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1 Summary – from medication to meditation 
The NHS definitions of patient ‘harm’ and ‘safety’ have become so distorted that it is culturally 
acceptable to harm 1 in 10 patients, totalling millions, and kill 1 or 2 in 100, totalling 80,000 – 
160,000 pa who die prematurely, equivalent to the total loss of 200 - 400 Airbuses every year – 
one per day.  Iatrogenic (doctor induced) adverse events (mostly drug reactions -ADRs) now 
equal or exceed the other two largest causes of death - heart disease and cancer, amounting to 
state-sponsored genocide. 
 
The solution is for Clinical Commissioning Groups (CCGs) to empower GPs to mass-prescribe the 
NICE-recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week course as easily as 
Prozac, with vouchers for providers who abound in the third sector. This would provide a cost-
effective drug-free alternative treatment for most patients in primary care, and teach them how to 
get off drugs and take better care of themselves. If rolled out at scale, this innovation could cure 
the NHS, and halve the public health statistics by 2020, at 20% less cost to the taxpayers.  
 
2 The cover up of state-sponsored genocide 
The NHS in England is a wonderful institution, which is rightly the envy of the world. Founded 66 
years ago in 1948, it currently treats a million patients every day, and has increased life 
expectancy by about 20 years from 60 to 80. However, with the benefits of ever more 
sophisticated medical interventions come the costs of adverse events, particularly drug reactions. 
(ADRs)  
 
Every school child is taught that recreational drugs are harmful to health, but prescription drugs 
are just as toxic, yet are massively over-prescribed for want of alternative treatments. A billion 
monthly prescriptions for drugs are given away annually, like sweets at a childrens’ party, costing 
the taxpayer £15 bn pa, and creating a ‘Prozac nation’ of prescription drug addicts.  
 
I am not a fan of the pharmaceutical industry, but in their defence it should be recognised that 
they do not even claim that most drugs cure the conditions for which they are prescribed, but 
only mask the symptoms. (exceptions are penicillin and antibiotics)  
 
Furthermore, all potential adverse drug reactions (ADRs, otherwise known under the euphemism: 
‘side effects’) including death, are exhaustively listed in the patient information leaflet with every 
packet. The problem is that neither doctors nor patients  take ADRs seriously, (until too late) but 
the drug companies can’t be blamed for that. 
 
The inconvenient truth is that ADRs and other errors cause over a million patients in England to 
be hospitalised annually, and between 80,000 and 160,000 to die prematurely.  Iatrogenesis 
(doctor-induced harm and death) has steadily increased to become comparable with, or exceed, 
the other two biggest causes of death, heart disease and cancer.  
 
This fact is inconvenient and uncomfortable, so nobody wants to face it. Nearly everyone in the 
NHS is in denial of it, and staff who expose it are persecuted as whistle blowers, which ensures 
that the harm and premature death continues. 
 
3 Is there an alternative to state-sponsored genocide by prescription drugs? Yes, CAM. 



About 4,000 people are killed in accidents on our roads each year, which is considered 
unfortunate, but socially acceptable, as ‘just one of those things that cannot be changed, and the 
price we collectively pay for the benefits of motoring’.  The death toll of ADRs in the NHS is 20-40 
times greater than that of motoring, and is similarly socially accepted as the price we collectively 
pay for the NHS, justifying the prevailing culture of denial of the harm and premature death 
caused by ADRs.  
 
This cultural acceptance of the maiming of millions of us, and the total loss of 200-400 full 
Airbuses each year, - one per day - would be excusable if there were genuinely no alternative 
drug free treatments available, but there are. Complementary and alternative medicine – CAM - is 
abundantly available in the private sector for those rich enough to pay the going rate.  
 
The Marmot report (2010) showed that the rich suffer long term conditions (LTCs) 18 years later, 
and die 9 years later than the poor. This is considered unacceptable health inequalities, and 
political pledges to eliminate it have all party support. However, nobody addresses the root cause 
of health inequalities, which is obvious. The rich can and do pay for CAM, and learn how to look 
after themselves, but the poor can’t afford it, so suffer the consequences.  
 
