
9.140 Prospectus for a CAmpaign for Social 

Prescribing Of Talking Therapies (CASPOTT)  
By John Kapp, 22, Saxon Rd Hove, BN3 4LE, johnkapp@btinternet.com, 01273 417997. References to papers thus 

(9.125) are published on www.reginaldkapp.org, and www.sectco.org.uk.                                                  9.4.19 

1 Why is this campaign needed? 

To end the crisis in primary care, by giving GPs an alternative to over-prescribing medication. Several years ago, the 

number of monthly prescriptions written in England exceeded 1 bn, which means that on average, half the 

population of England  (27 million) are now on 4 drugs continuously. Over 90% of GPs agree (‘Too many pills’ by Dr 

James le Fanu, 9.134) that they overprescribing, but they have no alternative, because there is no NHS mental health 

service worthy of the name ‘service.’ Although Parliament legislated parity of esteem for mental health 4 years ago 

(1.4.15) which stipulates the maximum Referral To Treatment (RTT) waiting time of 18 weeks (3 months) very few 

patients start talking therapy treatment within that time, and the average wait is 6 months, and many wait for 

longer. 

2 Why are you campaigning for this? 

I am a former Conservative councillor on Brighton and Hove Council. I suffered adverse 

reactions to Ibuprofen in 1992, and have been campaigning for complementary and 

alternative therapy in the NHS since. I discovered mindfulness meditation in a Buddhist 

centre in 2008, and founded a company called Social Enterprise Complementary 

Therapy Company (SECTCo) in 2010 (see logo of Chiron, the wounded healer) to be able 

to bid for public sector contracts to provide it, I have been teaching and promoting the 

NICE recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week courses 

under the slogan ‘medication to meditation’ and we have provided 42 courses for over 

200 vulnerable  finishers to date.  

3 What about IAPT? 

in 2006, when antidepressants (ADs) were prescribed to about 2 million patients (1 in 25) in England,  the Labour 

government tried to ‘end the Prozac nation’ by introducing the Improving Access to Psychological Therapies (IAPT) 

programme. Although IAPT now successfully treats about 0.5 million annually, the number on ADs has quadrupled to 

8 million, so 1 in 7 of us are on them, and the number is rising at 8% pa. Most of these patients are medicated 

against NICE guidelines, which say that mild to moderate cases should be treated with talking therapy, but the 

Clinical Commissioning Groups. (CCGs) do not commission them, despite every £1 invested can save £7. (9.76) 

4 What is the root cause of the epidemic of ‘depression’ 

Before the invention drugs for mental disorders, (Thoracine, 1957) depression (then called ‘nervous breakdown’) 

was rare (less than 1 in 1,000) and most patients recovered after a few years, with or without talking therapy. Now 1 

in 4 are said to suffer depression or anxiety in any year, (Time to Change) and 1 in 7 are being medicated by the NHS, 

not to mention those who self-medicate with street drugs. The rise in the incidence of depression correlates with AD 

prescribing, so they are the only possible cause, All drugs are poisons, which have to be detoxified in the liver, and 

which create the inflammatory reaction, which are the symptoms of depression (‘The inflamed mind’ Bullmore 2018)  

5 What can be done about this? 

Create a new primary care mental health service by which GPs can socially prescribe drug-free interventions as easily 

as medication. To be worthy of the name ‘service’,  these interventions should be provided at Community Care 

Centres within RTTs of a few days. It should copy the Alternative Health Service which provides complementary and 

alternative interventions to the rich, who thereby suffer long term conditions 18 years after the poor, and die 9 years 

later (Marmot health inequalities report 2009)  It should be staffed by complementary therapists who are now 



providing these interventions in the private sector to clients who pay the going rate (about £40-60 per hour for one 

to one treatment, and £10 per hour for classes)   

6 How would this new service be provided? 

The outline specification for this service already exists in statute law, under the Better Care Fund (BCF) legislation 

2013, although it has yet to be implemented as Parliament intended. It was supposed to provide better care (drug-

free) for vulnerable patients who presently fall through the NHS net, suffering mental disorders untreated, because 

they are excluded by reason of their addiction, homelessness, etc. They are personified in the BCF as Rachel (65, 

depressed, in sheltered accommodation) and Dave (40, alcoholic and homeless) They are supposed to be treated in 

Community Care Centres (CCCs) serving populations of 30,000-50,000. Although Brighton and Hove’s BCF allocation 

in 2018/19 was £28 mpa, no CCC has yet been created, and no Rachel or Dave has yet been treated. I have been 

blowing the whistle on this, but no notice has been taken of my protestations (9.95). These patients are difficult to 

treat, but the rewards of getting them into recovery are high. So-called ‘heartsink’ patients can each cost public 

services a six figure sum annually, in primary care attendance, hospital admission, and criminal justice costs, which 

can be saved when they get over their addictions. (‘Turn drug dealers into missionaries’ 9.103)  

