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1 Summary conclusion - GPs are in such short supply that they can set their own terms.  

  

The bad news is that GPs are leaving the NHS in droves, we in England are already more than 3,000 

short, and nobody wants to replace them (9.123) The government is desperately trying to fill the 

vacancies by poaching foreign doctors with £40k sweeteners which is unethical and patients prefer 

them to be English. A better strategy would be to find the root cause why GPs are leaving, and change 

their conditions of employment so that they want to work out a full term career.  

 

They are leaving because they cannot do what they were called to do, namely relieve suffering. Up to 

half their case load is depression and addiction for which they can only prescribe drugs (such as 

antidepressants) which break NICE guidance and do not even claim to heal or cure, but have harmful 

side effects, causing the epidemic of depression and making patients keep coming back in a revolving 

door, overwhelming surgeries and A&E. Their once honourable profession has been reduced to the 

soul-destroying job of pill pushers for the drug companies generally doing more harm than good by 

getting people addicted (like street drugs). Breaking their Hippocratic oath ‘do no harm’ makes them 

feel so guilty and ashamed that they have to take early retirement.  

 

The good news is that they were liberated by the Health and Social Care Act 2012 to heal themselves 

and their profession so only have to empower themselves.  There are 8,000 GP practices in England all 

of which are autonomous private companies so they don’t need permission from NHS England. To 

retain and recruit their GPs practices can rewrite their own conditions of employment to be soul-

enhancing. Furthermore, GPs collectively control the Clinical Commissioning Groups (CCGs) so can 

change CCG policy from ‘medication to meditation’, and commission drug-free talking therapies for 

depression and addiction, such as the NICE recommended Mindfulness Based Cognitive Therapy 

(MBCT) 8 week course and supportive meditations, (9.117) which are abundantly available in the 

private sector. They could then prescribe psycho-education instead of drugs and fulfil their calling (the 

word ‘doctor’ comes from ‘doctare’ latin to teach). Their profession would then be restored to 

honourable, and the crisis would be over. 

  

2 Recommendations for the retention and recruitment of GPs to solve the crisis in primary 

care 

 

a) Rather than retire early GPs should rewrite the conditions they need to happily work out a full term 
career without feeling guilty or ashamed and put them to their practice, who would accept or close.  

b) All practices should rewrite their terms and conditions of employment so that their GPs are not 
forced to do anything that breaks their Hippocratic oath or NICE guidelines. 

c) CCGs should reduce over-prescribing by adopting a policy of ‘medication to meditation,’ 
empowering GPs to prescribe talking therapies such as the MBCT course (9.117) rather than drugs. 

d) CCGs should licence private providers to provide talking therapies such as the MBCT course (9.112) 
in sufficient numbers to enable all patients for which they are clinically appropriate to be treated 

within the current access standards (2/6/18 weeks).  

e) To honour patients’ statutory right to NICE  recommended treatments under the NHS constitution, 
CCGs should encourage all practices to add a clause with the following intent to the terms and 

conditions of all GP contracts:  

 

‘In the best interests of patients, GPs may refuse to prescribe drugs (such as antidepressants) which 

do not claim to heal and cure the condition for which they are prescribed (such as depression and 

anxiety) and which have harmful and addictive side effects causing them to break their Hippocratic 

oath ‘do no harm’, and NICE guidelines. GPs could then prescribe talking therapies instead of drugs to 

all patients for whom they are clinically appropriate. The practice will use its best endeavours to 

persuade the Clinical Commissioning Group (CCG) to  commission, procure and provide enough 

contracts with providers to provide talking therapies to treat all patients within the current referral to 



treatment access standards: 2 weeks for psychosis, 6 weeks for 3 out of 4 patients with other 

disorders, and 18 weeks for the remaining 1 out of 4 patients. 

  

3 Why hasn’t the Health and Social Care Act 2012 yet liberated GPs? 

 

The Health and Social Care Act 2012 (HSCA) was motivated by the ‘localism agenda’ and was a huge 

devolution of £70 bnpa worth of financial power over primary care commissioning from the Department 

of Health to GPs. Unfortunately they have not yet exercised this power, as they generally regard 

involvement with  the CCG as an unwelcome extra burden, a liability, whereas it is actually an asset.   

