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1 Recommendation to Brighton and Hove Clinical Commissioning Group Board. 
At its next meeting on 26.5.15 the Board agrees to increase contract provision of NICE 
recommended talking therapies to the new access standards by inviting tenders for a licencing 
scheme (9.81) for the third sector to provide Mindfulness Based Cognitive Therapy (MBCT) 
courses and supporting meditations for the 25,000 depressed patients presently denied them over 
the next 2 years starting in Sept 2015.  
 
2 Summary of conclusions 
a) The first of April 2015 was a momentous day for NHS patients, when the coalition 

government’s health reforms took effect. On that day, 15 million people in England (1 in 4 of 
the population according to MIND and  Time to Change www.time-to-change.org) who suffer 
with mental health problems in any year acquired the statutory right to the same access 
standards of 6/18 weeks to start of treatment (1) (and appendix 1)  as for those with physical 
problems. This was the culmination of 5 years of legislative change (including the Care Act 
2014, and the Better Care Fund, BCF - see appendix 2 – for which this proposal ticks all the 
boxes) representing a paradigm shift as great as that around 1900 when the commonest 
treatment  changed from blood letting, to chemist shops supplying a ‘pill for every ill’.   
 
b) Medication to meditation  Before that day, 10 million patients with mental health 

problems (2 out of 3)  went untreated, and 5 million (1 out of 3) were treated 
inappropriately with medication  (antidepressants) against NICE guidelines (2). Now, all 15 
million have the statutory right to be treated appropriately with talking therapy -  
meditation  -  enabling them to start detoxifying, healing and curing the root cause of 
their condition – dysfunctional programming of their bio-computer.  

 
c) Healing the cause of the crisis in primary care.  This paradigm shift can also cure the 

root cause of the crisis in primary care – side effects from drugs. Antidepressants do not 



even claim to cure mental health problems, but only to mask the symptoms for a short time 
while the patient is supposed to remove the stress which caused it. However, they are taken 
for too long, and have addictive side effects which cause patients to keep coming back in a 
‘revolving door’ syndrome, clogging the primary care system, and causing doctors to burn 
out and retire early.  
 

d) Creation of a new and comprehensive  wellbeing service.  This paper is the latest of 
about 30 since 2013 showing how these new access targets can be met by enabling GPs to 
prescribe a new and comprehensive wellbeing service of talking therapies at Community 
Care Centres near every GP surgery. This proposal mirrors how the access standards for 
physical conditions were met from 2007 by the creation of Independent Treatment 
Centres (ITCs) for routine operations for say hip replacements. It also mirrors how 
chemist shops were created to supply drugs as the pharmaceutical industry developed 
from 1895 when aspirin was first manufactured. 
 

e) Mindfulness courses are the answer.  The only NICE recommended talking therapy 
which could be provided in sufficient quantity to meet the numbers requiring it is the 
Mindfulness Based Cognitive Therapy (MBCT) 8 week course. It is 100 times more cost 
effective than CBT. (9.78) because one facilitator can teach 15 patients at a time, and MBCT 
is effective in 2 out of 3, whereas one to one CBT is only effective in 1 out of 10.  
Mindfulness training is sweeping the world, and is recommended by the House of Lords (3)  
because it teaches you how to look after yourself better. It also removes your feeling of 
isolation by providing emotional support from your peers, filling the vacuum between the 
present health service, and local social care service, as shown in table 1 below. 

 
 TABLE 1 FILLING THE VACCUUM BETWEEN HEALTH AND SOCIAL CARE 
 

Health service Wellbeing service Social care service 

Physical support (medication, 
dressing of wounds, etc) from 
professionals 

Emotional and mental 
support from the 
community 

Physical support for dressing, 
washing, feeding, mobility, etc 
from professionals 

Primary Care Community Care Centres At home 

 
f) 10,000 new mindfulness facilitators are needed.  This paper proposes that the 

national target for NHS England should be increase contract provision to treat/teach 3 
million patients pa with a MBCT course, so that all 15 million depressed patients can have 
been treated/taught over 5 years, by 2020. To meet this target will require 200,000 courses 
pa, run by 10,000 full time facilitators providing 20 courses pa for 15 patients per course. 
This is the same number as the 2006 Layard target for training 10,000 Cognitive Behaviour 
(CBT) therapists, which was achieved by about 2010. There are already this number of yoga 
teachers in the third sector who could be retrained in a few months for this job. 
 