7 How would this new socially prescribed service be paid for? 

My proposed new primary care mental health service in Brighton and Hove (population 300,000) would treat about 

10,000 vulnerable  patients annually in 10 Community Care Centres, costing £1 mpa each, total £10 mpa. (9.139) This 

could be funded this year (2019/20) by using one third of our BCF allocation of £30 mpa. When the extra £2 bnpa 

funding for mental health pledged by health secretary Matt Hancock on 7.1.19 for 2022/23, is received, we will get 

an extra £10 mpa, when the service should be doubled to treat 20,000 vulnerable patients annually.   

8 What is social prescribing? 

Social prescribing has a big and growing evidence base as a cost-effective way of improving health and wellbeing of  

vulnerable patients in their local community who have previously gone untreated. It has been pioneered for decades 

by enlightened GPs in a few surgeries in England, such as Bromley by Bow in London (www.bbbc.org),  Cullumpton in 

Devon,  and Brighton Health and Wellbeing Centre (see appendix 1).  At present, all GPs can do is to signpost these 

patients to social interventions run by the Community and Voluntary Sector (CVS), such as those listed below. 

However, participants usually have to pay small sums, which vulnerable patients cannot afford, so are excluded. This 

so-called social ‘prescribing’ system is therefore very small scale (basically pilots), and is not sustainable. It relies on 

GPs working voluntarily under the counter, referring their patients to charities, who can only pay therapists at below 

market rate. Meanwhile the increases in NHS funding from what we all pay in taxes just go into more and more 

drugs, which are doing more harm than good (9.139).     

9 How can social prescribing be part of the prescribing system? 

Social prescribing should be administered in a similar way to drug prescribing. They should be written on a different 

prescription form, and be free at the point of use for patients. This means that it should be part of the official 

prescribing system, which pays the providers out of the NHS prescribing budget, in arrears on production of the used 

prescription form. 

10 How will the new social prescribing system work? 

As with drug prescriptions, the GP would write the patients’ name on the social prescription form, give it to the 

patient, who would take it to a licenced provider at a Community Care Centre (CCC). The provider would offer the 

patient a wide range of social group 10 week interventions (such as those listed below) from which the patient could 

choose, and sign on for with a receptionist. The provider would provide the patient with the interventions, at the 

end of which, the patient would be asked to sign the used prescription form, to certify that it was satisfactory, and 

that they would recommend it to their friends and family. This would create a self-regulating system ensuring high 

standards, protecting the patient and the taxpayer, as providers of unsatisfactory interventions would not get paid. 

The provider would send the signed prescription forms to the CCG, who would pay the provider at the tariff price, 

who would then pay the therapists monthly in arrears.  

11 What interventions should be included in social prescribing? 



The biggest determinant of mental disorders is social isolation, so that all ways of combating it should be considered 

to get vulnerable people together in community group activities. The various interventions should be offered like a 

market stall, from which patients can choose on a pick and mix basis, totalling up to 75 hours per 10 week block 

sessions, Patients would be eligible to have repeat prescriptions every 10 weeks. The interventions should include 

the following: 

a) Singing groups (on the lines of ‘Singing for Pleasure’ and ‘Singing for better health’) 

b) Exercise classes (on the lines of 60+) 

c) Breathe easy groups (on the lines of B&H Breatheasy group) 

d) Bereavement group (on the lines of Cruse) 

e) Befriending groups (on the lines of Neighbourhood Care scheme, Time to talk befriending) 

f) Gardening and allotment groups (on the lines of men in sheds.)  

g) Peer support for vulnerable people (on the lines of Groundswell) 

h) Psychoeducation classes (on the lines of Swindon, paper 9.63, www.reginaldkapp.org) 

i) Gym training (as www.chagehove.org)  

j) NICE recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week courses, (paper 9.133 

www.reginaldkapp.org) 

k) Brainspotting and Family constellation groups (as provided every Sunday at Essence, Hove by the author). 

12 How should potential providers be licenced? 

There are thousands of complementary therapists presently providing these interventions in the private, and 

Community and Voluntary Sector (CVS) of every big town. The CCGs should invite them to join together to create 

organisations that can bid for a licence to provide these intervention at a CCC.  A specification for this licencing 

scheme is given in paper ‘New licencing scheme to double the number of treatments for depressed patients by 2020, 

see 9.112 of www.reginaldkapp.org. 