 

GPs tend to see themselves as victims of government legislation whereas they are really 

beneficiaries.  They are victims of the drug companies’ fake news in so far as they have become pill 

pushers for them although the intention of all government legislation has been to empower them to 

liberate themselves. Over-prescribing hit a tipping point in 2015/16 at 1bn monthly prescriptions 

annually, showing that half the population are on 3 drugs continuously (9.120). Everyone knows that 

street drugs are harmful and addictive and prescription medication is no better. The current epidemic 

of depression afflicting 1 in 8 of us (5 million) is actually caused by the antidepressants taken to 

relieve our moody symptoms (9.105).  

 

Studies show that only 12% of drugs are effective and 88% are ineffective or harmful 

(www.wddty.com). Such  over-prescribing makes the NHS so toxic that GPs burn out and have to 

retire early, creating the crisis in primary care. Most of money spent the drugs bill (£17 bnpa) is not 

just wasted but counterproductive, crippling millions of patients and draining taxpayers. That was why 

Philip Hammond was wise not to give any more money to the NHS in the recent budget but I wish he 

had exposed the truth. The government has been well aware of the problem of over-prescribing for 

decades and has passed legislation to deal with it. However, they have been thwarted by Big Pharma 

which subverts progress like a mafia. The historical context of legislation is as follows.  

 

The Thatcher government (1979-92) privatised all the nationalised industries except the post office 

and the NHS. The Major government (1992-7) privatised the post office, and split NHS 

commissioners and providers, and established fundholding. This removed the previous NHS 

monopoly over commissioning treatment in primary care enabling individual GP practices to 

commission their own drug-free treatments, including complementary and alternative medicine (CAM) 

now called ‘social prescribing’. 

 

The Blair government (1977-2008) yielded to trade union pressure, and clamped down on fundholding 

in 1997. However, they did not stop the few surgeries who started social prescribing as beacons such 

as Bromley by Bow surgery in London, (www.bbbc.org)  and Collompton surgery in Devon 
http://www.collegesurgery.org.uk/  led by Michael Dixon. He founded the NHS Alliance, which inspired 

Andrew Lansley’s campaign, which led to the HSCA 2012. 

 

The Blair government (1997-2008) also created the National Institute for Clinical Excellence (NICE) in 

2002 to authorise cost-effective treatments which should be commissioned. In 2006, it also gave 

patients statutory rights by passing the NHS constitution, and tried to ‘end the Prozac nation’ by 

passing the Improving Access to Psychological Therapies (IAPT) programme. 

 

4 Why Improving Access to Psychological Therapies (IAPT) hasn’t yet worked 

 

Despite IAPT, antidepressant prescribing has since more than doubled from 30bn to over 60bn monthly 

prescriptions, showing that 5 million people are now on them. NICE guidelines say that drugs should 

only be prescribed for severe cases of depression and that mild to moderate patients (the vast 

majority) should be given talking therapies. However, the CCGs have failed to commission enough of 

these leaving GPs no alternative but to prescribe drugs against NICE guidelines.  

 

This failure is against the spirit of the law and the chairman of NICE publicly complained in 2014 (9.76) 

that CCGs that break the law should be taken to judicial review. I took legal advice, and found that this 

would cost me personally thousands of pounds, which if successful, would only get publicity. There is 

no legal sanction against CCGs which break NICE guidelines which are advisory not mandatory, so are 

‘toothless’. 

 

This means that the mafia drug companies in collusion with the trade unions have so far triumphed 

over the interests of patients, doctors, and taxpayers. They use their ill-gotten profits to blackmail the 

government with continuous calls for more money which is a smokescreen under which they get away 



with murder, literally. More than a million patients are hospitalised by adverse drug reactions (ADRs). 

Robert Francis (author of the Mid Staffs report) said ‘if the NHS were an airline, its planes would be 

crashing every week.’ 

 

5 Why CBT doesn’t work 

 

Furthermore, IAPT is not working properly because Cognitive Behaviour Therapy (CBT) is still the 

treatment of choice, but is only effective for 1 in 10 patients. However, the MBCT 8 week course is 

effective in 2 out of 3 patients and one facilitator can teach 15 patients who also get peer support from 

one another. This makes MBCT 100 times more cost effective than CBT. I have been writing this for 

years yet only 3 MBCT courses are commissioned in the city and are said to be undersubscribed. 