g)  Financial implications – saves up to £20 bnpa NHS deficit. The cost at a tariff price 
of £1,000 per patient for 3 million patients pa would be £3 bn pa. This is only 20% the 
prescribing budget (£15 bn pa) from which the money should be diverted, manifesting the 
slogan:  ‘medication to meditation’. This will have the double benefit of providing 
effective treatment to cure 2 out of 3 patients, (9.76) and avoid adverse drug reactions and 
the revolving door syndrome which causes the crisis in primary care.  Each £1 invested in 
MBCT courses and supporting meditations can save £7 (9.76) in reduction of patients’ need 
for public services in reduced GP contacts, (£31) A&E attendances, (£130) prescribing costs, 
hospital admissions, benefit and unemployment claims, and brushes with the criminal justice 
system. The projected savings from this proposal to the taxpayer is thus £20 bnpa, enabling 
the NHS to give £18 bnpa back to the treasury, while meeting Simon Stevens need of £2 



bnpa more (£8bn total)  by 2020. It would also de-privatise the 2% increase from 4%-6% 
in privatisation over the last Parliament. In the city of Brighton and Hove, (population 
300,000, or 1/200 of England) an investment of £15 mpa to treat 15,000 patients pa in 40 
CCCs would save £100 mpa, eliminating entirely the Council’s projected accumulated budget 
deficit by 2019/20 in a single year. 

 
3 Historical context of this paper 
In 2006, the last Labour government introduced the 18 week access standards for physical health 
conditions, to reduce the waiting time for the hundreds of thousands crippled patients who had 
previously waited for years for routine operations, such as hip and knee replacements. They 
implemented that legislation from around 2007 by creating Independent Treatment Centres 
(ITCs) which transformed the lives of those patients.  However, they failed to give mental 
patients the equivalent statutory rights to access standards, (1) which the coalition government 
did on 1.4.15, after many years of lobbying by the mental health charities, such as Time to 
Change.  
   
However, labour health secretary, Patricia Hewitt, paved the way by launching in May 2006 the 
Improving Access to Psychological Therapies (IAPT) programme, with the stated object of 
‘ending the Prozac nation’. Unfortunately, it failed dismally to meet this objective, as one to one 
CBT is only effective in about 1 in 10 patients, so antidepressant prescribing has since doubled 
from 30-60 million monthly prescriptions pa.  
 
This indicates that 5 million depressed patients are on them in England (31,000 in the city of 
Brighton and Hove) against the evidence base and NICE guidance (2) which says that talking 
therapy should be given in preference. GPs know this, but cannot generally prescribe talking 
therapy (except to suicidal patients) because contract provision has hitherto only been contracted 
for about 1 in 7 depressed patients (6,000 in the city, and around 1 million in England)  
 
Like the mental health charities, I have been campaigning for years for increased provision of 
talking therapies to the 6 out of 7 hitherto denied them. I was therefore very pleased to receive a 
letter from the minister, Norman Lamb, in Feb 2014 saying that they were going to bring mental 
and physical health access standards into parity. The formal announcement of the start date 
(1.4.15) for the new access standards for mental health was given by the deputy prime minister, 
Nick Clegg, at the Liberal Democrat conference on 7.10.14 (see e mail from Paul Farmer, CEO of 
MIND on 8.10.14 reproduced in appendix 1.  
 
Accordingly, throughout 2014, I asked public questions at every meeting of the CCG and HWB 
about how they intended to meet these new standards. My exchange of correspondence in Jan 
and Feb 2015 is reproduced in appendix 3, and my call for a public inquiry on 16.3.15 is 
reproduced in appendix 4.  
 
Nobody would give me a straight answer on my interpretation of the new law, including the 
Council’s legal advisor, Elizabeth Culvert, who I repeatedly asked in vain. In desperation I 
therefore referred my case to the ombudsman on 11.3.15, complaining that the CCG: ‘is wilfully 
failing to comply with the new access standards for mental health coming into effect in 3 weeks 
time.’ 
 
I copied in the members of the CCG and HWB, and the chief accountability officer (Dr Christa 
Beesley) who asked the finance officer (Michael Schofield) to sort me out. He met me on 16.3.15, 
and agreed that the matter was not appropriate to his department, so a meeting was arranged on 
24.3.15 between directors of my company  (SECTCo) and Dr Geraldine Hoban, chief operating 
officer for the Brighton and Hove CCG, Dr Tom Scanlon, director of public health, and George 
Mack, lay member of the Board.  