The obvious way to eliminate health inequalities is to make the best of CAM (NICE-recommended) 
free at the point of use on the NHS. Polls show that 3 out of 4 patients want this, and the Prince 
of Wales charity: ‘Foundation for Integrated Health (1993-2010) campaigned for this for nearly 20 
years. Prince Charles made this point strongly in his keynote address to the health ministers of the 
world 8 years ago, in May 2006, which was ridiculed by the media, but he was right. 
  
CAM is still wrongly shunned by the medical establishment, who have been brainwashed to 
maintain their Victorian belief that CAM is quack remedies practiced by charlatans. As with other 
deniers, they simply refuse to look at the evidence that at least 6 CAM treatments have already 
attained the gold standard evidence, namely National Institute of Clinical Excellence (NICE) 
recommendation (1) and are clinically appropriate and indicated for 3 out of 4 patients in primary 
care.  
 
Commissioners do buy token amounts of these CAM treatments so that they can tick the box: 
‘complies with NICE guidelines’, but the amount contracted for is so small that waiting times  for 
these treatments are measured in years or decades. This is ‘compliance’ with the letter of the law, 
but not with the spirit of the law, so is a wilful legitimacy deficit of non-compliance dressed up as 
‘compliance’. 
 
4 CAM is an elephant in the room 
A few years ago I was at the Kings Fund in London, when Stephen Dorrell MP, chairman of the 
Health Select Committee was addressing a conference on integrated care. I asked him: ‘what 
about the integration of the best of complementary care, as Prince Charles called for in his 
keynote address to the health ministers of the world?’ He answered: ‘ In the interests of safety, I 
will not answer that question.’ He spoke in a frightened voice, as if a lynch mob might string him 
up on the nearest lamppost if he even mentioned CAM. And the NHS establishment goes on and 
on about ‘compassion’. 
 
The only glimmer of hope I have yet seen of getting CAM out of the closet of political 
incorrectness was on the back cover of the Health Service Journal of 8.5.14, which shows David 
Tredinnick MP (as a member of the Health select committee) saying: ‘I envisage a time when 
homeopathic treatment will be commonplace on the NHS.’ Two pink pigs are seen flying over his 
shoulder. (reproduced below) 
 



If commissioners were able to drop their prejudices for a minute and look squarely at the issue of 
prevention, they would see that CAM is the answer to most of the problems in the NHS (just as it 
is for the rich) – safer, cheaper, effective treatments (never mind why, even if the reason is 
placebo), and with no side effects, so no ADRs, saving nearly all the above casualties. 

 
 
5 Patients’ statutory rights under the NHS constitution 
The NHS constitution has been enshrined in law for 4 years since 21.1.10, and has given patients 
the statutory right to NICE-recommended treatments if their doctor says they are clinically 
appropriate. The chairman of NICE (Sir Michael Rawlin) said publicly  on 2.8.12 that 
commissioners who don’t buy enough of these treatments to provide them adequately for 
patients, are breaking the law. However, some doctors’ emotional prejudice against CAM is 
stronger than either the long arm of the law, or even their personal health. Some doctors would 
seemingly rather die than let their patients be treated with CAM, as shown below. 
 
 
 
 
 

Over my dead body                                         will I let any patient of mine                                                                           

be treated by quacks and                                                                        charlatans  

 

with cam 

  



Doctors (like anyone else) are entitled to their own beliefs and prejudices. They are among the 
best paid profession, so could easily afford CAM, but their prejudice prevents them from even 
considering it to heal themselves. Consequently, they suffer the same health inequalities as the 
poor. This is illustrated by the joke question below.  
 
 
 
 
 
 
 
 
 
 
 
The inconvenient truth is that drugs are toxic poisons which harm and kill, as evidenced in the  
patient information leaflet in every packet, and libraries of books. Doctors know this intellectually 
better than most, but often learn it the hard way, becoming addicted, and dying prematurely. 
That is their problem, and they are living and dying with the consequences of having been 
hijacked by the NHS into being pill pushers for the drug companies. 
 
