  It’s in the membrane.  It’s not in the 
nucleus.  And the fluidity and rigidity of that cell membrane is 
what dictates all manner of things, like functioning of our immune 
system receptor positioning and trafficking of toxins.  It’s 
incredibly important.  Cholesterol also happens to be a precursor to 
sex hormones, to production of vitamin E, and also bile acids.   

 
 I love that on the lab forms I give my patients when the results 

come back – there’s like only in the normative range – it’s like 
you’re below 200, and then you’re good.  I have patients who 
come in with total cholesterol in the one-teens, and they say, 
“Well, isn’t that good?  The lower the better.”  And [laughs] 
what’s sort of difficult to convey is that with no cholesterol, you 
would be dead [laughs] so there isn’t such a thing as lower is 
better.  I have been most compelled by the fact that there is 
absolutely no mortality benefit for prescribing statins to women.  
Period.  So the only demographic for whom you could even debate 
efficacy is middle-aged men with history of MI (myocardial 
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infarction), and of course then there’s always superior efficacy of 
lifestyle intervention.    

 
 So I treat women, I feel affronted by the lack of personalization of 

this recommendation, and I feel like it has tremendous risk for 
psychiatric and hormonal side effects, that it’s largely 
unacknowledged, and I think it makes sense – because in addition 
to being a mitochondrial toxin, through interfering with HMG CoA 
reductase, they’re also depressing cholesterols.  That’s the last 
thing I want to do.  I get concerned when my patients have a 
cholesterol below 150, and I work very hard to try and raise it.  So 
that’s sort of my two cents on it [laughs] and why I think women 
should not be taking statins. 

 
Trudy Scott: Good.  I’m so glad you mentioned that number below 150, because 

so many people are told, “Oh, it’s so good, it’s so nice and low,” 
and it’s not good. 

 
Kelly Brogan: Right. 
 
Trudy Scott: I just want to recap – so, no benefit for women, and then you said 

middle aged men, and for people who may not know what MI is, 
it’s anyone who has had a heart attack. 

 
Kelly Brogan: Yes. 
 
Trudy Scott: Okay.  Good.  Excellent.  So, any final comments? 
 
Kelly Brogan: No, I’ve sort of run through a lot of information, which I have a 

tendency to talk too much.  But I think the take home is really that 
there is never a realm in health where you have more opportunity 
to turn things around through these lifestyle changes than in mental 
health.  So I feel really passionate about sort of transferring my 
enthusiasm and inspiration to patients out there who feel dependent 
on a pharmaceutical system, and really to try and take some of the 
messages home from this summit about what they can do totally on 
their own. 

 
Trudy Scott: Thank you.  Thank you so much.  And I wanted to just mention – I 

know you’ve got a download on your website, top seven 
therapeutic foods.  We’ll have that link on the replay page.  So if 
you want to stay connected with Dr. Brogan, definitely sign up to 
get on her newsletter list.  I love your newsletter, and your blog 
posts are absolutely fantastic.  So Kelly Brogan is a great resource.  
Remind me of your website.  KellyBroganMD.com.  
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Kelly Brogan: You got it. 
 
Trudy Scott: And I appreciate you challenging us on the whole serotonin, 

tryptophan, and 5-HTP.  Either you’re going to convince me, or 
I’m going to convince you, one of these days [laughs]. 

 
Kelly Brogan: There we go.  Perfect.  I’ll take either one. 
 
Trudy Scott: It’s good to have the discussion, and it’s good to get us thinking.  

So I really appreciate it.  Appreciate all the work that you’re doing, 
and for sharing, and I will see you in September.  We’re both 
going to be speaking at the IMMH (Integrative Medicine for 
Mental Health) conference that gets a mention because a few of 
our speakers have talked about this great conference.  I look 
forward to seeing you there. 

 
Kelly Brogan: Likewise, Trudy.  Thank you so much for what you do. 
 
Trudy Scott: Well, thank you so much for being here today.  So, thanks 

everyone for joining us.  We have plenty more to share in 
subsequent interviews, and I really look forward to sharing all the 
other great speakers on The Anxiety Summit.  And this is Trudy 
Scott signing off for today. 

  
 
Here is the The Anxiety Summit blog post for this speaker. It has additional information 
and useful links: 
 
http://www.everywomanover29.com/blog/anxiety-summit-misunderstood-and-
mistreated-reinventing-psychiatry/ 
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Cognitive Neuroscience at M.I.T., and receiving her M.D. from Cornell University, she 
completed her residency and fellowship at Bellevue/NYU. She is one of the nation’s only 
physicians with perinatal psychiatric training who takes a holistic evidence-based 
approach in the care of patients with a focus on environmental medicine and nutrition. 
She is also a mom of two, and an active supporter of women’s birth experience, rights to 
birth empowerment, and limiting of unnecessary interventions. She is the Medical 
Director for Fearless Parent, and an advisory board member for GreenMedInfo.com, 
Pathways to Family Wellness, NYS Perinatal Association, and Fisher Wallace. She 
practices in NYC and is on faculty at NYU/Bellevue.  

 

Trudy Scott, CN, host of the Anxiety Summit, Food Mood expert and author of The 
Antianxiety Food Solution 

 

Food Mood Expert Trudy Scott is a certified nutritionist on a mission to educate and 
empower women worldwide about natural solutions for anxiety, stress and emotional 
eating. Trudy works with women one-on-one and in groups, serving as a catalyst in 
bringing about life enhancing transformations that start with the healing powers of eating 
real whole food, using individually targeted supplementation and making simple lifestyle 
changes. She also presents nationally to nutrition and mental health professionals on food 
and mood, sharing all the recent research and how-to steps so they too can educate and 
empower their clients and patients. 

Trudy is past president of the National Association of Nutrition Professionals. She was 
recipient of the 2012 Impact Award and currently serves as a Special Advisor to the 
Board of Directors. She is a member of Alliance for Addiction Solutions and Anxiety and 
Depression Association of America. Trudy is the author of The Antianxiety Food 
Solution: How the Foods You Eat Can Help You Calm Your Anxious Mind, Improve Your 
Mood and End Cravings (New Harbinger 2011). 
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