 

I took a MBCT course at the Buddhist centre in Brighton in 2008 and learning how to watch my breath 

changed my life. I did the teacher training with Prof Mark Williams in Oxford in 2009 and started a 

company (SECTCo, see www.sectco.org.uk) in 2010. I ran 10 MBCT courses, training others to run 

them and collectively SECTCo has run 40 courses for 300 people to date. We have bid (so far 

unsuccessfully) for contracts to run them for GP surgeries (9.116, 9.117). My own doctor says he 

would refer patients to me if the CCG permitted it, which they have so far refused to do.  

 

The Cameron coalition government (2010-15) passed Lansley’s HSCA in 2012, the intention of which 

was to liberate the NHS and GPs from pill pushing. Unfortunately they have not yet understood that. 

The purpose of this paper is to inform them that they have the power by working with the CCGs to 

solve the crisis in primary care, creating the fulfilling career to which they were called, namely helping 

their patients to heal and cure their suffering as described below. 

 

6 Clinical commissioning of effective (drug free) treatments has not yet happened  

 

The HCSA devolved the previous power of the Department of Health by establishing the CCGs as the 

executive arms of the Local Authority Councils’ Health and Wellbeing Boards (HWBs). The main 

purpose of the CCGs was to change the NHS system to ‘clinical’ commissioning but this has not yet 

happened because (as mentioned above) GPs are not yet working as the government intended. 

 

What is clinical commissioning? Under the old Primary Care Trusts (PCTs), managers commissioned 

all the treatments which GPs can prescribe by procuring (buying) contracts to provide treatments to 

patients. However, the old PCT system failed because managers never saw patients so did not know 

whether the treatments they procured (bought) were effective or not.  

 

GPs on average have 40 patient contacts per day getting direct feedback from patients on which 

treatments work and which don’t. The purpose of changing to clinical commissioning was to transfer 

the statutory power from managers to GPs who are supposed to tell the CCGs to commission more of 

the former and less of the latter. However, as mentioned above, GPs don’t do this so the feedback 

loop is still missing (as it was under the old PCTs) which is why clinical commissioning has not yet 

happened. 

 

7 How and why clinical commissioning is failing 

 

Some 30,000 GPs in England collectively have 300 million patient contacts pa, (which is nearly 1 

million every day) - 12 times more than those who go to A&E (25mpa). All those patients want to 

receive the latest treatments that are NICE recommended as cost-effective. At least 1 in 3 patients 

present with mental disorders, the latest NICE recommended treatment for which is the MBCT 8 week 

course which teaches patient self care (under Clinical Guidance CG 23, dated Dec 2004).  

 

The government intended that GPs should be able to prescribe these latest treatments to all their 

patients for which they are clinically appropriate. However, they cannot yet do so because (as 

mentioned above) in clinical commissioning the feedback loop is still missing, so GPs can only prescribe 

drugs (such as antidepressants).  

 

Furthermore, under the NHS constitution (adopted into law in 2009) patients have the statutory right 

to all treatments which are NICE recommended (including the MBCT course) if their doctor says they 

are clinically appropriate. However, to date this right cannot be honoured and is still denied to most 

patients, because (as mentioned above) clinical commissioning has not yet happened, because the 

feedback loop is missing.   

 



The HSCA intended to end the crisis in primary care, but has intensified, because clinical 

commissioning has not yet happened. As mentioned above, this is because GPs have not yet taken the 

responsibility entrusted by Parliament to tell their CCGs which treatments work, so more should be 

commissioned, and which don’t (such as antidepressants) so less should be commissioned. But the 

whole system of commissioning is still failing because the above feedback loop is still missing. 