 
At that meeting, they refused my agenda, and accused me of being vexatious. I wrote draft 
minutes, which I circulated for comment. I repeatedly asked them to agree or amend them, which 
they refused to do, saying that they are writing their own minutes. Believing that they will not do 
so, as they have no legal leg to stand on, I published them on my website (9.87) I am grateful to 
them for clearing the air, and enabling me to understand why we interpret the new law 
differently. 
 
4 The old formula for contract provision of talking therapies denies 6 out of 7  
At that meeting, Geraldine told us that the formula by which she calculates the required amount 
of contract provision for talking therapies is as follows:  ‘Out of 100 mentally sick people, 50 are 
deemed to be seeking treatment, 25 will be diagnosed, 18 will be eligible for talking therapy, and 
contract provision has to be contracted for 15 to be given it.’   
 
Geraldine therefore believes that the law only requires the CCG to provide talking therapy for 15 
out of 100 (15%) or about 1 in 7 mentally sick patients. The CCG has already made contract 
provision for 16% or 17% to have to talking therapy in 2015/16, which exceeds her perceived 
statutory requirement. She therefore believes that this justifies the CCG’s decision not to increase 
contract provision for the forthcoming year. She has repeatedly communicated this to me in her 
written answers: ‘We have no plans to increase contract provision of talking therapies.’  She 
believes that that there is no more to be said on this matter, so she regards this as a ‘full’ reply. 
 
5 The new law requires all (100%) mentally sick to be offered talking therapy 
The difference between us is that I believe that the new access standards apply to all 100%, not 
just the previous 15%. The access standards for physical conditions (such as hip replacements) 
applies to everyone (100%) who needs one, and the new law has been billed as saying that 
mental and physical sickness will be treated equally, with parity. Parity means parity, so I believe 
that the CCG is denying 6 out of 7 patients their statutory right to talking therapy. Failing to plan 
is planning to fail, so the CCG is breaking the law as I interpret it. 
 
Geraldine did not quote the source of this formula, but I believe that it came from the Department 
of Health many years ago, during the time of the Strategic Health Authorities and Primary Care 
Trusts for whom Geraldine used to work. It is part of the folklore assumed as gospel truth.  
 
I contend that that formula became null and void on 1.4.15, and that the new access standards 
adopted on 1.4.15 apply to 100% of mentally sick persons, not 15%.   Whether NHS England 
has told the CCGs and HWBs, I do not know, or Geraldine may have missed their email. 
Furthermore, she is a highly reliable officer, and everyone in the CCG and HWB trusts her 
absolutely. Nobody challenged her judgement except me, who is regarded as a vexatious habitual 
complainer, (whistle-blower) so nobody bothered to read my papers, or consider my arguments. 
Whatever the reasons for how we got here, the bottom line is that contract provision  for talking 
therapy in the city needs to be increased by a factor of at least 6.  
 
6 How can these new access standards be met? 
This paper proposes that these new access standards should be met by creating a new Wellbeing 
Service providing community peer support at Community Care Centres within walking distance 
of every GP surgery. This mirrors what happened from 2007 when Independent Treatment 
Centres were established to meet the physical health access standards to perform routine 
operations on hundreds of thousands of patients annually, and in the early decades of the last 
century, when drugs took over from bloodletting as the treatment of choice, and chemist shops 
were established within walking distance of GP surgeries.  
 



There are about 30,000 GPs in England working in about 8,000 surgeries (average about 4 per 
surgery) In the city of Brighton and Hove there are 45, although one closed at the end of Feb, 
due to the early retirement of 2 GPs, leaving 1,200 of their patients without a GP. The Better Care 
Fund legislation (appendix 2) is intended to provide innovative new treatments in the community 
for the most vulnerable in society, represented as ‘Rachel’ (depressed, anxious, and diabetic), and 
‘Dave’ (alcoholic, diabetic and homeless) (9.79)  
 
The BCF legislation coined the name ‘Community Care Centre’ in an announcement at the end of 
2014 of an increase of 50% in the BCF budget from £3.6-5.3bnpa. The city got nearly £20 mpa 
(£19.6 mpa) in the first allocation of BCF, which is presumably to be increased by nearly another 
£10 mpa to nearly £30mpa. I asked public questions of the CCG Board on 27.1.15 (see appendix 
3) calling for this £10 mpa to be spent on providing a MBCT course for the 25,000 depressed 
patient on antidepressants that are now denied their statutory right to talking therapy. 
 
