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1 Summary conclusions.
a) Iatrogenic treatments. 1 million patients per day attend primary care (GP practices and A&E) in England, nearly
half of whom are seeking talking therapy to cure their low mood, but 9 out of 10 are prescribed antidepressants
(ADs) which can have severely harmful side effects, including addiction (dependency) depression, and suicidal
tendencies.
b) 7 million in England (35,000 in the city) are now on ADs, mostly against NICE guidelines, which say that mild and
moderate cases should be treated with talking therapies, but referral to treatment (RTT) waiting times are so
long (6 months) that GPs have no alternative but to prescribe ADs.
c) ADs side effects can cause dependency for a ruined life. The Royal College of Psychiatrists used to maintain
that ADs had only ‘mild side effects lasting only a few days’, but they recently conceded (press release 29.5.19 in
appendix 2, reported in the Daily Mail 30.5.19) that the side effects can be severe, and last months. They
recommend that doctors should explicitly warn patients of these dangers, and that NICE guidelines should be
rewritten accordingly.
d) Research has shown that 3 in 5 patients can become dependent and addicted to ADs, numbering 4 million
nationally and 20,000 in the city.
e) These patients are seeking help to withdraw, which GPs cannot provide, overwhelming primary care and causing
the crisis.
2 Recommendations.
This HWB meeting instructs the Clinical Commissioning Group (CCG) to:
a) Design a new social prescribing system so that GPs can give patients social prescriptions for the social
interventions and talking therapies described below.
b) Patients can cash these social prescriptions for free treatment at Community Care Centres (CCCs)
c) The therapists can be paid by submitting the used prescription vouchers to the NHS, as pharmacists are paid for
drugs.
d) Licence complementary therapists’ organisations to create and run CCCs to treat patients with these
interventions, as called for in the Better Care Fund (BCF) legislation 2013, and funded in 2019/20 by £8 bnpa
nationally and £40 mpa locally.

e) Licence sufficient therapists to provide these interventions to all patients needing them within the 2015
statutory Referral to Treatment (RTT) waiting times of 2 weeks for suspected psychosis, 6 weeks for 75% of other
mental conditions, and 18 weeks for the remaining 25%.
f)

Decommission prescription medication for low mood.

g) Commission a pilot CCC run on the above licencing scheme in the empty 290 square metres on the first floor of
191, Portland Rd Hove, BN3 5JA, above Wish Park surgery, for cluster 4 surgeries (shortly to become called ‘West
Hove Primary Care Network’)
h) Commission Alpha-stim cranial electrotherapy stimulation devices which GPs can hand out to anxious and
depressed patients for self administration for up to 3 months, costing £70, which a recent clinical trial shows is
as effective as 8 weeks CBT costing £610.
i)

Tighten law enforcement to prevent patients selling ADs (and other medication) on the black market.

PART 1 THE PROBLEM WITH ANTIDEPRESSANTS (ADs)
This part 1 discusses the problem of antidepressants, which 7 million patients in England are now taking, mostly
against NICE guidelines, which say that mild to moderate cases should be having talking therapies such as Cognitive
Behaviour therapy (CBT). Only half a million patients are actually having them annually under the Improving Access
to Psychological Therapies (IAPT) programme. Summarising, ADs:
a)

Do not even claim to cure low mood, but are just chemical cosh stimulants to take your mind off your worries,
like alcohol, nicotine, and other street drugs.

b) ADs can have severe side effects, including addiction, which keep patients coming back in a revolving door,
clogging primary care, and burning out GPs.
c) ADs are the main cause of the crisis, which intensifies as over prescribing continues to increase at 8%pa
compound (as it has for decades) and we increasingly become a Prozac nation.
d) Although the drug companies and medical establishment deny this conclusion, research seems to show that 3
out of 5 patients experience such severe side effects of ADs that they cannot withdraw, so are addicted.
e) The NICE committee on depression are consulting on this, and are due to publish their findings in March 2020.
We should lobby them to adopt the recommendations in paragraph 2.
3 Could drugs be causing the epidemic of depression?
Yes, all drugs are poisons (toxins which are toxic) which stress the body with cytokines, and inflame the mind,
causing the feeling of low mood and depression (‘The inflamed mind’ Bullmore 2018). There is a world wide
epidemic of depression, for which the main contributory cause is probably the over-prescribing of drugs (not just
ADs). Over 1 bn monthly prescriptions are now written annually by the NHS in England, so half the population (28 m)
could be on 4 drugs continuously. This is known as ‘polypharmacy’, and the combination of these drugs could
produce side effects which have not been properly studied.

4 What is the main NHS treatment for low mood?
Antidepressants (ADs, known as ‘happy pills’) for which prescribing has been doubling every decade. Now 7 million
people (1 in 7 adults) are on them in England, and 35,000 in the city of Brighton and Hove. Up to half the patients in
primary care present with low mood, (from relationship breakdown, loss of job, accident, bereavement, etc) for
which NICE recommends talking therapy in CG90 (2009), but Referral to Treatment (RTT) waiting time is so long
(over 6 months) that GPs have no alternative but to prescribe ADs to patients desperate for treatment.