However, the problem for society is ‘how can sick doctors heal sick patients?’ Doctors are the 
most trusted profession, so if your doctor tells you to ‘keep taking the pills’, you are inclined to 
believe him, and do so. This lures us patients down the same slippery slope and into the same 
trap as our doctors. We then find out the hard way that this was not good advice, but too late, as 
we have already been harmed, and may have become so addicted that we cannot withdraw from 
them. 
 
Since 1.4.13, the law changed so that commissioner managers who never had a single patient 
contact in their entire life, had to give way to clinical commissioners of mainly GPs who have 40 
patient contacts per day, so get feedback on which treatments work and which don’t. The average 
GP starts each day with a bankroll of £8,000 to give away to his patients, who each get £200 
worth of treatments on average. Theoretically they could negotiate whichever treatment that has 
the best chance of healing and curing the patient’s condition, and spend that £200 on a 
mindfulness course instead of a repeat prescription for Prozac. 
 
Doctors who play a lead role as commissioners in Clinical Commissioning Groups (CCGs) should  
be aware of the prejudices of their profession, and avoid the above trap of prescribing drugs. 
They should honour NICE guidelines, in spirit as well as in letter, and use their new powers to 
commission drug-free cost-effective treatments, (such as NICE recommended CAM) in sufficient 
quantity for all patients for whom they are clinically appropriate to access them within an 
appropriate waiting time (usually a few weeks) as described in paragraph 13 below.  
 
Parliament has now put in place the legal system in which the healing and curing of the nation – 
doctors and patients - could happen. However, the results of a survey of 2,000 GPs published in 
Pulse last June, showed that 43% were on the verge of burnout, 60% were considering early 
retirement, and 97%  ‘did not think they were positively influencing people’s lives or 
accomplishing much in their role.’  
 
This tragic statistic confirms the monstrously inhumane system that the NHS has become. Aneurin 
Bevan must be turning in his grave, as the last thing he wanted was to create a killing field for 
GPs and patients. The forcing of doctors to break their Hippocratic oath must be stopped, for their 

Why is it that doctors have a decade less life expectancy than average, and pharmacists have a decade more life 

expectancy than average?  

because living on a pedestal SAYING ‘KEEP TAKING THE PILLS’  is not healthy, and pharmacists read the 

information leaflet, and never take anything that they dispense.’ 



sake, and everybody’s sake, so that they can regain a fit state of health to be trusted with £65 bn 
pa of taxpayers’ money.   
6 The evidence that drugs cause harm and death 
It is 15 years since the first report to blow the whistle on iatrogenesis, published in 1999, entitled: 
‘To err is human. Building a safer health system. Shaping the future of health.’ (2) It opened with 
the brave statement: ‘Health care in the United States is not as safe as it should be--and can be. 
At least 44,000 people, and perhaps as many as 98,000 people, die in hospitals each year as a 
result of medical errors that could have been prevented, according to estimates from two major 
studies’.  
 
A few years later (c 2006) Dr Gary Null wrote the article: ‘Death by Medicine’ which upped the 
estimate, and said that 800,000 patients were killed by medicine in the USA, exceeding the 
700,000 who died of heart disease, and 590,000 who died of cancer. (3) 
 
In England, a Panorama report in Nov 2000, titled: ‘Why doctors make mistakes’ said that 40,000 
patients die annually by doctors’ mistakes, and compared that figure to 10 times the number of 
people who were killed in road accidents (4,000). The Banajee report of 2009 said that 1,800 old 
people were killed each year by adverse reactions to anti-psychotic medication.  
 