13 SWOT test. Strengths of this campaign 

a) Polls show that most patients want complementary therapy rather than drugs. 

b) The IAPT programme is a government initiative with substantially the same aim, which has had cross party 

support for more than 13 years. 

c) NICE guidance (CG 123  2011) endorses talking therapies as the first treatment for mild to moderate depression. 

d) Mental health and social prescribing have never been higher on the political agenda than now. 

e) They both are advocated in the NHS 10 year plan, and are backed up by the existing  BCF of £6 bnpa nationally, 

and £30 mpa locally, and new money pledged from 2022/23 (£2 bnpa nationally, and £10 mpa locally). 

14 Weaknesses of this campaign 

Vested interests in most of the medical establishment throughout the world, backed by their drug company 

sponsors, who control how public money is spent on commissioning, have been rubbishing complementary and 

alternative medicine and talking therapies for decades as quackery practiced by charlatans.  

15 Opportunities for this campaign  

a) The rising epidemic of AD prescribing, which now affects 8 million in England (40,000 in Brighton and Hove) 

which have adverse side effects, including addiction, is overwhelming primary care. 

b) The increasing evidence based against ADs (and other drugs) worldwide.  



c) The new money pledged for mental health in the NHS 10 year plan (£2 bnpa from 2022/23). 

d) The high profile of social prescribing in the 10 year plan. 

e) The new NICE guidelines for depression, which were due to be launched a year ago, but which have been forced 

to be referred back, and are now due to be published in March 2020, which will probably be advantageous to 

our campaign.  

16 Threats to this campaign 

a) The inertia or opposition in Clinical Commissioning Groups, who are run by GPs and officers who have been 

conditioned to believe the adverse messages against our campaign in paragraph 14. 

b) The inability of health ministers to interfere in the spending of the £80 bnpa devolved to CCGs by NHS England. 

c) The disconnect between the CCGs and the Health and Wellbeing Boards of Local Authority Councils, evidenced 

by the fact that the CCGs’ budgets are not included in the Councils’ budgets. (9.125) making the CCGs’ budgets 

unaccountable to democratic control by elected councillors, breaking the first principle of democracy over £80 

bnpa of taxpayers money, which goes into an accounting black hole. 

d) Councillors’ belief that the CCGs are separate autonomous bodies, who are not accountable to them, but only to 

NHS England. 

e) Even if local councillors were to acknowledge that they are statutorily responsible under the Health and Social 

Care Act (HSCA) 2012 for the CCGs health budget (average £400 mpa), there is no induction available to teach 

them how to manage the primary care health sector (which they regard as a ‘can of worms’) so would be unable 

to ensure best value for their constituents. 

17 How long will it take to achieve our purpose, aim and objectives? 

I do not know. I created SECTCo in 2010 when the incoming Conservative government won the election on the 

manifesto pledge to ‘liberate the NHS’ with the HSCA 2012. They tried to break the drug companies’ monopoly on 

treatments, and ensure that ‘Any Willing Provider’ would be awarded contracts to provide complementary therapy 

to patients. However, the vested interests (trade unions and drug companies) have successfully diverted all 

discussion away from drug treatments (where the problem lies), and into more money, exacerbating the crisis in 

primary care.  However, I am optimistic that truth will always prevail in the end, but one has to persevere. BBC 

documentaries, such as ‘The doctor who gave up drugs’ May 2018, and Dr Danius Puras’ paper to the United Nations 

(6.6.18) gave me hope of a paradigm shift in public opinion. However, I have now concluded that concerted effort is 

needed with others of like mind, hence this campaign.  

18 What can you do to support this campaign?  

a) Please register your support by contacting the author, John Kapp, and give him your contact details. 

b) Send your comments on this prospectus to him to improve it accordingly. 

c) Forward it to anyone you know who might be interested to consider joining it.  

d) Come to a general meeting to launch the campaign at 2pm on Sat, 11
th

 May, 2019, at Essence Hove, 86, Church 

Rd, Hove BN3 2EB, opposite Hove town hall (or other date and place to be decided nearer the date). 

e) Consider the draft constitution shown in appendix 2 below, which will be put to the meeting for adoption.  

f) Consider standing for election to the steering group, or as a committee member, officer or sponsor. 

g) Consider nominating suitable persons to be patrons, ambassadors, etc to promote the campaign’s message. 

h) Supply us with a list of media contacts who might cover the campaign. 

i) Make a donation to the campaign by sending a cheque made out to ‘John Kapp’, or by giving him cash. 

 



19 Conclusion.  

The desired outcomes of this campaign, If implemented as recommended,  will be: 

a) To get the budget of the CCGs included in the Council‘s budget so that statutory responsibility for the health 

budget is vested with councillors on the Health and Wellbeing Boards (HWBs) (9.125) 

b) To provide a primary care mental health service which is available at short (a few days) waiting times for 

drug-free better care to vulnerable patients who presently are not treated. 

c) To reduce health inequalities, prevent sickness and transform these patients’ health and wellbeing. 

d) To empower GPs to prescribe these nondrug interventions as easily as drugs, improving retention and 

recruitment of them and their staff. 

e) To make primary care sustainable, thereby solving the present crisis. 

