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Does long term use of psychiatric drugs cause more
harm than good?
We could stop almost all psychotropic drug use without deleterious effect, says Peter C Gøtzsche,
questioning trial designs that underplay harms and overplay benefits. Allan H Young and John
Crace disagree, arguing that evidence supports long term use
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Yes—Peter C Gøtzsche
Psychiatric drugs are responsible for the deaths of more than
half a million people aged 65 and older each year in theWestern
world, as I show below.1 Their benefits would need to be
colossal to justify this, but they are minimal.1-6

Overstated benefits and understated deaths
The randomised trials that have been conducted do not properly
evaluate the drugs’ effects. Almost all of them are biased
because they included patients already taking another psychiatric
drug.1 7-10 Patients, who after a short wash-out period are
randomised to placebo, go “cold turkey” and often experience
withdrawal symptoms. This design exaggerates the benefits of
treatment and increases the harms in the placebo group, and it
has driven patients taking placebo to suicide in trials in
schizophrenia.8

Under-reporting of deaths in industry funded trials is another
major flaw. Based on some of the randomised trials that were
included in a meta-analysis of 100 000 patients by the US Food
and Drug Administration, I have estimated that there are likely
to have been 15 times more suicides among people taking
antidepressants than reported by the FDA—for example, there
were 14 suicides in 9956 patients in trials with fluoxetine and
paroxetine, whereas the FDA had only five suicides in 52 960
patients, partly because the FDA only included events up to 24
hours after patients stopped taking the drug.1

Estimate of total deaths
For antipsychotics, I used a meta-analysis of placebo controlled
trials in patients with dementia because they would be less likely
to have been receiving psychiatric drugs before randomisation.
The absolute death rate was 1% higher in the treatment group.11

The Finnish cohort study of mortality in patients with
schizophrenia12—and all other such studies that support the idea
that antipsychotics lowermortality—is unreliable. (Themortality
in patients who were not taking drugs was very high and didn’t
concur with other Finnish data, and 64% of the deaths were not
accounted for.13)
A well conducted cohort study of patients of average age 55
found that benzodiazepines and similar drugs doubled the death
rate; the excess death rate was about 1% a year.14

A cohort study of patients older than 65 who were their own
control found that all cause mortality was 3.6% higher when
patients were taking the newer antidepressants for one year than
when they did not take antidepressants.15

I used Danish prescription statistics to estimate the number of
deaths caused by these three classes of drugs. Because falls,
which are muchmore common in older people, are an important
cause of death in people taking psychotropic drugs,1 I included
only people at least 65 years of age and used conservative death
rates: 1% for antipsychotics, 1% for benzodiazepines and similar
drugs, and only 2% for antidepressants. The total number of
deaths a year in Denmark (3693) when scaled up corresponded
to 539 000 in the United States and European Union combined.1

What about the benefits?
The randomised trials are not only biased by the “cold turkey”
design but also because they have not been adequately blinded.
A Cochrane review of tricyclic antidepressants included only
trials that had atropine in the placebo to prevent unblinding
because of the conspicuous side effects of the drugs. This review
did not find any meaningful effect4; the effect corresponded to
only 1.3 points on the Hamilton scale,1 and the smallest effect
that can be perceived is 5-6 points.16
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