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   Editorial

He was careful in the conclusions 
he drew but they are still extremely 
powerful: “We do not know in how 
many cases the problems for which 
the drugs were prescribed contribut-
ed to the deaths. Nor can we tell in 
how many of the 7,829 cases antide-
pressants actively contributed to the 
deaths. We can say, however, that 
antidepressants failed to lift the de-
pression sufficiently to prevent 2,718 
hangings, 2,329 overdoses, 440 cases 
of jumping or falling to one’s death, 
126 cases of shooting oneself, and 
40 of setting oneself on fire. In none 
of the 3,543 cases for which the cor-
oner reached a clear ‘suicide’ verdict 
can antidepressants be reasonably 
described as effective. In somewhere 
between 40 per cent and 80 per cent 
of the overdoses, the medicines pre-
scribed to help prevent suicide were 
used to commit suicide.”1

The findings were reported in at 
least two national newspapers, which 
led Dr Adrian James, president of 
the Royal College of Psychiatrists, 
to write to the papers, saying, “I was 
disappointed to read your article, 
which has potential to unjustifiably 
worry readers who are taking antide-
pressant medication or know someone 
who is. The study cited in your article 
found some individuals who died by 
suicide were taking antidepressants 
at the time. This is mere association. 
It does not demonstrate a causal link. 
It is a fundamental principle of sci-
ence that correlation does not equate 
to causation. To suggest otherwise is 
simply wrong.”

There was more, but the above led 
psychiatrist David Healy, founder of 
RxISK, an independent drug safe-
ty website, to respond to Dr James, 
“Your press release risks harming 
patients and their families more than 

the article you criticise. 
“The authors of the paper … took 

care to get the wording right. They note 
that, in the case of suicides in people 
taking antidepressants, the antidepres-
sants were clearly not working. They do 
not say they caused the suicide.”1

He goes on to say that, at inquests, 
doctors do not claim an antidepres-
sant caused a suicide primarily be-
cause the doctors are advised by de-
fence unions not to blame the drug. 
(Off the record, lawyers for medical 
defence unions have conceded this, he 
says elsewhere.3)  “This is a business 
matter. Rather than support a doc-
tor to help a family at a time of great 
distress, and support him to advance 
public safety, defence unions seek to 
avoid further costs.”2 

Healy has himself written about an 
inquest where he was called as an ex-
pert witness, and the GP was advised 
by his defence union not to talk to 
him, remaining silent at the inquest.3 
A mentally healthy 25-year-old man 
had asked the GP to prescribe citalo-
pram because he was nervous about 
some forthcoming professional ex-
ams. He was in a steady relationship, 
had no debt or other problems and 
was actually expected to do well in his 
exams, rather than struggle to pass 
them. A week later he hanged him-
self. Healy gave evidence that there 
was a convincing case to implicate the 
antidepressant, especially as the data 
showed that it could unequivocally 
cause suicide. 

Peculiarly, in the UK, a coroner 
cannot implicate a prescription drug 
in a death but is perfectly free to do 
so in the case of a street drug. Even 
so, the coroner was sufficiently trou-
bled to file what is called a Regulation 
28 report, raising his concern. Alas,  
the Medicines’ Regulator replied that,  

Where’s the madness?
LINICAL psychologist Professor John Read has spent over 40 years high-
lighting the dangers of many psychiatric treatments, and the still largely 
overlooked role of adverse life events in causing mental health prob-

lems. We interview him in this issue, including about his recently published 
analysis of several thousand media reports of coroners’ inquests in England and 
Wales, where suicides and concomitant antidepressant use were mentioned. 

C as the doctor had not himself impli-
cated the drug, the regulator could  
do nothing. 