Appendix  1 Examples of existing social 

prescribing schemes.    
Bromley by Bow GP surgery in East London have been pioneering social prescribing for the last 30 years, and have 

been using it to good effect in Tower Hamlets. The following is taken from their website (www.bbbc.co.uk).  

Bromley by Bow Health consists of over 100 people. It’s  a team of varied health professionals including: GPs, nurses, 

advanced nurse practitioners, Health Care Assistants, pharmacists and administrative support. All staff are 

committed to providing excellent primary care in an area with significant social and economic challenges. Our 

healthcare service is provided to over 26,000 patients, operating from 3 surgeries across Tower Hamlets. 

SOCIAL PRESCRIBING  Get support for issues affecting your health. The social prescribing service gives you time to 

explore life issues and challenges and puts you in touch with services and activities to support you in your  local 

community. When: By appointment at Bromley by Bow (Health) Centre, St Andrews Health Centre, St Paul’s Way 

Medical Centre, Stroudley Walk Practice, Merchant Street Practice and XX Place Where: Mile End East and Bromley 

by Bow For: Age 18+ by GP referral or direct contact socialprescribing.bbbc@nhs.net  0208 709 9848 

MACMILLAN SOCIAL PRESCRIBING  Support for people living with and  beyond cancer 

The Macmillan Social Prescribing Service will put you in touch with local services  and activities to help you get back 

on  track following a cancer diagnosis. When: Various. Please get in touch Where: Tower Hamlets, Newham,  

Waltham Forest, City and Hackney   For: Age 18+ socialprescribing.cancer@nhs.net  ‘   

The Service Directory puts you in touch with services and activities to support you in your local community, including 

the following headings: Fit for life. Become a health champion. Communities driving change. Inclusive sport. 

Gardening and horticulture. Physical activity classes. Support finding work. Support to find training. Employers 

looking for staff. English classes. Computer skills. Benefits, housing, debt advice. Specialist advice. Money 

management. Energy advice. Ease Exchange. One to one support. Creative arts. Start a new business. Connective 

zone. Café.’ 

The Brighton Health and Wellbeing Centre, Western Rd Hove, also offers some of the above socially prescribed 

services, subsidized by their Robin Hood charity. (see paper: ‘Offer of subsidized MBCT courses’ 9.133 

www.reginaldkapp.org) 

 

 

 



Appendix 2 Draft constitution of CASPOTT      
1 Name  

The name of the campaign shall be the CAmpaign for Social Prescribing Of Talking Therapies (CASPOTT) hereafter 

called; ‘The campaign,’ as described in this prospectus dated 26.3.19, and papers on section 9 of 

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

2 Purpose of the campaign 

The purpose of the campaign shall be to reduce drug prescribing in the NHS by commissioning and providing better 

drug-free interventions. 

3 Aim of the campaign 

The aim of the campaign shall be to set up a new primary care system to enable GPs to socially prescribe talking 

therapies (including complementary and alternative interventions) as easily as drugs. 

4 Objects of the campaign.  

a) To promote the creation of Community Care Centres, (CCC) as called for in the Better Care Fund (BCF) legislation 

2013, as mental A&Es, open 24/7 for crisis care, in which talking therapies can be socially prescribed and 

provided free at the point of use for vulnerable patients on GP referral and self referral, staffed by licenced 

providers, according to the pilot scheme proposed for Wish Park surgery, 191, Portland Rd Hove, (9.139)  

b) To enable organisations who are currently providing talking therapists in the community, voluntary and private 

sectors to apply for, and be awarded a licence to provide talking therapies on social prescription, and be paid for 

doing so at agreed tariff rates, as pharmacists are paid for providing drugs on prescription. 

c) To lobby politicians to implement this new primary care social prescribing system, and monitor its effectiveness 

in improving the health of the patients treated.  

5 Membership of the campaign 

Membership shall be open to anyone who supports the purpose, aim and objects, and who registers their contact 

details with the membership secretary, who shall keep a list of members. 

6 Management of the campaign 

The management of the campaign shall be by a management committee, who shall be elected annually by the 

membership in general meeting. 

7 Management committee 

The management committee shall be up to 15 members, comprising a chairman, deputy chairman, secretary, 

treasurer, webmaster, and such other officers as the committee may decide. 

8 Powers the management committee 

a) To raise money to promote the campaign. 

b) To open  a bank account in the name of the campaign. 

c) To provide offices from which the campaign can be administered. 

d) To create a website and social media presence. 

e) To liase and collaborate with other campaigns with similar purposes, aims and objectives. 

f) To take such other powers as may be needed to achieve the purpose, aim and objects. 

                                                                                                                                                        