The second Francis report (published Feb 2013) confirmed the first (Feb 2010) report’s findings 
that between 400 and 1,200 patients had died prematurely at Mid Staffs hospital (350 beds) over 
a 4 year period between 2005-8. This implies an iatrogenic death rate at the time of 0.3 – 0.9 
premature deaths per bed per annum (pa)   
 
Iatrogenic deniers would have us believe that Mid Staffs hospital is an isolated case of one bad 
egg. However, as 11 more hospitals were put under similar investigation at the beginning of this 
year, it is probably typical of a systemic problem, not only in England, but throughout the sphere 
of influence of the drug companies, which is now almost the whole world.  
 
There are about 150,000 beds in about 400 NHS hospitals in England. Extrapolating the Francis 
iatrogenic (premature) death rate for of 0.3-0.9 per bed pa nationally suggests that in England 
between 40,000 and 120,000 patients died prematurely each year by doctors’ mistakes between 
2005-8.  
 
Public health statistics show that coronary heart disease now kills 82,000 pa, (4) and cancer kills 
about 86,000 pa (5) This puts iatrogenesis either close behind, or well ahead of it’s rivals for the 
honour of the first place as the greatest killer. 
 
7 What constitutes ‘harm’ and ‘premature death’ in healthcare? 
There is obviously much controversy  about the definition of what constitutes ‘harm’, and whether 
somebody’s death is premature or not. However, discussion of these definitions is often used as a 
smokescreen to obscure the basic fact that people go to the NHS to be healed and cured of their 
conditions, and not to be harmed and killed prematurely. Taxpayers fund the NHS to the tune of 
over £100 bn pa, paying about 10% of their taxes for it, with the aim of providing a health 
service, not a state-sponsored killing field.  
 
The central issue which should be addressed by staff and patients is not which of these 3 killers is 
the biggest, but why iatrogenesis is occurring at all, as they should be regarded as ‘never’ events, 
which by definition should never happen. ‘What never? No never. What never? Well, hardly ever.’ 
Furthermore, doctors swear a Hippocratic oath to ‘do no harm’, and they are the most trusted 
profession.  
 



These inconvenient public health statistics show that this oath seems to be more honoured in the 
breach than in the observance. We taxpayers pay the salaries of the medical profession, so we 
have the right to call them to account, by asking: ‘why are you in denial of the harm and death 
you are inadvertently causing by your over-prescribing of drugs, and when are you going to 
commission drug free alternative treatments instead?’  
 
Doctors are experts in distracting attention away from considering what ought to be done to solve 
these problems.  A recent example (c 12.5.14) was the forced retraction of the published 
statement in the British Medical Journal that ‘statins cause side effects in 18-20% of patients’, as a 
response to the previous statement that ‘statins should be prescribed for everyone over 50’.  
 
The truth about statins was published on 16.9.13, as follows (although it did not get into the 
mainstream media, because it did not confirm the prejudices that the establishment wanted to 
hear) Under the title: ‘Hidden evidence reveals statins do more harm than good. 
Cholesterol-lowering statin drugs are doing more harm than good, and should be abandoned as 
the primary therapy for heart disease prevention, a major review has concluded. Instead, 
coenzyme Q10 antioxidants are more effective and with fewer—or no—side effects, say 
researchers at University College Hospital in Galway. Statins dramatically increase the risk of 
diabetes and cataracts in younger patients, and cancer and neuro-degenerative diseases in the 
elderly. And the benefits don’t outweigh the risks, say the researchers.’ (6) In other words, statins 
should be decommissioned, and safer treatments commissioned. 
 
8 How does harm and premature death apply to a typical town? 
Table 1 applies these statistics approximately to my local Royal Sussex County Hospital in 
Brighton, which has 785 beds, and serves a population of 300,000 people (one two hundredth of 
England’s 62 million). 
 
TABLE 1 EXTRAPOLATED PREMATURE DEATHS PA AT ROYAL SUSSEX COUNTY 
HOSPITAL, BRIGHTON 
 

Approximate number of:         Number % of total 

Beds                785  

Staff             6,000  

Patients treated pa           80,000  

Patients harmed pa             8,000 10% treated 

Iatrogenic (premature) deaths pa (patients killed by mistake)       400-800         11-22% 

Equivalent number of Airbus crashes pa           1-2  

Deaths from coronary heart disease (CHD) pa                400               11% 

Deaths from cancer pa                450               13% 

Deaths from all causes pa             3,500             100% 

Deaths from causes other than CHD, cancer and iatrogenesis    1,550-1,950         44-46% 

 
 
Table 2 extrapolates these figures to the whole of England. 
 