And so it goes on, round and round, 
staying schtum, hands tied… Alas, 
there is still much work left for crit-
ics of traditional psychiatry to do, 
and some pay a high price for doing 
it. Loren Mosher, first chief of schiz-
ophrenia studies at the National In-
stitute of Mental Health (NIMH), 
who became critical of psychiatry’s 
relationship with the pharmaceuti-
cal industry and set up the highly 
successful supportive communities 
for schizophrenia patients, known as 
the Soteria Project, ended up fired 
from his job in 1980. Three years lat-
er the project had to close because of 
withdrawn funding. Much more re-
cently, Danish doctor Peter GØtzsche 
co-founder of the Cochrane Collabora-
tion (an international collaboration to 
evaluate medical research free from 
the heavy hand of drug company in-
fluence) and leader of the university- 
affiliated Nordic Cochrane Centre, 
found himself fired too, after he be-
came increasingly outspoken about 
the dangers of antipsychotics.4 

Professor Read, who is equally 
brave and outspoken, commented 
during our interview, “They have 
punished GØtzsche but they haven’t 
got rid of him by any means. He is un-
defeatable.” We need to be grateful 
to the indefatigable critical psychia-
trists, psychologists and others, who 
put their careers on the line in what, 
as Read terms it, is a struggle for hu-
man rights.5 n

The Editors

1 Read, J (2023). Antidepressants and suicide: 7,829 inquests 
in England and Wales, 2003–2020. Ethical Human Psychology 
and Psychiatry, 25, 1, 8–28.
2 https://davidhealy.org/royal-college-of-psychiatrists-sui-
cide-note/
3 Healy, D (2023) Diagnosis, verdict, conclusion and causality. 
Ethical Human Psychology and Psychiatry, doi: 10.1891/EHPP-
2023-0001
4 Wipond, R (2023). Your Consent is Not Required: the rise in 
psychiatric detentions, forced treatment and abusive guardi-
anships. BenBella Books Inc. 
5 Read, J and Dillon, J (eds.) (2013). Models of Madness: 
psychological, social and biological approaches to psychosis. 
Routledge.
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WINN: John, you have an enormously impressive 
track record as a clinical psychologist, both in 
the UK and New Zealand. Your research has been 
cited by other researchers thousands of times 
and you have written 49 book chapters and five 
books, along with 200-plus papers. All this time, 
you have been a fierce critic of the medical model 
of psychiatry and the failure to look at mental 
health problems in terms of what is going on in 
people’s lives. What brought you to that way of 
thinking?
READ: I think I started off with the same assump-
tion as most members of the public, according to 
surveys, which is that mental health problems 
are caused by bad things happening. Some get 
persuaded to abandon that viewpoint, especially 
if they come into contact with psychiatrists who 
push a different model. But, for most of us, it is 
just so obvious that depressing things may lead 
to depression; frightening things to anxiety; 
and really strange nasty stuff to psychosis. 

That thinking got reinforced in my very first 
job as a nursing attendant in New York, in the 
1970s, in a psychiatric hospital which was ac-
tually relatively progressive in that they didn’t 
medicate any patients for the first two days – I 
didn’t know how radical that was at the time. 
Because I was a lowly nursing attendant and safe 
to talk to, and a reasonably good listener, peo-
ple would tell me striking things about what was 
going on in their lives or had previously gone on 
in their lives. I thought that was interesting in 
terms of understanding what had got them to 
the point where they were suicidal or hearing 
voices, and so on. Yet none of that was of any 
interest to the psychiatrists or most of the oth-
er professionals, who were all busy working out 
what diagnosis to apply, so that they knew what 
pill to administer. 

Many people have come to believe in the chem-
ical imbalance story sold very effectively by the 
drug companies and psychiatry – which is unfor-
tunately dependent on drug companies and has 
forgotten what the proper boundary is between a 
professional body and a profit-making body. 
WINN: I read an interview with you on the Mad 
in America website where you described un-
derstanding psychosis as something similar to 
dreams, just experienced when awake – which is 

exactly the HG understanding about dreaming 
and psychosis. You wryly observe that, while 
most people, including professionals, accept 
dreams have some meaning, similar experiences 
when awake are dismissed, by psychiatrists at 
least, as meaning nothing – just a fault in the 
dopamine system, rather than reflecting some-
thing in our life experiences or circumstances.1