5 Are the side effects of antidepressants (ADs) ‘mild’ or ‘severe’?

The official answer hitherto has been: ‘mild, and lasting for less than a week’. However, a new position statement by
the Royal College of Psychiatrists (RCPsych) published on 29.5.19 (reproduced in appendix 2) admits that some
patients may experience severe side effects which can last for weeks or months. It recommends that GPs should
warn patients about this before prescribing them. This correction has come after a long campaign by sufferers
struggling to withdraw from them. The Daily Mail took this up for the last 2 years, see edition on 30.5.19, which has a
double page spread by Sara Vine and others.

6 Why do doctors trivialise the side effects of ADs?

Because these drugs are the only treatment that doctors can give to patients desperate for relief from low mood. If
the psychiatrist or GP told you the 57 side effects listed on the patient information leaflet (see below) enclosed with
every packet of the drug (normally recommended to be taken for 6 months to 2 years) you would probably never
take them because most of the side effects are worse than the low mood which time will eventually heal without
drugs.

7 What are the side effects of ADs?

The side effects of generic antidepressants are reproduced from the NHS website in appendix 2.

Those of a common AD called Citalopram are reproduced below from the NICE website with my emphasis. The
number in brackets thus (8) is the total number of side effects in that category.

a) ‘Common (probably affect less than 1 in 10 people) or very common: Anxiety; appetite abnormal,
arrhythmias; arthralgia; asthenia; concentration impaired; confusion; constipation
depersonalisation; diarrhoea; dizziness; drowsiness; dry mouth; fever; gastrointestinal
discomfort; haemorrhage; headache; hyperhidrosis; malaise; memory loss; menstrual cycle
irregularities; myalgia; mydriasis; nausea (dose-related); palpitations; paraesthesia; QT interval
prolongation; sexual dysfunction; skin reactions; sleep disorders; taste altered; tinnitus; tremor; urinary
disorders; visual impairment; vomiting; weight changes; yawning. (38)

b) Uncommon: (Probably affect less than 1 in 100 people) Alopecia; angioedema; behaviour
abnormal; hallucination; mania; movement disorders; photosensitivity reaction; postural
hypotension; seizure; suicidal tendencies; syncope. (11)

c) Rare (probably affect less than 1 in 1,000 people) or very rare:
Galactorrhoea; hepatitis; hyperprolactinaemia; hyponatraemia; serotonin syndrome; severe cutaneous adverse
reactions (SCARs); SIADH; thrombocytopenia.’ (8)

d) Grand total (57)

8 Could these side effects accurately be called ‘mild’?

No, nobody in their right mind who read these 57 side effects carefully would describe any of them as mild, or
insignificant. Nor would they willingly risk experiencing them in exchange for their feeling of low mood (say sadness
from the death of their cat) unless they thought that they would just be temporary, and reversible.
9 Why do patients take ADs?
a) Because patients are not in their right mind when they go to the doctor, but mentally sick.
b) They do not read the side effects on the information leaflet carefully because they trust the doctor’s word that
they will be mild, and will only last a few days at most.
c) They trust his word that the pills will not harm them, as he has signed a Hippocratic oath ‘do no harm’.
d) They trust that the side effects will stop when they stop taking the drug.
10 Is what the doctor tells them true?
No, answers b), c) and d) are fake news (lies) for many (probably most) patients. You can only discover this when you
take the drug, when it is too late to not take it. According to accounts on many websites of sufferers, many people
find that the side effects on taking them are severe. However, doctors’ advice is usually that the side effects will
diminish if you keep taking the pills. This may be true as the body accommodates to the toxin. However, when you
try to stop taking them, you may find the withdrawal symptoms so severe that your body must have become
dependent on them, so you have to keep taking them for the rest of your life. This might make you feel betrayed by
the medical profession and very angry as a result.
11 Have patients any legal redress if they are harmed by the drug?
No, you cannot sue the drug company. It has covered its legal liability by listing all the possible side effects and may
even be immune from prosecution. You can try to sue the doctor or get them struck off the register, but this is very
difficult and lengthy business. Even if you succeed, it will not help you to withdraw from the drug. Nevertheless, the
NHS pays out over £1 bnpa in compensation claims from patients whom they are forced to accept have been
harmed by adverse drug reactions. (ADRs)

12 What about the side effect of ‘suicidal tendencies’?
This is a side effect of ADs generically listed as ‘rare’ (less than 1 in 1,000, see appendix 2) and for Citalopram
(highlighted above) listed as ‘uncommon’ (between 1 in 100 and 1 in 1,000). Seroxat was banned for children
because it caused so many suicides in them. As 7 million people are known to be taking ADs in England, tens of
thousands of patients could be having suicidal tendencies caused by the AD, which cannot be dismissed as an
‘insignificant’ number. And if you have ‘suicidal tendencies’ you may also be so angry that you also have ‘homicidal
tendencies’, which could account for the rise in knife crime reported in the media, as in the following examples:
a) Ann Hare set up a charity: www.ollysfuture.org.uk in memory of her son Olly, aged 23, who was feeling low, phoned
a medical help line, was prescribed an AD delivered by a pharmacist, took them for 4 days and took his own life.

b) Many infamous murderers were thought to be on them, including Thomas Mair, who killed Jo Cox MP in June 2016.
c) A sick note was found in the pocket of the German Wings pilot who flew his plane into the Alps, killing all 150 on
board.