 

Moreover this failure has left a power vacuum because the Department of Health and NHS England 

have devolved all their power over two thirds of the health budget (£70 bnpa) to CCGs, who are 

supposed to be accountable to, and supported by HWBs. However, this arrangement still does not work 

as intended, because the councillors who sit on the HWB have not risen to their responsibilities (9.100)  

 

8 How patients, GPs and taxpayers are suffering from this failure of the feedback loop 

 

The result is that nothing has changed in GP surgeries and A&E departments. No new treatments are 

provided for patients because CCGs don’t commission them, but keep rolling over the same tired old 

block contracts with the same tired old providers (such as Sussex Partnership Foundation Trust) so 

patients get the same tired old treatments – drugs - or drugs which don’t work and do more harm than 

good by getting patients addicted (as with street drugs).  

 

 

The result is a double detriment to patients. 5 million have become afflicted with depression by being 

given antidepressants to which they have become addicted, creating the epidemic of depression 

(9.105). They have been denied better NICE recommended treatments (such as MBCT courses for 

depression and anxiety) because they have not yet been commissioned or procured by the CCGs in 

sufficient numbers to meet the statutory access standards. Since April 2015 these have been 2 weeks 

for suspected psychosis, 6 weeks for 3 out of 4 other mentally disturbed patients, and 18 weeks for the 

remaining 1 out of 4. However, the CCGs have failed to let sufficient contracts with providers to 

provide them on GP prescription within these standards, so referral to treatment waiting times are still 

more than 6 months for most patients, during which time patients get worse.  

 

In my city, despite my protestations (9.76) only 3 MBCT courses pa are commissioned for up to 12 

patients per course (up to 36 patient places pa), whereas there are 31,000 patients on antidepressants 

against NICE guidelines all of whom have the statutory right to be offered a course. There is thus a 

1,000 times disparity between supply and demand for effective treatment (9.95).  

 

9 How depression has become an epidemic 

 

Before 1980 (when antipsychotics and antidepressants were first marketed) depression (then called 

‘nervous breakdown’) used to be a rare mental disorder (less than 1 in 1,000) and it usually went away 

by itself after a few years if left untreated. Now it is a ‘long term condition’, often for life, which is said 

(by Time to Change) to affect 1 in 4, and the World Health Organisation says that depression is about 

to become the greatest disease burden throughout the world.  

 

How could such a sudden phenomenon afflict humanity? Robert Whitaker researched the answer, and 

published books: ‘The anatomy of an epidemic. Magic bullets, and the astonishing rise in mental 

disorders in America, 2010’ and ‘Psychiatry under the influence, 2015’. He gives overwhelming 

evidence that this epidemic is iatrogenic (doctor induced) by the drugs given to treat them. As 

mentioned above, in spite of the IAPT programme, antidepressant prescribing has doubled, and now 5 

million of us are on them which is  1 in 8 of the adult population.  

 

This is now a tipping point when GPs have collectively realised (most probably unconsciously) that 

they are the cause of this epidemic. They answered a call to relieve suffering but now realise that 

they have been tricked into causing suffering. However, they can’t talk openly about this as the 

subject is taboo (an elephant in the room) so it festers like a boil that cannot be lanced. They feel 

totally betrayed by their profession and have no alternative but to retire early. However, the good 

news is that GPs have the statutory power to solve this crisis and restore their profession to its former 

honourable one by doing what this paper recommends. 

 

 

Part 2 The good news. What can be done to solve the crisis in primary care? 

 

10 GP surgeries can revise their terms and conditions to ensure a happy full term career 

 



This paper was inspired by a presentation at a conference in London on 22.11.17, titled ‘Innovations in 

primary care’. Jack Rhodes, head of primary Care, at Medmatch recruiting agency 

(www.medmatch.co.uk) founded an innovative company which imported ideas from other sectors of 

the economy. He described how his company successfully recruits salaried GPs by getting practices to 

write their own terms and conditions which ensure that salaried GPs can happily work for a full term, 

rather than accept the standard Department of Health conditions, burn out, and retire early.  

 

The approach advocated by Jack seems so obvious in hindsight that it should go without saying. 

However, it is so different to NHS speak that it hit me like a breath of fresh air, and made me realise 

how inhuman this robotic pill- pushing industry has become, under the name of a health service. We 

citizens pay 10% of GDP in our taxes to the NHS to keep the 55 million of us in England healthy, yet 

we have allowed the Big Pharma mafia to subvert the medical profession world wide, and poison us at 

our own expense in state-sponsored genocide. Over 70 years, we have allowed the NHS to lose sight of 

what it is there for, healing and curing its patients of their sicknesses, and that to do so, the Biblical 

phrase: ‘physician heal thyself’ should apply.   