You were, I believe, one of the earliest re-
searchers to find the connection between child-
hood abuse and psychosis?
READ: Yes, my first review was in 1997. Obvious-
ly people had written about the idea and lots of 
service users knew about it, but mine was the 
first academic review.
WINN:  One of your research interests is in how 
people with what are usually termed hallucina-
tions and delusions understand those experienc-
es themselves. Broadly, what have you found?  
READ: I’ll start with the surveys and come back 
to my own experiences. Surveys of people with 
a diagnosis of, say, schizophrenia, show an even 
stronger psychosocial perspective than the aver-
age member of the public. One large study found 
that 90–95 per cent of people with a diagnosis 
do not believe, at least at the beginning of their 
treatment, that there is anything biologically 
wrong with them. This, unfortunately is mis-
presented by psychiatrists as a lack of insight 
which, miraculously, becomes a symptom of the 
illness – ie trying to explain to the psychiatrist 
that there is nothing biologically wrong with 
you. This is a very effective power play and dou-
ble bind – you can’t talk your way out of it. And 
if you get very upset, as a consequence, the more 
that confirms that you are crazy. 
WINN: I thought that lack of insight referred to 
people thinking hallucinations or delusions they 
may have are actually real. 
READ: That is one form of lack of insight, but, 
overall, it is a misuse of the term originally used 
by psychodynamic therapists. They used it to 
mean that someone wasn’t aware of something 
that had gone on in their life that was still affect-
ing them, because they were repressing it. But 
psychiatry has co-opted it and one of the mean-
ings now is that the person doesn’t have insight 
into the fact that they are ill – and that they 
need medication. One of the criteria for psychia-C
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Lack of insight:  
the story of psychiatry

John Read tells Denise Winn about his work showing adverse life events explain 
most types of emotional distress, and how the medical model ignores it.
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on them of such negative messages be-
ing drummed into their brains from 
a very early age. However, even when 
it is accepted that circumstances can 
play a part in mental distress, the 
medical profession often talks about 
a predisposition to vulnerability. In 
other words, they claim, it is genetic. 
You would say otherwise. 
READ: Yes, because it is absolutely a 
mistake. In the 1970s, the stress vul-
nerability model was invented. It is in 
every textbook, taught to every men-
tal health professional, that you in-
herit a predisposition to various things, and 
the strength of that predisposition deter-
mines how much stress is required to push 
you over the edge into whatever diagnosis 
you end up with. What biological psychiatry 
never tells people, and they have probably 
forgotten themselves, is that the original 
model was very clear that the predisposition 
could be trauma based.2 The researchers in-
cluded trauma itself as the predisposition to 
subsequent traumas and stresses, pushing 
someone over the cliff. And that is absolute-
ly obvious. If, say, you have been physically 
abused as a child, you are going to be more 
sensitive to and more damaged by physical 
abuse later. So both aspects of the stress vul-
nerability model can be adversity based – or 
trauma based, to use the word they did. You 
don’t need a genetic predisposition. 

Also, they haven’t found these genetic 
predispositions! They are still at it, after 50 
or 60 years, saying, “Please give us anoth-
er £50 million and we will find it one day”. 
The genetic research has gone nowhere. Re-
searchers have given up looking for specific 
depression or schizophrenia genes and now 
they are looking for combinations of hun-
dreds of genes. It is a huge waste of mon-
ey. I was at a conference with my colleague, 
Professor Richard Bentall, probably our 
best clinical psychology researcher, when 
he asked the geneticists, “Can you identify a 
single patient who has ever benefited in any 
way whatsoever from any of your research?” 
And there was silence. 
WINN: Your latest paper, which looks at antide-
pressants and suicide, starts with some pretty 
horrific statistics, none of which, unfortu-
nately, are a surprise. For instance, in the UK, 
in 2021 to 2022, there were 83.4 million pre-
scriptions of antidepressants made out to 8.3 
million people, representing a five per cent in-
crease, in both prescriptions and people, from 
the previous year.3 This is nearly one in five of 
the adult population. Similarly high prescrip-
tion rates are found in Australia, Belgium, 
Canada, Iceland, Portugal, and Sweden.4 