13 Are ADs addictive?
This is the big question, which I recently (8.2.19, when in a lift at a conference) asked of 3 eminent psychiatrists. Sir
Simon Wessely (former president of the RCPsych) said ‘no’ abruptly. Dr Daniel Siegel (Mindsight Institute, USA) said
‘Well, it all depends on what you mean by addiction….’ Dr Peter Fenwick (president of the Scientific and Medical
Network on 5.4.19), said: ‘yes of course they are.’
However, the official position of the RCPsych, (who are the authority in UK and whose views the whole medical
establishment world wide respects) is that ADs are not addictive. This is because they agree with the drug
companies’ own definition of ‘addiction’, which is related to craving, and is impossible to verify objectively, as people
can fake it. However the definition which most people would agree with is that you are addicted if you have become
so dependent on the drug that you cannot cope without it - the drug (not you) controls your behaviour.
14 Is ‘addiction’ or ‘dependency’ a listed side effect of ADs?
No. Neither word appears in either the generic list (appendix 2) or the list for Citalopram (paragraph 7)
15 Why is ‘addiction’ or ‘dependency’ not listed?
Because addiction and dependency is the most feared side effect of all, because it is seen as probably irreversible.
Getting addicted could be a life sentence, which is worse than a death sentence.
16 Does the recent promotion of the side effects of ADs from ‘mild’ to ‘severe’ imply that the RCPsych accepts
that ADs are addictive?
No. The severity only describes the degree of that particular side effect. For example, constipation is a stated side
effect which can be mild or severe, but is only related to bowel movements.

17 Why is it important for the drug companies and RCPsych to prevent ADs being listed as addictive?

Because patients regard addiction as the most serious side effect, because it implies that it may be irreversible, and
that you will have to take for the rest of your life.

18 Can you get used to side effects?

Yes. Side effects are the feelings in your body as the toxin of the drug is detoxed in your liver. However, our bodies
are very adaptable, and can accommodate some toxins in large doses. In time, we can usually get used to these
feelings, which we then think of as ‘normal’, and forget that they are caused by the drug. We therefore come to
believe that the side effects have ‘gone away’. We also have an investment in thinking that the drug is benefiting us,
by dispelling our low mood. We don’t want to admit that it may be doing us more harm than good, so was a mistake,
which might make us feel ashamed.

I suffered a bad back in 1991 (when I was 55) and was prescribed Ibuprufen (A Non Steroidal Anti-inflammatory
Drug, now called Neurofen, available over the counter without prescription) It switched off my pain, but 2 months
later I fell and broke my back with compression fractures. I was found to be acutely osteoporotic (low bone density).
I stopped taking Ibuprufen causing acute withdrawal symptoms which lasted for 3 days. It taught me a lesson I will
never forget, namely don’t take drugs, but listen to your body.

19 Why is it difficult to withdraw from ADs?

ADs (and other mood altering drugs) affect the neurotransmitter (such as serotonin) levels, and the body
accommodates these to the intake from the drug. When you cease taking them the body has to accommodate to
doing without them, so you get withdrawal symptoms, which may be worse than before you started taking them.
There is some research suggesting that the neural pathways in the brain can be affected in such a way as to be
irreversible after taking some drugs.

20 What about weight gain?

One of the commonest side effects of many drugs (including APs) is weight gain. Many drugs are now overprescribed, which may be part of the cause of 1 in 2 women and 1 in 3 men being classed as obese or overweight in
England.

21 What are the side effects of other mood-altering drugs?

All mood-altering drugs alter our mood by changing our body chemistry. This can be a slippery slope, risking getting
trapped in dependency or addiction. This applies to street drugs, such as alcohol, nicotine, caffeine, which are legal
because they are in such common use, and cannabis, cocaine, heroin, which are illegal, because they are so addictive

and destructive. However, these effects can also apply to prescription medication, such as ADs, APs, and opioid pain
killers, although this is disputed by the vested interests (doctors and drug companies).

I have never taken street drugs (other than alcohol in moderation) but was fully conscious while having a
replacement hip in 2004 under lumbar puncture anaesthetic with an opioid drip. This gave me the wonderful feeling
that I imagine heroin users get, but that night was the worst in my life, as the drug detoxed through my skin, making
me itch so badly that I got hardly any sleep. I can thus imagine what those who try to withdraw from ADs and APs,
which they have been on for decades, may go through.

22 Why aren’t the addictive effects of prescription medication more widely known?

Because the drug companies have deliberately kept this fact hidden, and put out disinformation to the contrary,
which doctors believe because they have been brainwashed. However, the truth has recently been exposed about
opioid pain killers, about which there is a storm in the media, particularly in America. It is now time to expose the
truth about ADs for the sake of the 4 million patients now probably addicted to them in England, and commission
drug-free alternatives.