There are more than 8,000 alternative health centres existing in England, which already provide 
complementary and alternative medicine (CAM) (9.38) to those rich enough to afford it. These 
centres should be invited to apply for a licence (9.81) to become a Community Care Centre, on 
the model of that at 3, Boundary Rd Hove, BN3 4EH. 
 
7 How many people are affected by these new statutory rights? 15 million 
All mentally sick people in England now have the statutory rights to start NICE recommended 
talking therapy within a maximum of 18 weeks of GP referral (2). According to the Time for 
Change campaign (www.time-to-change.org.uk) 1 in 4 of us in England will experience a mental 
health problem in any year. This indicates that the number of patients in England (population 60 
million) eligible for treatment will number 15 million.  
 
Such large numbers cannot be treated with one to one therapy (such as Cognitive Behaviour 
therapy – CBT) hitherto provided. They can only be treated in large classes of say 15 at a time in 
a new Wellbeing Service which is basically education in self care rather than treatment for a 
condition. Those providing this service should be teachers, rather than therapists, and do not 
need clinical qualifications.  
  
Taking the example of city of Brighton and Hove (population 300,000) the number requiring this 
service will be 75,000, whereas hitherto, only about 6,000 (3) have been provided with talking 
therapy. Grossing this up indicates about 1 m patients nationally. (4) as shown in table 1, 
indicating the scale of the problem for Clinical Commissioning Groups (CCGs) and Health and 
Wellbeing Boards (HWBs) 
 
TABLE 1 NUMBERS REQUIRING THE NEW WELLBEING SERVICE TO MEET THE NEW 
LAW  

 England 
millions 

City of 
Brighton 
and Hove 
thousands 

Source 
see 
note 

Number requiring NICE recommended talking therapies pa       15 (1)      75    (1) 

Number receiving antidepressant medication now       5        31  (4) 

Number receiving NICE recommended talking therapies now       1  (6)        6  (5) 

Number presently on antidepressants denied NICE 
recommended talking therapy  

      4         25      

Number who should be offered NICE recommended talking 
therapy 

    14      75   

 



 
8 The existing Wellbeing Service in the city 
The contract specification for this was dated June 2011, and included on page 51 of 156 pages: 
‘The benefits to patients of the Talking Therapies Services include: 
Reduced symptoms of anxiety and depression 
Reduced inappropriate prescribing of antidepressant medications in general practice 
Reducing the risk of requiring secondary care interventions for anxiety and depression through 
    offering treatment earlier.’ 
SECTCo bid unsuccessfully for this contract, and it was let for 3 years from June 2012 to a 
consortium of the Sussex Partnership Foundation Trust, (SPFT, the secondary care mental health 
provider for the whole of Sussex) the Brighton Integrated Care Service (BICS) and others. We 
were told in Jan 2015 in answer to a Freedom of Information question that their contract is being 
extended for 1 more year until June 2016 at least. 
 
The service was badly needed, and has made a good start in providing primary care talking 
therapy, although it referral criteria are far from clear. They claim to take GP referral and self 
referrals, but my impression is that nobody can access treatment directly, but first has to go 
through an assessment process. This means that it is really a secondary care service, pretending 
to be a primary one.  
 
By contrast,  Swindon has had a true primary care mental health service for over 20 years (9.63) 
and has the shortest waiting time (2 weeks) from referral to treatment in England, so was 
featured on Channel 4 news (Aug 2013) They have a menu of free courses to which GPs and 
patients can directly book themselves, which is what SECTCo has been providing since 2010. 
 
The Wellbing Service are contracted to treat 6,000 patients pa at a cost of £4 mpa (£667 per 
patient) They have been providing 3 MBCT courses pa for up to 12 patients per course (total up to 
36 patients pa since Feb 2014. Geraldine Hoban (9.87) says that they are meeting their waiting 
time targets, which are within the new access times. However, this service is already at full 
capacity, and as stated above, there are at least another 25,000 depressed patients on 
antidepressants who have the statutory right to talking therapy, for which contract provision has 
yet to be made.  
 