try’s version of lack of insight is agreeing to 
have medication, which is quite astonishing. 
Then they turn it into an actual symptom of 
the illness, which is also strange. They call 
it anosognosia, which makes it sound like a 
real medical thing. 
WINN: Apparently French neurologist Jo-
seph Babinski created the term in 1914 to 
describe someone who had lost the ability to 
use or feel the left side of their body – but 
clearly it has been widened out to encompass 
schizophrenia, too. 
READ: Surveys show that most people with 
a diagnosis of schizophrenia think that the 
voices they hear mean something about what 
is going on in their lives, but usually they 
aren’t asked about that. I should stress that 
not all people think this way, and not just in 
psychosis, because some people find a bio-
logical explanation reassuring. And the fact 
that there is a diagnosis means that others 
have the same recognisable condition, and 
therefore the doctor must know what to do, 
and that can be reassuring, too. 

My own experience with patients confirmed 
the research – if two things happen: first, if 
you can establish a relationship with some-
one who is hearing voices and is a bit para-
noid; and, second, if you ask directly about 
what has gone on. This is not as straight-
forward as it might sound. Establishing 
the relationship can be difficult because, 
understandably, if you have been through 
enough bad stuff with other human beings, 
you don’t trust very easily. And if, on top of 
that, you have been through bad stuff in the 
mental health system, you won’t easily trust 
your thirteenth clinical psychologist. 
WINN: Are you familiar with Canadian physi-
cian Gabor Maté’s idea of trauma with a big 
T and a little t? The big T refers to the kind 
of things you have just talked about and the 
little t might be bullying at school or being 
told you are not good enough. What about 
the people with the little t experiences who 
end up with a diagnosis of schizophrenia? 
They haven’t anything very terrible to tell 
you, but obviously something did happen 
that affected them. 
READ: I think the word trauma has got us 
into a lot of trouble. I tend to prefer adverse 
events. It is more inclusive. An event like be-
ing raped is awful, but so is being continu-
ally emotionally abused every day as a child, 
and being told you are rubbish and you will 
never amount to anything. It might not meet 
the traditional criteria for trauma but can be 
just as debilitating. That is why I prefer to 
broaden it out to adverse events.
WINN: Indeed. And I think that people who 
seek therapy absolutely recognise the impact 
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shown to work with depression that was associ-
ated with a greatly increased risk of suicide.7 Do 
you know about that side of things?
READ: I am familiar with David’s work and that 
editorial. And it is even worse than that because 
the drug companies have since acknowledged 
that SSRIs themselves increase suicidality in 
people up to the age of 24. They draw attention 
to that in a black box suicide warning on their 
information leaflets. In any other branch of med-
icine, if you had a drug that increased the thing 
that it was supposed to be decreasing, it would be 
off the market the next day. But somehow in the 
world of psychiatry and mental health, different 
rules seem to apply.
WINN: That is very much the point that you make 
in your paper about the coroners’ courts: “We do 
not know in how many cases the problems for 
which the drugs were prescribed contributed to 
the deaths. Nor can we tell in how many of the 
7,829 cases antidepressants actively contrib-
uted to the deaths. We can say, however, that 
antidepressants failed to lift the depression 
sufficiently to prevent 2,718 hangings, 2,329 
overdoses, 440 cases of jumping or falling to 
one’s death, 126 cases of shooting oneself, and 
40 of setting oneself on fire. In none of the 3,543 
cases for which the coroner reached a clear ‘sui-
cide’ verdict, can antidepressants be reasonably 
described as effective. In somewhere between 40 
per cent and 80 per cent of the overdoses, the 
medicines prescribed to help prevent suicide 
were used to commit suicide.”6