23 How addictive are ADs?

I have read that recent research shows that 3 out of 5 patients taking ADs have such difficulty in withdrawing that
they believe that they are dependant on them, so will have to take them for the rest of their lives. However, this
conclusion is controversial, and is contended by the vested interests. However, under the precautionary principle,
commissioners should commission drug-free talking therapies to protect the interests of patients, doctors and the
taxpayers. That is the purpose of this paper.

24 The example of Valium

The Antipsychotic (AP) ‘Valium’ (benzodiazepine) has been overprescribed (like sweets) to patients, such as young
mums. Its addictive nature was exposed in the 1990s. As with any drug, we develop a tolerance so have to increase
the dose to get the same effect. When we try to stop, we get what is called ‘rebound anxiety’, which may make us so
anxious that we have become dependent on them that we keep taking them for the rest of our lives.

25 The example of alcohol

Alcohol has been used for millenia to combat low mood. Roman addicts used to worship Bacchus, the god of wine.
However, its antisocial side effects (e.g. violence) can wreck your life if you become addicted, and cannot control
your behaviour. In Victorian times, babies were given gin to soothe them, and half the population drank to excess
giving rise to the temperance movement. Over the last few decades, drink driving was made illegal, and alcohol is

heavily taxed to discourage its use. Alcoholics Anonymous helps sufferers to become clean with the 12 step method,
and detox dry houses, and rehabilitation centres were established to get addicts clean and dry.

26 The example of nicotine

Nicotine is another mood altering drug, taken by smoking tobacco, which was introduced to Europe about 4
centuries ago. Smoking is also addictive, and can lead to lung disease and cancer. 50 years ago, clever marketing by
the tobacco companies persuaded half the population to smoke it, but according to campaigners, the resulting side
effects were killing 2,000 people per day. The UK law was gradually changed to prohibit tobacco advertising, put
health warnings on every packet, and made it illegal to smoke in public places from 2007. Withdrawal (quitting) is
facilitated with e cigarettes, and hypnosis, which is provided free on the NHS, and the incidence of smoking tobacco
is now thought to have dropped to about 25%.

27 The example of cannabis, cocaine

These and other street drugs are addictive and have such severe side effects that they are illegal, with heavy
penalties for possession with intent to supply, including imprisonment and lifetime employment bans for teachers.
Nevertheless about half the population are reputed to have tried them in their youth. Michael Gove MP, as a
candidate for leadership of the Conservative party, recently confessed publicly to having done so a couple of times
20 years ago. This has led to questions in the media whether those who have ever taken illegal drugs are fit for high
office. A ban could only be justified if the side effects could be scientifically shown to involve irreversible serious
cognitive impairment (see paragraph 19)

28 The example of caffeine as an AD

Caffeine is a mood altering (antidepressant) drug, which is legal and unregulated, because it is regarded as safe. It is
used daily as a stimulant by many, (if not most) people, particularly to get us going in the morning. According to
Wikipedia, it is of the methylxanthine class, and stimulates certain portions of the autonomic nervous system. It
prevents the onset of drowsiness induced by adenosine, by reversibly blocking the action of adenosine on its
receptors.

29 What is the difference between street drugs and prescription medication?

a) You have to buy street drugs out of your disposable income.

b) Prescription drugs are given away freely at taxpayers expense on demand by a GP on a single application,
perhaps over the phone, and once prescribed, you can get repeat prescriptions for life by simply requesting
them.

c) Pharmacists are so eager to get your custom that they will deliver them through your letter box monthly in
perpetuity, with no questions asked whether you still need them for your mental health.

d) Unless and until you ask for a medication review, no questions will probably be asked as to what you are doing
with them, but the presumption is that your low mood has not gone away, and that you still need to take them.
However, if you do what nature prescribed, and change your lifestyle without taking any drugs, your low mood
will lift in weeks, months, or at most a few years.

e) Instead of taking them, you could be storing them, and selling them on the black market. This is illegal, and is
wrecking the lives of other people, who become drug addicts and dealers, but the system is set up so that you
are presumed to be innocent until proved guilty. This is probably a major contributor to the epidemic of
depression, which is sweeping the world, and the criminal justice system should put a stop to it, hence
recommendation 2i) above.

30 Is there any help to withdraw from street or prescription drugs?

Most addicted people want to withdraw, and Local Authority Councils used to provide detox and rehabilitation
services for addicts of street drugs. But these services have been drastically cut, and may no longer exist in some
places. There are many websites giving advice on this, and also withdrawal from medication. The Council for
Evidence Based Psychiatry, CEPUK, www.cepuk.org, are campaigning for addiction to be acknowleged, and doing
research on how to help patients withdraw.

31 How does this affect GPs?

GPs know that by prescribing ADs they are breaking their oath to ‘do no harm’, but they have no alternative when
confronted by a desperate patient demanding treatment now. The guilt and shame that results from this may be the
unspoken reason why they are now taking early retirement at an average age of 55, and nobody wants to be a GP.