 
TABLE 2 EXTRAPOLATED PREMATURE DEATHS PA FOR ENGLAND 
 

Approximate number of:         Number % of total 

Hospital beds         150,000  

Hospital staff       1,000,000  

Patients treated in hospital pa      1,600,000  



Patients harmed in hospital pa         160,000 10% treated 

Iatrogenic (premature) deaths in hospital pa 80,000-160,000       11-23 
% 

Equivalent number of Airbus crashes pa      200-400  

Deaths from coronary heart disease (CHD) pa       82,000            12% 

Deaths from cancer pa       86,000            12% 

Deaths from all causes pa     700,000          100% 

Deaths from causes other than CHD, cancer and 
iatrogenesis 

372,000-452,000    53-640% 

 
 
9 But, surely, Trust Boards and Governors are supposed to ensure patient safety? 
Yes, they are, but the experience at Mid Staffs reported by Francis (and my own experience) 
shows that Boards do not want to hear bad news, and ‘there are none so deaf as won’t hear’. The 
Patients and Public Involvement Forum (forerunner of Local Involvement Network (LINks) and 
Healthwatch) made strenuous whistle-blowing efforts to bring those inconvenient truths to the 
attention of the Mid Staffs Board, but none of the members could be made to see that these 
premature deaths were occurring, or take appropriate action to stop them.   
 
Boards are composed of people who naturally prefer denial to facing uncomfortable, inconvenient 
and difficult issues, particularly if they think that there is no alternative to business as usual. 
However, unless these issues are faced, they cannot be tackled. It took the persistent efforts of 
Julie Bailey (emotionally motivated by the premature death of her mother there in 2007) to force 
the regulators to act to uncover what had been going on for years, namely an insidious culture of 
disregard of patient harm and premature death. 
 
I made a 3 minute deputation addressing Brighton and Hove City Council on 18.7.13 on this issue, 
when I  called myself the ‘Julie Bailey of Brighton’. It was referred to the Health and Wellbeing 
Board on 11.9.13, when I made a similar presentation. What I said was just ‘noted’, and there has 
been no engagement with me since about the issues I raised. It is a lonely job being a messenger 
with bad news. 
 
I was therefore pleased to find people who were willing to talk openly and professionally about 
patient safety issues at a symposium which was held by the Health Services Research Network 
(HSRN)  on 16.5.14 at Woburn House, Tavistock Square London. They seemed to be iatrogenesis 
accepters, (rather than deniers) so I include a few words about some of the research studies 
presented then.  
 
One study called: ‘Effective hospital Board governance of safe care’ is being conducted by Prof 
Russell Mannion, professor of health systems, Health Services Management Centre, University of 
Birmingham. (r.mannion@bham.ac.uk) He said that ‘recent high profile failings in some NHS 
organisations, (most notably in Mid Staffordshire Foundation Trust) have raised concerns over the 
ability of hospital governance boards to oversee patient safety in their organisation. The overall 
aim of the study is to explore how Board practices contribute to the governance of patient safety, 
with the aim of improving Board understanding and accountability in the area’. He showed a slide 
which said that 350 iatogenic deaths pa typically result from a 700 bed hospital, and said that 
some of the Boards that he had studied to date seemed to spend more time on non- patient 
safety issues, such as car parking, confirming my belief.  
 
10 The comparison with premature deaths in aeroplane crashes 
The public is used to premature deaths in airline crashes (such as over Lockerbie, and the recent 
disappearance of a Malaysian airliner bound for China in March 2014) Table 1 is for a typical sized 



hospital. The only doubt expressed in this table is whether the number of fully laden Airbuses 
(with about 400 seats) which crash every year per hospital is 1 or 2?  
 
