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ABOLISH MUS AND THE MEDICAL MODEL AND 

COMMISSION MORE MINDFULNESS COURSES 

I congratulate the organisers of this conference, and gave speakers high scores on my feed back 

form. However, I regret that nobody had the courage to publicly call for the abolition of the title 

term ‘medically unexplained symptoms’ from the repertoire of diagnosis, together with the medical 

model on which it is based, and the overprescribing of drugs, for the following reasons. 

1 The problem with ‘unexplained’ 

The term ‘medically unexplained symptoms’ (MUS) can only be applied under the paradigm of the  

medical model  which is in denial  of the mind/body connection. Pavlov’s experiments on dogs 

established this connection between the mind and the body conclusively in 1904, so the medical 

profession should replace the medical model with the bio psycho social model.  

Under this modern paradigm, there is conclusive scientific evidence of the cause  of mental 

sickness, and hence the explanation for its symptoms, so they are no longer ‘unexplained’. The 

cause is dysfunctional neural pathways from inherited conditioning, such as insecure attachment, 

and affect dysregulation. This is like faulty computer programming that is soft wired in the brain.   

This cause is also the explanation for the symptoms, which should be given to patients who 

present with them. Furthermore, due to neuroplasticity, these symptoms can now be successfully 

treated and cured with talking therapies, which effectively rewires the brain for better functioning.  

However, science also shows conclusively that treatment with drugs does not work, and does 

more harm than good, as it converts a temporary nervous breakdown into a lifelong disability. 

Although chemical imbalances are found in the brains of mentally sick patients, these were put 

there by the drugs taken to treat them, and are never found in the brains of untreated patients. 

(Whitaker 2010, Whitaker and Cosgrove 2015)  

The term ‘medically unexplained symptoms’ should therefore be abolished, together with the 

medical model.  The key questions that we should be asking overtly, rather than alluding to 

secretively, are:  

a) Why this term ‘MUS’ is still being used in a so called age of ‘evidence based medicine’?  

b) Why is it not politically correct to call for the abolition of MUS and the medical model?  

c) Why this issue is an elephant in the room, (taboo) so that cannot be overtly discussed?  

We in England pay £110 bnpa in taxes to fund the NHS, and patients go to the doctor to have 

their symptoms cured, or if not, their cause explained in scientific terms. Doctors who describe 

patients’ symptoms as ‘medically unexplained’  are therefore failing them in their duty of care. We 

were told at the conference that they number 20% of those presenting in primary care. They 



number 200,000 out of the 1 million that present each day. This means that the number of 

patients who are being let down by being given false explanations is in the millions.  

2  My question was not answered 

In my question to Claire Murdoch, the NHS England mental health director,  I pointed out that the 

original purpose of the Improving Access to Paychological Therapies (IAPT) programme in 2006 

was ‘to end the Prozac nation’, but that antidepressant prescribing had since doubled from 30 to 

60 million monthly prescriptions annually. This shows that the number of patients taking them has 

doubled to 5 million. Furthermore, most are taking them against NICE guidelines, which require 

that talking therapy should be the first treatment offered, and that antidepressants should only 

be offered to severe cases. This is more honoured in the breach than the observance. 

Claire said that about 900,000 patients pa are currently being treated with talking therapy under 

IAPT, which is due to rise to 1.5million pa in 2022. This is because the percentage of patients that 

are considered eligible for this treatment is targeted to rise from 15% to 25%.  

I asked: ‘what about the other 3.5million on antidepressants? Under the NHS constitution they 

too have the statutory right to NICE recommended talking treatment, and it should start within 18 

weeks under parity of esteem between physical and mental health which became law in April 

2015.  Nobody answered this question, as it was the elephant in the room, which must not be 

mentioned. However, it will not go away, and is the cause of the crisis in the NHS. 

3 Money allocated to mental health is not being spent on talking therapies 

The tragic fact is that GPs cannot follow NICE guidelines and prescribe talking therapies for their 5 

million depressed patients. This is not for the glib reason given in newspapers that the 

government is too mean to vote enough money,  because they have. The true reason is that the 

Clinical Commissioning Groups (CCGs) have failed to procured enough contract provision through 

wilful neglect and sheer incompetence.  

Many £billions have been voted by Parliament specifically for improving mental health, which has 

not yet been spent on contracts for provision of treatments for needy patients. Where this money 

now is, I do not know, but I presume that it is still in some bank accounts waiting for cheques to 

be drawn on it to successful providers of talking therapy, of whom there are many ready and 

waiting for them in the private sector.  