32 How many GP surgeries have closed?

Last year 138 surgeries shut in England last year, displacing half a million patients making a total number of closures
of 585 since 2013, affecting 1.9 million patients. There are now 28,697 GPs, which is a net loss of 441 on the number
last year (Daily Mail 31.5.19). 11 surgeries have closed in the city in the last 4 years, and one (Matlock Rd, Brighton)
is consulting on closing soon.

33 What happened to government promises?

In the Conservative manifesto for the election in 2017, they promised to provide 5,000 extra GPs, but this was just
electioneering, as no government can stop doctors voting with their feet against a toxic NHS that does more harm

than good with these medications. However, central government have delegated the responsibility for the
management of primary care to the Health and Wellbeing Boards, which is why this paper is directed at the
councillors on it. They are the only people with the statutory power to act by calling the Clinical Commissioning
Groups to account for the spending of their budgets (£80bnpa nationally, and £450 mpa locally) to get best value for
patients, doctors and taxpayers.

34 How have the drug companies behaved?

The drug companies have cleverly marketed mood-altering drugs, (including ADs, APs, and opioid pain killers) to take
the traditional place of alcohol and tobacco, recently vacated by laws to discourage their use. However, these
prescription drugs have substantially the same effect on people, namely to raise low mood temporarily. The trials on
the drugs failed to check whether they cause dependency and addiction, claiming to be safe whereas they are just as
dangerous as alcohol and tobacco. Thus, drugs were marketed to the governments of the world by means of fake
news (lies). This has not only given them licences to supply, but also to be paid out of taxation for supplying these
drugs. This has created a very lucrative business worth £bnpa, but it is a scam, which should be exposed, and
regulated in the public interest.

35 Why do psychiatrists say that ADs are not addictive?

Because they were captured long ago by the drug companies. When these drugs were invented around 50 years ago,
the drug companies asked the leaders of the Royal College of Psychiatrists (RCPsych) (and equivalent bodies in
America and Europe) to back their applications for licences, by saying that psychiatrists would be the only doctors
who could lawfully prescribe them. (Whitacre 2010 and 2015) This gave psychiatrists a career advantage over
psychologists, who could only provide talking therapy. This is why psychiatrists have since taken the side of the drug
companies in the battle of ideas as to whether the drugs are addictive or not.

36 Does the new statement that ADs can have severe side effects indicate that the RCPsych have changed their
mind?

Yes, the statement on 29.5.19 from RCPsych (reproduced in appendix 2) says that they have changed their mind
about the side effects of ADs, which have been promoted from ‘mild’ to ‘severe’. This is a step in the right direction,
but they have not yet conceded that they can be addictive. However, patients have been mounting campaigns for
years that ADs are addictive. (CEPUK)

37 Are NICE consulting on their guidelines for depression?

Yes. The last directive on treatments for depression came out in Clinical Guidance CG90 (2009) It is very long and
detailed, and patients have complained about them ever since they came out. Accordingly, NICE have been
consulting on new guidelines for years. The launch of the new guidelines was billed to be announced at the New

Savoy conference on 21.3.18 in London, in my presence. However, contentious issues, including addiction, resulted
in the launch being postponed to March 2020.

38 What have RCPsych asked NICE to do in their statement on 29.5.19?

All the statement (see appendix 2) says is that the side effects of ADs can be severe (rather than mild) so we can only
presume that this is all that NICE could act on.

39 Will this make any difference to treatments that commissioners commission?

On previous experience, probably not. However, I am an eternal optimist, and hope that it will.

40 Will NICE admit that ADs are addictive?

Not unless the RCPsych change their mind, admit this, and instruct NICE to change their guidelines accordingly.
Hitherto, the RCPsych have always taken the side of the drug companies, but the research finding that 3 out of 5
patients (4 million in England) may be dependant on ADs will focus the minds of all concerned. The main body on the
patients’ side is CEPUK, led by Prof John Read, and Dr Joanna Moncrief. However, this is not just a national issue, but
an international one, so the world’s psychiatric governing bodies are affected. As with Brexit, any country can take
the lead, and I hope that UK will do so, as we have the best developed institutions.

41 What do NICE guidance CG 90 say about depression?

CG90 (2009) is very long and detailed, and so hedged about by unverifiable conditions, that almost any treatment
could be justified by interpreting them in some way. The following is extracted with my emphasis, and comments:

1.4.4 Drug treatment
1.4.4.1 Do not use antidepressants routinely to treat persistent sub-threshold depressive symptoms or
mild depression because the risk–benefit ratio is poor, but consider them for people with:
•

a past history of moderate or severe depression (these are value judgements, which can mean anything) or

•

initial presentation of sub-threshold depressive symptoms that have been present for a long period (typically
at least 2 years ditto ) or

•

sub-threshold depressive symptoms or mild depression that persist(s) after other interventions. ‘ These
conditions are irrelevant in general practice because the waiting time for talking therapies is more than 6
months, so GPs just prescribe ADs if the patient insists on being treated immmediately.