Furthermore, the term: ‘talking therapy’ includes ‘brief one-to-one interventions, stress 
management courses, electronic CBT, nominated support worker for 6 sessions, exercise referrals, 
self-help techniques, vocational support, one-to-one online and telephone support networks, 
Wellness Recovery Action Plans (WRAPs) carer support plans, and signposting with short term 
support to other organisations. A ‘completed treatment’ can include only 2 sessions with a 
therapist (2 hours). The recovery rate is quoted as about 50%, which is low.  
 
According to the campaigns of all the mental health charities (eg www.time-to-change.org) 
waiting times for most patients are months or years, so the present Wellbing Service is only 
scratching the surface of the underlying demand for talking therapy. Furthermore, as mentioned 
above, it is not a true ‘primary care’ service, as GPs cannot refer their patients directly to it. Most 
GPs do not seem to be aware of it’s existence, as the 3 MBCT courses run each year are 
undersubscribed.  
 
9 The need for a new wellbeing service 
By contrast, the new wellbeing service proposed by SECTCo is a true primary care service. It 
would enable GPs to prescribe MBCT courses as easily as Prozac to all their patients (including 
those with medically unexplained symptoms (MUS) and heart sink patients) by voucher 
prescriptions which they could cash for a course within walking distance of their home.   
 



This would give patients a proper mental health intervention of a NICE recommended 10 week 
Mindfulness Based Cognitive Therapy (MBCT) of 2.5 hours tuition per week (25 hours total) and 
supporting meditations totalling a further 50 hours tuition (a total of 75 hours over 10 weeks) We 
have found that many patients would need to repeat this package several times before they 
recover sufficiently to live a normal life in employment. 
 
We offer this package to self referred people without assessment for donations, which have so far 
enabled us to run about 25 MBCT courses for about 250 starters and 150 finishers to date. Our 
supporting meditations have been attended by thousands of people. We have been seeking public 
sector contracts, for which we offer MBCT courses at a tariff price of £400 per patient 
satisfactorily treated (as signed for at the end of the course that they would recommend it to their 
friends and family). We offer the supporting meditations for a further £600, making an enhanced 
sandwich course price of £1,000 per patient satisfactorily treated. 
 
Our courses offer a detoxification process from drugs and substance misuse, including the 
antidepressant medication which most patients are presently on against NICE guidelines. Some of 
our patients have had spectacular success (9.78) in recovering from addictions to prescription and 
recreational drugs.  
 
We believe that our wellbeing service is more cost effective than the present Wellbeing Service, as 
it gives adequate teaching time for participants to learn how to look after themselves better. This 
is good for the taxpayer, as they do not need so much public services (GP contacts, A&E 
attendances, hospital admissions, benefit claims, criminal justice system, etc) subsequently. It also 
fills isolated peoples’ need of peer support for someone to talk to. It thus fills the vacuum between 
the present NHS ‘health’ service, and the present Council ‘social care’ service, as shown in table 1. 
 
A Mindfulness Based cognitive Therapy class in action at Community Care Centre at 3, Boundary Rd,  Hove 

 

 



Table 1 Filling the vacuum of wellbeing between health and social care 
 

Health Wellbeing Social care 

Physical support (medication, 
dressing of wounds, etc) by 
professionals 

Emotional and mental 
support from the 
community 

Physical support for dressing, 
washing, feeding, mobility, etc 
by professionals 

Primary Care Community Care Centres At home 

 
Furthermore, as countless reports say, a proper mental health service should address all the co-
determinants of health, integrating across the traditional departmental boundaries. SECTCo 
provides this, as shown in table 2. 
 
 
TABLE 2  THE WELLBEING SERVICE SHOULD ADDRESS ALL THE CO-DETERMINANTS 
OF HEALTH 
 

 Co-determinant of health How SECTCo provides this 

1 Education in self care MBCT courses and supporting meditations 

2 Emotional support Friendly place always open to drop into for all 

3 Housing We let homeless people sleep in the back room 

4 Employment We offer employment to our clientele.  

 
 
10 Outcome-based contracts by licence agreement with providers 
One of the reasons why the present mental health service is inadequate in helping patients to heal 
and cure their conditions is the old performance based contracts which are provider centred, 
rather than patient centred. Under these contracts, the staff get paid the same whether what they 
do is effective or not. More often than not, patients generally do not value the service, as the Did 
Not Attend (DNA) rate is high (often around  50% I am told) As the staff get the same pay 
whether the patient attends or not, and seeing patients is stressful, DNAs are in staff’s interest. 
These contract conditions gives staff an incentive to encourage DNAs by providing a poor service. 
 