You feel that these dreadful figures, behind all 
of which lie tragic personal stories, under-rep-
resent the true picture, partly because National 
Institute for Health and Care Excellence (NICE) 
guidelines for media reporting of suicides state 
that best practice includes avoiding presenting 
detail on methods. 
READ: The paper relied entirely on one bereaved 
father, who wished to remain anonymous, who 
gathered as many media reports as he could find 
over that period of time, which was a remarka-
ble effort on his part. But a lot of suicides don’t 
reach inquests and he may not have found all the 
reports including antidepressants. So, although 
it is not a small picture, still, there is no way to 
know how many we have missed.
WINN: You say in the paper that, since 2009, cor-
oners in England and Wales have had to report 
cases where it may be possible to prevent future 
deaths. Presumably they do and I wonder if you 
know what happens.
READ: My guess is not enough and it certain-
ly hasn’t been acted on. It would be sad if there 
were no national monitoring because, otherwise, 
what would be the point of all these inquests. The 
parallel for that is what happens in mental health 
services when there is a suicide. We published a 
paper based on Freedom of Information requests 

In the UK, 54 per cent of prescribed antidepres-
sants are SSRIs (selective serotonin reuptake in-
hibitors), followed by SNRIs (serotonin and nor-
epinephrine reuptake inhibitors), which make 
up 23 per cent of the prescriptions, and tricy-
clics, also 23 per cent.5 

You analysed nearly 8,000 media reports be-
tween 2003 and 2020 of coroners’ inquests in 
England and Wales where suicide and antidepres-
sants were mentioned.6 SSRIs accounted for just 
under half the antidepressants, and tricyclics just 
under a quarter. Of 2,329 cases of death by over-
dose, 933, just over 40 per cent, were overdoses 
of antidepressants, over half of which did not in-
volve other substances. That is pretty shocking.
READ:All we can say unequivocally about which 
antidepressant drugs are the most dangerous in 
an overdose situation is that the two older types, 
monamine oxidase inhibitors and the tricyclics, 
were extremely toxic. There was a period, I think 
in the 1980s, when the leading mechanism for 
suicide was antidepressants. Part of what I was 
trying to communicate in the inquest study was 
that SSRIs, which account for 70–80 per cent of 
all prescriptions today, were marketed as safer 
– not that they were more effective, or more su-
perior to placebo than the older drugs, but they 
were actually marketed as safer in an overdose 
situation. My paper suggests that might not be 
the case. However, it is not rigorous research; it 
is certainly reporting large numbers, but it is not 
an experiment or a research project, so we need-
ed to be careful with the conclusions we drew. 
WINN: If they were marketed as safer, were there 
any grounds to think they were safer? 
READ: Probably the companies marketing these 
drugs produced the requisite two studies, which 
is all you need in this country in order to get Men-
tal Health Regulatory Authority approval. And, 
as a quick aside, how terrifying is it that, at this 
moment, the Government is putting through a 
bill to speed up approval of drugs by ruling that, 
if the Food and Drugs Administration in Ameri-
ca has approved one, then we should automatical-
ly approve it in the UK. It is terrifying because 
the FDA is severely influenced by drug compa-
nies. But, to answer your question, companies 
could have produced a couple of studies showing 
that SSRIs were slightly less dangerous. If the 
studies were big enough, there would have been 
some suicide attempts with both the drugs being 
tested and the comparison drugs. The numbers 
would have to be huge, so I don’t know how they 
could do that. However, not having any evidence 
wouldn’t have stopped claims being made.
WINN: In an editorial for the BMJ in 2015 on 
serotonin and depression, psychiatrist and psy-
chopharmacologist David Healy really tore into 
the marketing of SSRIs. He said the marketing 
pushed tricyclics largely out of the picture and it 
was a problem because, he said, SSRIs were never 
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put that on one side, is that we need to enforce 
the ethical principle of informed consent. So it 
is not for me, or you, or anyone else, in my view, 
to say what treatments should be on offer but 
all of us involved in mental health should insist 
that there are choices and that patients are fully 
informed. So if people are told that there is an 
increased risk that they might commit suicide, 
that they might experience withdrawal effects 

on stopping, which in 
half of people are likely 
to be severe, that there is 
only a very tiny percent-
age of people for whom 
antidepressants are bet-
ter than placebo, and all 
the rest of it, and they 
still choose to take the 
drug, that is their right, I 