Table 2 grosses this up to the whole of England, where there are the equivalent of 200 hospitals 
of this size, making up the total of about 150,000 beds. The multiplying factor is 200, making the 
number of crashes 200-400, or up to more than one crash every day. 
 
Considering the intense media attention whenever an aeroplane crashes, it would be thought that 
this premature death phenomena in the NHS would attract wide media coverage, but I have never 
seen or heard of any, other than the Francis report, which is typically dismissed as only applying 
to Mid Staffs, not elsewhere. Furthermore, whenever I raise the subject publicly or privately, (as I 
have done frequently over the last decade) I have found it to be an embarrassing conversation 
stopper, after which the person or people I am addressing rapidly change the subject.  
 
The subject of harm and death by medication is taboo, an ‘elephant in the room,’ despite the fact 
that ‘safety’ is said to be the number one priority of every NHS organisation, including the 
regulators, such as the Care Quality Commission (CQC) I therefore make no apology for the 
following scrutiny of the annual loss of the equivalent of 200-400 Airbuses, containing between 
80,000 and 160,000 patients who have been dying each year as a result of an intervention 
(mostly drugs) which went wrong.  
 
The Francis enquiry findings shocked the public, and I hope that it will lead to an accident 
investigation in every hospital, as if 1 or 2 Airbuses had really crashed there each year. The 
correct procedure is to find the root causes, and eliminate them, by making appropriate changes 
to procedures. Only then will it not happen again, and this genocide at taxpayers expense will be 
over. The changes that I want is to commission more mindfulness courses, and correspondingly 
decommission drugs. 
 
Dr Carl Macrae gave a presentation at the above symposium entitled: ‘Close Calls. Reflections on 
moving from incidents to improvement.’ It was based on his new book: ‘Close Calls’, which draws 
on his work in the aviation industry, and explores the often invisible infrastructures that support 
safety improvement in airlines, particularly around the analysis and investigation of safety 
incidents.  
 
He is a social psychologist specialising in how organisations achieve high levels of safety, reliability 
and resilience. His work focusses on aviation and healthcare, and is particularly concerned with 
how safety improvements are initiated, interpreted and organised, how organisations respond to 
disruptions, manage risk, and learn from error, and how organisations and regulatory systems can 
be designed to support local innovation and improvement. He has held posts at the NHS National 
Patient Safety Agency. 
 
He said that EasyJet, now with 10,000 staff, have never lost a plane, and are currently 
investigating 3,000 incidents. The whole aviation industry is investigating about 20,000. By 
comparison each NHS Trust raises 10,000 – 20,000 incidents each year. The whole NHS raises 1.5 
million incidence each year, which accumulate to 9 million since they started recording them some 
years ago.  
 
However, unlike the aviation industry, the problem in the NHS is the lack of an open culture in 
which these incidents can be discussed, lessons learned, and appropriate action taken. He 
summed it up neatly in the phrase: ‘the levers of power in the NHS aren’t connected to anything.’ 
This confirms my belief, expressed above, that the elephant in the room must be acknowledged, 
and the issues faced squarely, and appropriate action taken to change this culture of denial. 
 



11 The ‘legitimacy façade’ of hospital patient safety. 
Prof Martin Kitchenor, Dean and Head of Cardiff Business School, spoke on a ‘Realist analysis.’ He 
said that one in ten hospital patients are harmed during their care and that 1 in 300 die as a result 
of an adverse event, such as a hospital acquired infection. This indicates a figure of 270 iatrogenic 
deaths per 80,000 treated, which is 23% less than the 350 in table 1 above. However, we should 
not get hung up in pedantic scrutiny of exact figures, because they would be socially unacceptable 
even if proved to be exaggerated by a factor of 10. 
 