The government have been calling for an end to the block performance contract for the last 9 
years, since 2006, when banner headlines in the media declared this policy. However, they have  
continued and are still being let, such as the Muscular Skeletal contract with West Sussex CCG, 
which was awarded last Oct to MSK, but has since been challenged by the trade unions.  
 
I wrote a paper 9.81, dated 8.11.14,  ‘Proposal for a licencing scheme to procure NICE 
recommended MBCT courses for depressed patients,’ which like all others, was ignored. However, 
it sets out the way of implementing the new wellbeing service by issuing invitations to tender for a 
licence to provide NICE recommended talking therapy, including the MBCT course and supporting 
meditations. If the next CCG board on 26.5.15 agreed to tender this service, invitations could be 
issued, and licences granted by 1.9.15, and we would be compliant with the new access 
standards. This is the key recommendation of this paper. 
 
11 How does SECTCo’s meditations improve participants’ behaviour? 
Patients go to primary care (their GP or A&E) to be healed and cured of their condition, which 
they regard as sickness, illness, malady, addiction, etc. The NHS treats most mentally sick patients 
by giving them antidepressants, which don’t even claim to cure them of their conditions, but mask 
their symptoms temporarily while the patient is supposed to change their lifestyle to remove the 
stress causing the condition. However, this is not how they are used, and patients are kept on 
them for months, years or decades, and find that they cannot withdraw from them, because they 



have become addicted. As stated above, the evidence (and NICE guidelines) is that these 
conditions should be treated early with talking therapy, but GPs cannot prescribe this becausle of 
lack of contract provision. 
  
Einstein is reputed to have said that to keep doing the same thing over and over again, and 
expect a different outcome is a sign of madness, yet this is what the NHS keeps on doing. One of 
the problems is that many doctors and staff are themselves addicted to drugs, and hence cannot 
take appropriate action to get out of this condition. As with any addiction, the first step is 
detoxification, which is what SECTCo offers.  
 
SECTCo regards mental sickness, including addiction, as ‘all in the mind’. We see people as 
computer controlled machines. The body is the hardware, the mind is the software, with which we 
were programmed by our conditioning. The soul (or higher self, awareness, consciousness etc) is 
the operator, and spirit (or life force, chi, prana etc) is the internet and supporting technology. 
Sickness is dysfunctional programming. Healing and curing requires a download of more functional 
software, which can only occur in Altered State of Consciousness (ASC) which we call ‘meditation.’  
 
SECTCo’s treatment/teaching  regime offers 4 active therapeutic meditations each day: dynamic 
8-9am MBCT 930-12, Kundalini 12-1pm, and family constellation (or other meditation) from 2-
5pm. These meditations have different purposes. Dynamic empties the garbage can of the 
mindbody, so that it is receptive to new ideas, which are downloaded in the MBCT course.  
The Kundalini meditation embodies the new ideas in the cellular memories. Family constellation 
mediation heals our family patterns of dysfunctional ideas which we inherited.  
 
12 SECTCo definitions of what we are teaching 

a) ‘Meditation’ means an Altered State of Consciousness (ASC) in which we (our soul, higher 
self, consciousness, awareness) watches what we are doing as it from a distance, such that 
we are not identified (merged) with what we are seeing. A metaphor is looking at our 
computer screen at a distance so that we can comprehend the image, as opposed to 
pressing our eye too close to the screen so we are too close to it to ‘get’ the message.  

b) ‘Active’ meditations are those which require activity from the participants which is visible 
to the leader (and any observer) who can see that they are engaged and listening to the 
instructions.  

c) ‘Passive’ meditations do not require any physical activity, and include visualisations, 
relaxations, hypnosis, etc, in which the participants could be asleep, day dreaming, out of 
body, etc, which may not be powerful enough to be therapeutic and change behaviour. 

d) ‘Therapeutic’ means an intervention or teaching intended heal and cure, which can be 
shown to change behaviour. 