 

11 GPs have the statutory power to commission NICE recommended talking therapies, and 

decommission drugs 

 

The General Medical Council say that they have 60,000 GPs on their register in England, although I 

have seen figures that only 30,000 are working in 8,000 practices in 220 Clinical Commissioning 

Groups (CCGs). Each CCG is autonomous, which is a huge change from the old system of PCTs, which 

were under central control of Strategic Health Authorities, and the Department of Health. However, old 

habits die hard and everyone seems to be looking over their shoulder for orders from above. Nobody 

seems to realise that now they set the rules. This is the power vacuum mentioned above. 

 

Under the constitution of CCGs, (which nobody has read) every GP has to be a member of their CCG, 

and each GP has the constitutional power to influence the commissioning intentions of their CCG. They 

can therefore create a better reality for themselves and their patients, if they want to.  As mentioned 

above this new system of clinical commissioning has not yet worked because GPs neither exert that 

power nor even know that they have it.  

 

I illustrate this by taking the example of my city of Brighton and Hove. For 5 years I have been running 

a campaign under the slogan ‘medication to meditation’ asking the CCG to divert a little of the 

prescribing budget (£55 mpa) to more MBCT courses. Why has this reasonable request not been even 

properly considered let alone granted? To answer this we have to understand the decision making 

process for commissioning treatments using public money, for which there is rightly, strict governance. 

The CCG leaders are appointed officers (like council officers) who carry out the instructions of elected 

councillors.  

 

As mentioned above, under the HSCA 2012, the previous ‘democratic deficit in health’ was reduced by 

devolving power over the £70 bnpa health budget to Health and Wellbeing Boards (HWBs) to which the 

CCGs are statutorily accountable. My HWB has  7 voting members, namely 5 local councillors (Daniel 

Yates (chairman, Labour) Karen Barford (deputy chairman, Labour) Nick Taylor (opposition 

spokesman, Conservative) Dawn Barnett (Conservative) Dick Page (Green). There are also 2 GPs 

nominated by the CCG governing board, namely Dr David Supple (chairman of the CCG) and Dr Manas 

Sikdar, a locality chairman GP. The HWB has a budget of £600 mpa for health (£400mpa) and social 

care (£200mpa) for our 300,000 citizens. This works out at £2,000 pa for every man, woman and 

child, which is plenty, provided that it is spent on talking therapies, rather than drugs.  

 

12 Pharmacies could become Community Care Centres 

 

The Better Care Fund legislation was announced in July 2013, and funding of nearly £4bnpa 

commenced in April 2015. The current funding is £5.3bn for 2017/18 and £5.8bn in 2018/19. 

Vulnerable patients are personified as Rachel (65, depressed, in sheltered accommodation) and Dave 

(40, alcoholic and homeless). They are supposed to be treated in Community Care Centres. 

 

My Local Authority (Brighton and Hove) has been getting £20mpa since 2015/16, and now gets 

£25mpa to treat Rachel and Dave, but to date, no Community Care Centre has been created and no 

Rachel or Dave has yet been treated - according to a public answer I got last summer from my Health 

and Wellbeing Board (9.112). This is a scandal. 

 



I attended a conference entitled ‘Health creation. Wealth creation. The power of people and 

communities’ organised by the New NHS Alliance on 6.12.17 at the Royal College of General 

Practitioners in London. It was said that there are 11,000 pharmacies in England who have 1.6 million 

patient contacts per day (60% more than GPs) They are staffed by 9,000 pharmacists who are highly 

qualified health professionals. This is a huge national resource which is generally under-utilised, 

whereas GP surgeries and A&E departments are massively over-utilised. Furthermore, if my slogan 

‘medication to meditation’ is implemented these will be redundant. 