For example, the Better Care Fund legislation was passed in July 2013, and £3.8 bn pa was 

allocated for last financial year (2015/16) The same amount of £3.8 bnpa was allocated for this 

year (2016/17) This was supposed to treat Rachel (65, depressed and in sheltered housing) and 

Dave (40, alcoholic and homeless) and is enough to give 4 million patients nearly £1,000 worth of 

talking therapy each year, which clearly hasn’t happened yet.  

I have been monitoring my CCG in Brighton and Hove carefully, and can report that no Rachel or 

Dave has yet been treated, despite my frequent protestations (9.95). The same applies to the 

Childrens Mental Health Transformation fund of £250mpa, which was supposed to start treating 

children 6 months ago last April 2016, but hasn’t started either. (9.96) 

This disconnect between the will of Parliament and talking therapy is a scandal on which I have 

been blowing the whistle for years. (9.96)  In August 2015 I called for my CCG to be put into 



special measures, which they were in August 2016, but this has not resulted in more talking 

therapies being offered to patients. However, I am pleased to note that I am not the only one 

complaining. Helen Gilburt of the Kings Fund has also pointed this out in respect of the extra £1bn 

promised to children’s mental health in April 2015 as a result of the Task Force report chaired by 

Paul Farmer (Gilburt 2016) The CCGs are to blame for their failure to procure enough talking 

therapy contracts, but so are the Health and Wellbeing ~Boards, (HWBs) to whom the CCGs are 

supposed to be accountable. (9.107, 9.109) 

4 The real reason for the junior doctors strike 

The casualties of this failure are both the patients and the GPs, who therefore have no alternative 

but to offer depressed patients antidepressants. These drugs do not even claim to cure depression 

or anxiety, and have side effects which cause patients to come back in a revolving door. As they 

are numbered in millions, this is the root cause of primary care being overwhelmed, doctors 

burning out, retiring early, and why no-one wants to be a GP to replace them.   

I believe that it is also the secret reason why the junior doctors are threatening strike action. They 

know full well that patient safety is threatened, but not by their weekend contract conditions. I 

hope that they will have the courage to make a stand to expose the truth about drugs. They will 

be required to break their Hippocratic oath, because the drugs they are forced to give their 

patients will not cure them, but harm them. (Kirsch 2010)  

These drugs will make their patients addicted, and the treatment will be worse than the disease. 

Before drug treatments were invented about 60 years ago, nervous breakdowns were rare (less 

than 1 in 1000pa) and they seldom lasted more than a few years before the patient made a full 

recovery. Now children as young as 5 are being put on them for the rest of their lives, which will 

be seriously disabled, and whose expectation is likely to end  25 years early at around 55.    

Junior doctors should break this taboo, and state publicly that they are striking to end 

overprescribing. They want to restore their profession from being subverted by the drug 

companies to state sponsored drug dealing, and poisoning their patients in an increasingly toxic 

NHS, to the honourable one of teacher. (Their name comes from latin ‘doctare’ to teach) 

5 Recommendation. Cure the crisis with mindfulness courses. 

The crisis in the NHS cannot be cured until this elephant in the room is admitted openly, so I will 

repeat it for emphasis. The cause of the crisis in primary care is drugs which do not claim 

to cure the condition for which they  are prescribed.  The cure then becomes obvious – 

ensure that IAPT is fully implemented properly, so that antidepressant prescribing can be 

decommissioned, under the slogan: ‘medication to meditation’, by doing the following. 

1 Increase the number of patients who are regarded as eligible to be offered NICE recommended 

talking therapy from the present 15% to 100 % in 2022, (rather than 25%) This is because no 

depressed patient should be excluded from effective treatment, as everyone has an equal right to 

it under the NHS constitution.   

2 Accept that the 8 week MBCT course is 100 times more cost effective than one to one CBT, as 

one facilitator can teach a class of 15 patients at a time, who also receive peer support. This 

makes MBCT effective in 2 out of 3 patients, whereas one to one CBT is only effective in 1 in 10.  



3 Accept the House of Lords report of 20.10.15 which said that mindfulness should be taught to 

almost everyone, (www.themindfulnessinitiative.org.uk) 

4 Commission and procure contracts to teach millions of depressed patients MBCT courses  and 

supporting meditations in Community Care Centres near every GP surgery which are like mental 

health A&Es. I have prepared detailed plans for this, which are shown on my papers on section 9 

of www.reginaldkapp.org, and www sectco.org.uk.  

I would be pleased to engage in correspondence about this paper. Thanks for reading it. 
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