e) Dynamic 8-9am.  This is intended to empty the garbage can of our unconscious mind, by 
    expressing repressed emotions in the first half hour.  If we don’t do this, we may be too ‘full      
    of ourselves’ to be able to receive the content of the MBCT course. A metaphor is a tea  
    party. The leader has a teapot full of tea, and each participant has a cup. If a participant  
    has a full cup, he cannot receive the tea from the leader, until he has first emptied out his  
    cup. 
 f) Mindfulness Based Cognitive Therapy (MBCT) course from 930-12am 

This is intended to be therapeutic (change behaviour) by teaching understanding of how 
our minds work, and how we can  use our conscious mind to change our behaviour from 
reacting automatically to responding appropriately. We learn to turn towards our 
problems, rather than automatically turning away from them. This is a key outcome of the 
course, which is summed up in the acronym RAID, which stands for Recognise a trigger. 
Allow, Accept it to be there, and pause. Inquire into what it means, and Dis-identify 
ourselves from it so that we can respond appropriately.  We give each of our MBCT course 



participants a course book of about 70 pages which explains this process, and enables 
them to practice the techniques at home (This course book is available on request) 

 g) Kundalini  from 12-1pm. This is a way of relaxing our body, so that we can assimilate   
     and embody what we have learned from the MBCT course.  
 h) Family constellations from 2-5pm. This is an opportunity to practice meditation 
(watching what is going on) by focussing on the needs of one client at a time, who fills the 
empty chair. This gives them time to receive one to one attention to what they need 
individually, but we often find that we all have the same issue, and can be healed by others in 
the group. All our sessions are open to all to observe, by arrangement. 

 
13 Clinical governance 
This is an important subject, which has hitherto prevented SECTCo from getting a public sector 
contract. (9.87 Draft minutes of meeting on 24.3.15) The CCG claims that I am not qualified to 
teach the MBCT course to NHS patients because I am not clinically qualified, as confirmed in 
correspondence between the PCT and Prof Mark Williams around 2010. I met recently (23.3.15) 
with Robert Marx (the chief trainer of MBCT facilitators for SPFT) and Taravajra (national 
mindfulness trainer) and am in correspondence with them about it.  
 
I see myself as a teacher, not a clinician. Mindfulness was discovered by the Buddha who 
taught it to his disciples as a way of relieving suffering. Dr Jon Kabat Zinn introduced it into 
public healthcare in USA by in 1979 as an 8 week teaching course called Mindfulness Based 
Stress Reduction (MBSR) which does not claim to be a therapy, so its facilitators do not need to 
be clinically qualified. Mindfulness is also taught in 9 week courses in schools by qualified teachers 
(www.mindfulnessinschools.org) who are not clinicians. John took the 4 day teacher training for 
the .b) course 2 years ago with Chris Cullen, who taught mindfulness to members of the Houses 
of Parliament, who is a teacher, not a clinician. This  teaching gave rise to the House of Lords 
report on mindfulness in 4 policy areas (Sept 2014) and the Mindful Nation Report (Jan 2015, and 
forthcoming report in June 2015).  
 
Prof Mark Williams introduced the MBSR course into the NHS in 1995 and rebranded it as 
Mindfulness Based Cognitive Therapy (MBCT) to get it trialled as a NHS therapy. It achieved 
NICE recognition for patients who have had 3 previous bouts of depression as CG 23 2004, and 
later as CG123 2011. However, the course is not a therapy in the conventional sense – something 
that is done to you – but a teaching from which you can learn for yourself. It has since been tried 
on many other client groups besides depression, including drug and alcohol addicts by 
Breathworks in Manchester with spectacular success. I have had similar success with this client 
group in Hove.  
 
I believe that MBCT facilitators in secondary care treating severe mental disorders probably do 
need to be clinically qualified, as specified in clause B4 of the UK Network of Mindfulness Based 
Approaches Guidelines say. However, those (like him, and thousands of other teachers of 
mindfulness, such as yoga teachers) who seek to teach mild to moderately depressed patients in 
primary care do not need to be clinically qualified.  
 
We are fortunate to have the Sussex Mindfulness Centre at the Hove Education Centre, Marshall 
Way, off Neville Avenue, Hove. I have been associated with the staff for the last decade, and am 
campaigning to get this clause removed from the above guidelines, except for severe cases, as it 
is un-necessarily restrictive, and prejudices the necessary appointment of 10,000 more MBCT 
facilitators to meet the new access standards for the 15 million citizens in England who Time To 
Change say need treatment for mental sickness. 
 