He is conducting a study to see which organisational factors matter to patient safety outcomes, 
how they matter, and why they matter, in order to make the major breakthrough that is needed 
in patient safety outcomes.   He reported that he has already found widespread  ‘legitimacy 
façade’ and malpractice, which got some discussion at the meeting as to whether the outrageous 
statements quoted were meant to be jokes, or not, and the place of humour in medicine. 
 
Prof Yvonne Birks spoke on ‘Ambiguities, beliefs and behaviours; the challenge to transparency in 
healthcare error.’ She said that open disclosure of adverse events to patients or their families who 
have been affected by errors is considered to be a central feature of high quality and safer care, 
but as few as 30% of harmful errors may currently be disclosed to patients. The imminent 
statutory Duty of Candour will require NHS trusts to openly disclose all adverse events and errors, 
and her final report will suggest ways in which organisations can address the challenging issues 
involved.  
 
12 The root cause of iatrogenesis in the NHS – over-prescribing 
As mentioned above, a billion monthly prescriptions were written last year for drugs on the NHS, 
which implies that 30 million of us in England (half the population of 62 million) were on 3 
prescription drugs continuously. Usually, we are prescribed one drug for our condition, which 
gives us side effects, for which we are prescribed drug 2, which gives us more side effects, for 
which we are prescribed drug 3…..  
 
The effects of a cocktail of these drugs in combination have not even been studied, let alone 
licenced, so it should not be a surprise that adverse drug reactions hospitalise over a million 
patients each year, of which around 100,000 die prematurely, as indicated in table 2 above. I 
have written many other papers elaborating on this subject, which can be seen on my websites 
(www.sectco.org.uk, section 9 of www.reginaldkapp.org) . 
 
13 Conclusion. The solution – Improving Access to Psychological Therapies (IAPT) 
IAPT is the solution, which is not new, but already 8 years old, as it was launched in May 2006 by 
health secretary Patricia Hewitt with a fanfare: ‘the end of the Prozac nation’. It’s objective was 
absolutely right, but unfortunately the talking therapy of choice – Cognitive Behaviour Therapy 
(CBT) was not up to the job, with the result that antidepressant monthly prescribing has nearly 
doubled since from 30-54 million pa.  
 
This implies that 4.5 million of us (1 in 12) are now on them continuously, despite headlines: 
‘Prozac doesn’t work’ in 2010 (7) The problem is basically that CBT only works for about 1 in 10 
patients, and is usually done one to one, which prejudices it’s cost-effectiveness, justifying 
commissioners reluctance to commission more of it.  
 
Fortunately, there is a better talking therapy called Mindfulness Based Cognitive Therapy (MBCT) 
which obtained NICE-recognition 10 years ago, in 2004, and is about 100 times more cost 
effective than CBT. This is because it is done in groups of 10-20 patients, and is effective in 2 out 
of 3 patients.  
 



The problem for GPs and patients is that the waiting time for a MBCT course on the NHS is over 
20 years in Sussex, because so few providers are commissioned to run courses. This means that 
(unless you are suicidal) you can be given a referral for treatment in  2034, which is not of much 
help to you, or your GP. Rather than insulting you by suggesting it, most GPs suggest that you 
find your own mindfulness course in the market. 
 
Fortunately there are plenty of mindfulness courses in Brighton, (and every town) for which you 
can sign up at a few weeks notice if you can pay the going rate of £120-180. However, most 
patients cannot afford this. The obvious solution is for the Clinical Commissioning Groups (CCGs) 
to mass-commission MBCT courses, by inviting existing third sector providers to bid for Service 
Level Agreement contracts.  
 
Then GPs could prescribe MBCT courses as easily as they can Prozac, by means of vouchers. 
Patients could cash the voucher for a free course with the contracted providers. I have set up a 
company to do this, and details of this scheme can be seen on my websites (see 
www.sectco.org.uk, and my papers on section 9 of www.reginaldkapp.org)  
 
If this scheme was implemented at scale, patients would learn how to look after themselves, and 
get off the drugs which are now making them ill. Public health statistics could be halved by 2020 
at 20% less cost to the taxpayer. I would be pleased to enter into correspondence about this 
subject. 
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