    

A presentation by Sanjay Ganvir said that Greenlight Pharmacy offers a huge range of other services 

including health walks and spaces for socialising, at 5 sites in London. They have thus realised that 

drugs are a limited market (a ‘sunset’ industry) and that they need to diversify into social prescribing 

interventions, (a ‘sunrise’ industry). I believe that these 11,000 pharmacies should become the 

Community Care Centres envisaged in the Better Care Fund legislation, as the premises are in place 

where they are needed (near GP surgeries). The staff are already there and are used to working the 7 

day week that the government want so this could be a seamless transition that could happen very 

rapidly (almost overnight). My impression was that the industry would welcome this as they know 

better than I do that most drugs don’t work and want to serve the people better. 

 

13 CCG leaders should cultivate a new attitude (what Jeremy Hunt calls a ‘culture shift’). 

 

I have attended nearly every meeting of the CCG governing board and have lobbied the GPs and their 

colleagues, (including my own GP) and written scores of papers for them published on my website 

(www.reginaldkapp.org) . However, none of them can engage with me as they all seem stuck in the old 

NHS/PCT mindset that they are servants on tap, who just grind away at what they have always done 

and are powerless to change their commissioning in the interests of their patients and their practices. 

The reality is that the HSCA heralded a paradigm shift in devolution and can justify it to the 5 elected 

councillors who also sit on the HWB and are unlikely to quibble.  

 

Furthermore, they also still seem to think that they have to do the same as every other CCGs whereas 

in reality each CCG is an autonomous unit which can commission whatever is seen fit, provided they 

don’t exceed their budget. My CCG is also now (since April 2017) in charge of the commissioning of all 

GP surgeries in the city, now numbering 37. They can therefore make the conditions of employment 

more attractive to avoid any more surgeries closing. (We were told publicly in Sept that 3 or 4 are at 

high risk within a year)  

 

I attended a conference titled: ‘Roadmap for sustainable healthcare; spreading the ideas that make a 

difference.’ at the Kings Fund in London on 28.11.17. A breakout session asked us to brainstorm ways 

that could remove barriers to sustainable healthcare. I mentioned a public health report written for the 

NHS 60th birthday in July 2007, which identified the year in the last century in which the British nation 

was healthiest and found it to be 1944. This was because we had been at war for 5 years, food was 

rationed so nobody was overweight, we were digging for victory so were well exercised, all the doctors 

were treating the war-wounded so civilians got no healthcare. My group suggested that we should 

give all GPs a sabbatical to experience social prescribing. I fed this it back to the plenary session 

and it got applause.    

 

I append as appendix 1 the paper I distributed at the ‘Innovations’ conference on 22.11.17, and as 

appendix 2 an account of my role model GP who I called ‘Aunty Janet’ illustrating the independent 

spirit of pre-war GPs, which we have since lost and which present GPs could emulate. 

 

14 Conclusion – GPs have the power to create a new reality for themselves and their 

patients. 

 

I have shown above that GPs do not have to be reduced to pill pushers for the drug companies but 

have the power to create the healing profession to which they were called as medical students. They 

can do this by: 

a) setting their own conditions of employment to be sustainable for a full life career and 
b) lobbying their CCGs to commission the modern, drug free treatments, as recommended in 

paragraph 2 above. 

 

 



Appendix 1. Paper that I distributed at the ‘Innovations in 

primary care’ conference in London on 22.11.17. 

Potential cure for the epidemic of mental sickness 

and a solution to the crisis in primary care 

Q1 Is there a cure for mental sickness? 

A1 Yes. The Five Year Forward View for Mental Health says: 

People can, and do, recover from mental ill health. The evidence is clear that improving outcomes for 

people with mental health problems supports them to achieve greater wellbeing, build resilience and 

independence and optimise life chances, as well as reducing premature mortality.”   

However, the only NHS treatment for mental sickness that GPs can prescribe is anti-depressants and anti-

psychotics which do more harm than good and are the root cause of the epidemic (9.120). There is a cost-

effective talking therapy (the NICE recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week 

course) but GPs cannot prescribe it because very few courses are commissioned by CCGs and HWBs. 

Q2 Does MBCT work for vulnerable addicts?  

A2 No. They are too hyper-vigilant to focus long enough to learn to be mindful. 

Q3 Is there a talking therapy that can help all mentally sick people, including vulnerable 

addicts? 