believe. So I am not against them and there is no 
question that antidepressants help some people, 
certainly in the short term. The fact that that 
is almost always because of the placebo effect 
doesn’t, at one level, matter. 
WINN: Final question. I was impressed to read 
about the impact your research has had on ac-
ademics and professionals in the field. This 
includes international uptake of your clinical 
workshops; invitations to numerous interna-
tional conferences, often as a keynote speaker, 
to present your research; invitations to write 
chapters in international books; and over 22,000 
citations, including 54 publications cited more 
than 100 times! Yet you don’t say stuff that is 
mainstream. How have you managed to keep 
your reputation when you get so attacked – in-
deed, our editorial describes how the president 
of the Royal College of Psychiatrists wrote to na-
tional newspapers, saying that your latest paper 
would unjustifiably worry people.
READ: I do get a lot of quite vicious attacks on 
social media like Twitter. In our world, it comes 
with the territory. Recently we did a review of 
ECT showing that there is very little evidence 
for benefits and it causes a lot of brain damage, 
and there were about five critiques in psychiatric 
journals, all misrepresenting what we had said. 
One of the ways I deal with that is by religiously 
replying to every journal or individual, pointing 
out all the misinformation and correcting it, and 
that is exhausting. 

The human rights struggle we are engaged 
in is very hard because we are going up against 
heavily invested forces, primarily the drug com-
panies and a profession that some say has sold its 
soul to the drug companies. But, in that process, 
you also meet the best people in the world and 
that is what keeps us all going – magnificent peo-
ple around the world fighting in many different 
ways against medicalisation of human distress. 
And your organisation is a part of that. n

sent to all mental health trusts in England, ask-
ing about rates of suicide of people in their care 
and how many people who had killed themselves 
had been offered treatments for depression recom-
mended by NICE, such as psychological therapy.8 

Every time anyone kills themselves in the men-
tal health services, there is a huge enquiry, so we 
assumed naively that the trusts would have all 
this data. Nearly half provided no information at 
all. Just over half provid-
ed suicide rates only, pro-
ducing a mean annual su-
icide rate per trust of 20. 
Only one trust was able 
to access and report data 
about who was offered 
which therapies in the 
year leading up to the su-
icides. It seems extremely 
problematic that most mental health services do 
not have ready access to the data on the factors 
that might have contributed to suicides within 
their services. I was staggered.
WINN: NICE has known of a “small but signifi-
cant increase” in suicidal thoughts in the early 
stages of antidepressant treatment since 2014,  
you tell us, and, indeed, they advised monitoring 
in early stages. But this doesn’t always happen, 
as we know. I wrote in this journal about a har-
rowing case concerning a young man of 22 who, 
at an urgent mental health assessment, told 
the community psychiatric nurse that he was 
deeply depressed, thought of suicide every day, 
specifically mentioned hanging and revealed an 
extremely serious suicide attempt two years ear-
lier, when he took an overdose, slashed his wrists 
and stabbed himself in the heart. A psychiatrist 
prescribed an SSRI without even going in to see 
him and no follow-up appointment was made. He 
hanged himself three weeks later.9 

Now NICE has amended its guideline to make 
it clear that people should be checked one week 
after starting antidepressants. Before, it said 
‘after one week’, which could presumably have 
been interpreted as any time after a week, or 
they wouldn’t have bothered to change it.

In your conclusion to the paper, you pull no 
punches: “It has to be said, on behalf of the thou-
sands of people whose deaths provide the basis 
for this article, that doctors and professional 
bodies have an ethical responsibility to avoid 
prescribing or recommending treatments that 
are no more effective than a placebo for most pa-
tients, which increase suicidality in many, and 
which constitute an effective method for killing 
oneself.”6 You probably think, then, that antide-
pressants shouldn’t be prescribed at all? Is that 
the outcome you would hope for?
READ: Let me just clarify my position. I don’t 
think we should not have antidepressants. My 
position on everything except ECT, and we’ll 

In any other branch of med-
icine, if you had a drug that 
increased the thing it was 

supposed to be decreasing, it 
would be off the market.
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