42 Are NICE guidelines mandatory on commissioners?

No, they are only advisory, so commissioners can ignore them, although if they do, they are supposed to publish the
reason. This is why NICE has been described as a ‘toothless wonder’. For example, I have been campaigning for more
mindfulness courses, which obtained NICE recommendation for patients who had had 3 previous bouts of
depression under CG23 (2004) but my CCG has neither commissioned more, nor published the reason, nor engaged
with my arguments. The only way I can hope to call them to account is to write papers (like this one, all published on
my website) and send them to councillors on my HWB, as they are the only people with the statutory power to take
action.
43 What is the root cause of the crisis in primary care?

The huge (4 million) and increasing (at 8%pa) number of dependent or addicted patients requesting help to
withdraw from ADs and other drugs. GPs can’t help them, as they have no other treatments they can prescribe, but
are overwhelmed by them, and feel guilty that they caused the problem. This is the most likely cause of why so many
are retiring early (average age 55) and nobody wants to replace them, but they are too ashamed to say so publically.
What GPs need is to be able to prescribe alternative, non-drug treatments for mental disorders and addiction, which
are free of side effects, which I discuss in part 2.

44 How long is the waiting time for talking therapies?

At present, the Referral to Treatment (RTT) waiting time averages 6 months, because too few talking therapies are
commissioned and available on the NHS under the Improving Access to Psychological Therapies (IAPT) service. This
treats about half a million patients annually with individual Cognitive Behavioural Therapy (iCBT) However, this long
waiting time forces GPs to prescribe ADs, which is why 7 million are already on them in England, (35,000 in the city
of Brighton and Hove) and why about 4 million have become dependent (20,000 in the city).

The IAPT programme was introduced in 2006 with all party support to ‘end the Prozac nation’, when 2 million were
on ADs. Now, 4 times more patients are on ADs, and 14 times as many as are on talking therapies. This is not what
Parliament intended, and is against the interests of patients, doctors and taxpayers. The solution is a culture shift
from medication to meditation, (mindfulness) as described below.

PART 2 SOLUTION – COMMISSION DRUG-FREE TREATMENTS

45 Are there any effective drug-free treatments for low mood and addiction?

Yes, there are plenty of talking therapies available in the private sector for patients who can afford to pay the going
rate, which averages about £50 per hour for individual treatment, and £10 per hour for classes in the city. However,
the poor can’t access them, because they cannot afford them, which is the cause of health inequalities. The
Marmion report 2010 found that the poor start suffering long term conditions at an average age of 37, which is 18
years before the rich at 55, and die aged 70, 10 years before the rich, aged 80.

46 Which are the most cost-effective methods?

Meditation classes, in which one facilitator can teach about 15 students, who get peer support from each other.
Mindfulness Based Interventions (MBIs) have been shown to rewire your brain to regulate itself within the window
of tolerance between chaos and rigidity, which is the prerequisite of mental and physical health. It also trains you to
pause and respond appropriately, rather than react automatically, which improves your performance in every
activity of your life.

47 Are MBIs NICE recommended?

Yes. The Mindfulness Based Cognitive Therapy (MBCT) 8 week course got NICE recommendation in 2004 under
CG23 for those who have had 3 previous bouts of depression, because it halves the 5 year relapse rate, which no
drug has ever done. There have since been more than 5,000 peer-reviewed papers showing that MBIs are effective
in treating almost every mental health condition, including eating disorders. The All Party Parliamentary Group
published a Mindful Nation UK report in 2015, recommending that MBIs be introduced in the NHS, education,
employment and the criminal justice system, which is being implemented. (see
www.themindfulnessinitiative.org.uk)

48 What other drug free interventions are available?

a) Family Constellation Group Therapy (FCGT) is more common than CBT in Germany and Spain. In 2008, I
completed a 4 year training to facilitate it, and have been running drop in groups for donations weekly since, and
have had over 1,000 satisfied clients. I have written a proposal for a clinical trial, published on paper 9.124 of
www.reginaldkapp.org.

b) Brainspotting, (see www.bspuk.com) was developed from EMDR and mindfulness in USA since 2003, and is now
in 60 countries. I completed a 9 day training in this last April, and run drop in practice sessions for donations in
Hove every Sunday, to which all are welcome.

c) Alpha-stim is the quickest and cheapest intervention I have found, which was developed in USA since 1981. You
clip electrodes on to your ear lobes, and plug it into a battery operated electrical device the size of a small
mobile phone. It uses Cranial Electrotherapy Stimulation (CES) which produces calming alpha wave frequencies
(8-12 Hz) to simulate the altered state of meditation. The device has had over 150 successful trials in America,
and the first trial in England in the NHS IAPT service on 161 anxious patients is published in the Journal for
Affective Disorders JAD, (see references). This showed that Alpha-stim self-administered electro therapy costing
£70 was just as effective as 8 sessions of iCBT costing £610, saving £540. Instead of AD prescriptions, GPs could
lend these devices for a month to anxious and depressed patients with no RTT waiting time. This intervention
could reverse this iatrogenic trend as fast as the devices can be delivered to GPs. The company have offered to
lend me 20 for trial in local surgeries.