A3 Yes. Family Constellation Group Therapy (FCGT) which has been commonly available in Germany for 

30 years and in England for 10 years, for those who can pay. However, it has not yet been clinically trialled 

so is not NICE recommended. I have written a 17 page proposal for a trial, see paper 9.124, or contact me. 

Q4 Can the NHS afford to commission new treatments, such as FCGT? 

A4 Yes. Mental health is top of the government’s agenda and a further £1bn has been pledged (Jeremy 

Hunt on the Andrew Marr show on 5.11.17). Philip Hammond stated (Andrew Marr show 19.11.17) that the 

NHS do not spend all the funds allocated. This is a scandal, and is very true in Brighton and Hove, where 

£20 mpa has been allocated under the Better Care Fund (BCF) since 2015. but not a single addict 

(personified as ‘Dave’ 40, alcoholic, and homeless) has yet been treated (9.119). 

Q5 What is the solution? 

A5 CCGs should commission a licensing scheme whereby CAM organisations can bid for a licence to 

provide MBCT and supporting meditations in Community Care Centres which are supposed to be funded as 

mental A&Es under the BCF (9.112).  I am lobbying councillors on my HWB and our mental health 

commissioners about this. (9.117) 

Q6 How would this licencing scheme solve the crisis in primary care? 

A6 By saving GPs from having been high-jacked as pill pushers for the drug companies making them guilty 

and ashamed so they retire early. Commissioning courses in MBCT and FCGT would empower them to heal 

and cure patients by prescribing courses that teach patients self care and restore their self esteem by 

giving them back their original calling (‘doctor’ comes from ‘doctare’ to teach). Please join my campaign. I 

would greatly appreciate feedback, please contact me, as above.  



Appendix 2 Aunty Janet, my role model GP with 

independent spirit.  

My GP role model was a neighbour, and close friend of my mother, (Dorothy Kapp nee Wilkins 
1898-1966) as they had both been students together at medical school. She was Dr Janet 
Michael, 1898-1996, and was a GP. I called her ‘Aunty Janet’ as she had 3 children of similar ages 
to me and my sister and the two families saw a lot of each other at parties. She and her husband 
were German Jews who had emigrated to Croydon when Hitler took over the Nazi party. She had 
a private practice from her home, (98, Park Lane, Croydon)  
 
Although she was not my mother’s GP, she came to see my mother’s first born child (me) a day or 
two after I was born (17.11.1935) in a nursing home. She noticed a funny look in my mother’s 
eye which led to her to suspect she had puerperal fever  for which she prescribed penicillin or 
sulphonamide drugs on  the spot, saving my mother’s life, (as recalled by my mother when I was 
an adult).   
 
She told me that when Aneurin Bevan created the NHS in 1948, she attended a meeting of about 
200 GPs in Croydon who resolved unanimously that they would have nothing whatever to do with 
it foreseeing that it would wreck their profession. Now, 70 years on, we can see that they were 
right.  
 
She remained true to that resolution all her life, remaining a conscientious objector, and never 
taking NHS patients. However, she told me scornfully that she was the only GP to do so, the 
others all betraying their word at that conference.  
 
My mother sent me to see her occasionally, such as (around 1953) when I got cement in my eye, 
and when I got bronchitis, for which she ordered me to stay in bed for a month. Her waiting room 
in this big Victorian house was the dining room, and it displayed a big notice: ‘NO SMOKING. 
CLEAN AIR IS VITAL TO HEALTH’. One of the other downstairs rooms was a pharmacy, where she 
personally dispensed the medicines she prescribed which I think were mainly herbal. She kept 
chickens in the garden and gave us eggs when they were otherwise unobtainable. 
 
She had a car (an Austin 7) in the 1930s but my father forbade us to travel in it. He said she was 
a terrible driver as she had never learned to drive having had a car before tests came in. She 
never retired from practice, remaining willing to treat her private patients to the end of their lives 
and she died aged 98. What I admired about her was that she knew her own mind and would 
take no nonsense from anybody so was not subverted by fake news from salesmen or politicians. 
She fulfilled the archetypal role model of doctor as a true teacher, walking the talk of how to live a 
full and healthy life. We need more like her.  
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