49 How can these new interventions be provided for patients in primary care?

By implementing the provisions legislated for and funded under the Better Care Fund (BCF) 2013, to treat vulnerable
patients, personified as Rachel (65, depressed and in sheltered accommodation) and Dave (40, alcoholic and
homeless) in Community Care Centres (CCCs) The CCG policy should therefore be to reverse this trend, diverting
money from drugs into drug-free treatments. This will reduce health inequalities by paying these complementary
therapists to treat the poor free at the point of use as if they were rich, by giving them these interventions in
Community Care Centres. No CCC has yet been created, and no Rachel nor Dave has yet been treated as Parliament
intended. However, councillors have the power and the budget to implement this, by adopting the
recommendations in paragraph 2.

50 Is a new prescribing system needed to do this?

Yes. To do this, we need a new system of social prescribing so that GPs can prescribe social interventions and talking
therapies as easily as they can prescribe drugs. There are plenty of qualified complementary therapists providing
these drug-free treatments in the private sector, who should be invited to apply for a licence to treat patients free at
the point of use in the NHS. They should be paid for their services at agreed tariff rates on receipt of the used
prescription voucher, as pharmacists are paid for drugs. This new licencing system would help eliminate health
inequalities, which has it has been government policy for decades.

51 What can the HWB do about this?

The HWB terms of reference empower councillors to call the CCG to account for their policies, and how they spend
their health budget of £450mpa to get best value for patients, doctors and taxpayers. The HWB should therefor call
on the CCG to decommission drugs, and commission, procure and provide the above-mentioned drug-free
alternatives treatments, as recommended in paragraph 2. There are many further papers describing details on
section 9 of www.reginaldkapp.org. I hope that the HWB will support my CAmpaign for Social Prescribing of Talking
Therapies (CASPOTT) see 9.140 of www.reginaldkapp.org.

52 How can these treatments be paid for?

a) By diverting money from the mental health drug prescribing budget, which is about £60 mpa locally.

b) From the Locally Commissioned Services (LCS) budget of about £2 mpa locally.

c) From the Better Care Fund (BCF) budget, which is £8bnpa nationally, and £40 mpa locally.

d) From the 10 year plan for the NHS announced on 7.1.19, which pledged assured real increases of funding of
3.5%pa from 2022, totalling £20 bnpa nationally, of which £2bnpa is for mental health, (£10mpa locally) and £4.5
bnpa for primary care (£2.25 mpa locally)

53 Conclusion Please see paragraph 1, and my CAmpaign for Social Prescribing of Talking Therapies (CASPOTT)
described in papers 9.141, and 9.140 of www.reginaldkapp.org.
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Appendix 1 Extract from NHS website
www.nhs.uk/conditions/antidepressants/
Side effects - Antidepressants
Contents
1.

Overview, Uses, Cautions, Dosage

2.

Side effects

3.

Alternatives
The side effects of antidepressants can cause problems at first, but then generally improve with time.

It's important to continue treatment, even if you're affected by side effects, as it will take several weeks before you
begin to benefit from treatment. With time, you should find that the benefits of treatment outweigh any problems
from side effects.

During the first few months of treatment, you'll usually see your doctor or a specialist nurse at least once every 2 to
4 weeks to see how well the medicine is working.

For more information about your specific medicine, see the patient information leaflet that comes with it.

SSRIs and SNRIs

Common side effects of selective serotonin reuptake inhibitors (SSRIs) and serotonin-noradrenaline reuptake
inhibitors (SNRIs) can include:
•

feeling agitated, shaky or anxious

•

feeling and being sick, indigestion and stomach aches, diarrhoea or constipation

•

loss of appetite, dizziness, not sleeping well (insomnia), or feeling very sleepy

•

headaches, low sex drive, difficulties achieving orgasm during sex or masturbation

•

in men, difficulties obtaining or maintaining an erection (erectile dysfunction)

These side effects should improve within a few weeks, although some can occasionally persist.

Tricyclic antidepressants (TCAs)

Common side effects of TCAs can include: dry mouth, slight blurring of vision, constipation, problems passing urine,
drowsiness, dizziness, weight gain, excessive sweating (especially at night) heart rhythm problems, such
as noticeable palpitations or a fast heartbeat (tachycardia) The side effects should ease after a couple of weeks as
your body begins to get used to the medicine.

Potential health risks

Serotonin syndrome Serotonin syndrome is an uncommon, but potentially serious, set of side effects linked to SSRIs
and SNRIs. Serotonin syndrome occurs when the levels of a chemical called serotonin in your brain become too high.
It's usually triggered when you take an SSRI or SNRI in combination with another medicine (or substance) that also
raises serotonin levels, such as another antidepressant or St John's Wort.

Symptoms of serotonin syndrome can include: confusion , agitation , muscle twitching,

•

sweating, shivering, diarrhoea. If you experience these symptoms, you should stop taking the medicine and
seek immediate advice from your GP or specialist. If this isn't possible, call NHS 111.

Symptoms of severe serotonin syndrome include: seizures (fits) irregular heartbeat (arrhythmia) unconsciousness. If
you experience symptoms of severe serotonin syndrome, seek emergency medical help immediately by dialling 999
to ask for an ambulance.

Hyponatraemia Elderly people who take antidepressants, particularly those who take SSRIs, may experience a
severe fall in sodium (salt) levels, known as hyponatraemia. This may lead to a build-up of fluid inside the cells of the
body, which can be potentially dangerous. This can happen because SSRIs can block the effects of a hormone that
regulates levels of sodium and fluid in the body. Elderly people are vulnerable because fluid levels become more
difficult for the body to regulate as people age. Mild hyponatraemia can cause symptoms similar to depression or
side effects of antidepressants, such as: feeling sick, headache ,muscle pain, reduced appetite, confusion. More
severe hyponatraemia can cause: feeling listless and tired, disorientation, agitation, psychosis. seizures (fits) .The
most serious cases of hyponatraemia can cause you to stop breathing or enter a coma. If you suspect mild
hyponatraemia, you should call your GP for advice and stop taking SSRIs for the time being. If you suspect severe
hyponatraemia, call 999 and ask for an ambulance. Hyponatraemia can be treated by feeding a sodium solution into
the body through an intravenous drip.

Diabetes Long-term use of SSRIs and TCAs has been linked to an increased risk of developing type 2 diabetes,
although it's not clear if the use of these antidepressants directly causes diabetes to develop. It may be that the
weight gain some people using antidepressants experience increases the risk of them developing type 2 diabetes.

For more information, see "Claim that antidepressants cause diabetes unproven".

Suicidal thoughts In rare cases, some people experience suicidal thoughts and a desire to self-harm when they first
take antidepressants. Young people under 25 seem particularly at risk. Contact your GP, or go to hospital
immediately, if you have thoughts of killing or harming yourself at any time while taking antidepressants.

It may be useful to tell a relative or close friend if you've started taking antidepressants and ask them to read the
leaflet that comes with your medicines. You should then ask them to tell you if they think your symptoms are getting
worse, or if they're worried about changes in your behaviour.
Page last reviewed: 16/08/2018
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Appendix 2 Royal College of Psychiatrists press release 29.5.19
RCPsych calls on NICE to update its antidepressant withdrawal advice
•

Existing clinical guidance should be updated to reflect the wide range of experience patients have with
antidepressant withdrawal

•

Greater focus is needed on how to assist patients who do have problems when withdrawing from
antidepressants

•

More research is needed to quantify how many people have problems when stopping antidepressants

•

The calls by the Royal College of Psychiatrists come after it listened to the experience of patients and other
clinicians including GPs.

OFFICIAL guidance on coming off antidepressants needs to reflect the full range of patients’ experiences; the Royal
College of Psychiatrists says today.

Existing advice from the National Institute for Health and Care Excellence (NICE) – which provides national guidance
to improve health and social care in England – suggests most people should be able to come off antidepressants over
four weeks.

However, it is increasingly apparent from the experiences shared by some patients and clinicians, including GPs, that
some patients can suffer from more severe symptoms that can last much longer. This may affect those who have
been prescribed antidepressants over a long period and who have stopped their use too quickly.

While antidepressants are a vital, potentially life-saving treatment option for those with more severe depression,
their use needs to be carefully managed. This includes prescribers discussing the potential benefits and harms with
patients, regular reviews of their use and effective withdrawal management.

Today the RCPsych publishes a report on antidepressants and depression and makes a series of recommendations,
including that NICE should update its withdrawal guidelines – last issued in 2009 and currently being updated – to
make them “clear, evidence-based and pharmacologically informed to help guide gradual withdrawal from
antidepressant use”.

Other recommendations include:

•

The introduction of a routine monitoring system to provide comprehensive data on when and why patients
are prescribed antidepressants.

•

Adequate resourcing to ensure clinicians, particularly GPs, have sufficient time and capacity to regularly
review antidepressant use and provide support for and monitor withdrawal.

•

Training should be provided to all doctors on best practice for prescribing and managing use of
antidepressants.

•

Commissioning of adequate support services for patients affected by more severe and prolonged
antidepressant withdrawal, modelled on existing best practice.

•

The NHS’s flagship talking therapies programme should be expanded further so that they are always
available when appropriate as a complement, or alternative, to antidepressants.

•

A call for high-quality research into issues including which antidepressants are likely to work for which
individual; and the benefits and harms of long-term use.

President Wendy Burn, President of the Royal College of Psychiatrists, said: “We know that NICE is working on
updating its guidelines and want to see them more in keeping with what we’re hearing from some patients – and
GPs – about the range of experiences of coming off antidepressants.

"As psychiatrists, we are duty-bound to take on board the concerns of patients who've experienced more severe and
long-lasting adverse effects of withdrawal from these medications.

“Antidepressants can be very effective for treating moderate to severe depression, particularly in combination with
talking therapies, and what we want is guidance that best supports their use.

“While we cannot change that guidance ourselves, we will share our report with NICE and Public Health England
(PHE) and hope it will be reflected in updated guidance from them.”

NICE published updated draft guidance on antidepressant withdrawal last year and this is currently being consulted
on. It said that when coming off antidepressants the dose should be reduced slowly “at a rate proportionate to the
duration of treatment. For example, this could be over some months if the person has been taking antidepressant
medication for several years”.

For further information, please contact: Email: press@rcpsych.ac.uk