14 Financial implications of adopting this proposed new wellbeing service in England 



To create new primary care wellbeing services to meet these access standards, each CCG should 
create a Community Care Centres (CCC) near every GP surgery. This would enable GPs to 
prescribe an MBCT course under the IAPT primary care programme as easily as Prozac, and pay 
the providers out of the prescribing budget.  As there are about 8,000 GP surgeries in England run 
by about 30,000 GPs, around 8,000 CCCs should be created and financed in England, and about 
40 in the city. 
 
To provide each of the 15 million people suffering from mental problems an MBCT course over the 
next 5 years to 2020 will require the contract provision for 200,000 courses pa, as shown on table 
3 below.  
 
 
 
 
 TABLE 3 ANNUAL CONTRACT PROVISION OF MBCT COURSES TO MEET NEW 
ACCESS STANDARDS 
 

 Courses per CCC 
pa 

Courses in the 
city (40 CCCs) pa 

Courses in England 
(8,000 CCCs) pa 

Number of courses pa       25    1,000     200,000 

Number of patients treated/taught 
pa 

    375  15,000  3,000,000 

Number of full time facilitators @ 
20 courses pa 

      1.25      50  10,000 

Number of full time  assistant 
facilitators @20 courses pa 

     1.25      50  10,000 

Number of full time administrative 
staff @ 3 per facilitator 

     4      160     32,000 

Total number of full time staff      6.5       260     52,000 

    

 
No new money will be needed to finance this proposal, as the cost will be met by switching money 
from the prescribing budget of £15 bn pa nationally (about £55 mpa in the city). SECTCo’s 
proposed tariff prices per patient for an MBCT course is £400, and for supporting meditations is 
£600, total for combined sandwich courses £1,000. These figures have been grossed up in table 4 
below. 
TABLE 4 TOTAL COSTS OF THIS PROPOSAL, LOCALLY AND NATIONALLY  
 

Intervention Tariff price £ 
per patient 

Price per CCC (one for 
each GP surgery) £mpa 

Price for 8,000 for all 
England £bnpa 

MBCT course     £400     £0.150   £1.2 

Supporting meditations     £600     £0.225   £1.8 

Total for combined sandwich  £1,000     £0.375   £3.0 

 
The price for the combined sandwich of £3 bnpa is only 20% the prescribing budget (£15 bn pa) 
from which the money should be diverted. I estimate (9.76) that switching from medication to 
meditation would save £7 for every £1 invested. If the CCGs in England invest £3 bnpa, this could 
save £20 bnpa in efficiency saving, which would mean that the NHS could give £18 bnpa back to 
the treasury, as Simon Stevens says he wants £2 bnpa more, or £8 bn more by the end of the 
next Parliament.  
 



Locally in the city, if the CCG switches the above amount of £375,000 per CCC, namely £15 mpa 
for 40 CCCs, this would be 25% of the prescribing budget of £55 mpa. The projected savings in 
public sector costs would be £100 mpa, which would pay off the accumulated funding gap of £102 
m by 2019/20 in a single year.     
 
This proposal would also de-privatise the NHS by switching £3 bnpa from private drug companies 
with dubious ethical standards to 52,000 new staff of CCCs. This would reverse the amount of 
privatisation that has risen from 4-6% over the last 5 years, as stated by Nick Clegg at the leaders 
debate on ITV on 2.4.15. 
 
This allocation of about  
£250,000 pa per CCC and GP surgery would enable provision of at least 25 MBCT and other 
courses annually for around 600 patients, (10% of patients registered) This would require a 
licencing scheme for providers of CCCs, who would be subject to clinical governance from the as 
discussed further above in paragraph 13. 
15 Better Care Fund (BCF) 
This was announced by NHS England nearly 2 years ago, (see appendix 1) It is for £3.5 bnpa from 
1.4.15 to 31.3.16, rising to £5.3 bn pa from 1.4.16 to 31.3.17. It contains little new money, but is 
a trial way of spending existing money in innovative new ways of to tackle the co-determinants of 
health by integrating the budgets of health, social care, education and housing, which hitherto 
have been in departmental silos. They are specifically aimed at the most vulnerable in our society, 
represented by ‘Rachel’ (aged 67, in sheltered accommodation with several co-morbidities)  and 
Dave (aged 41, alcoholic, and homeless) 
 
The city’s allocation for 1.4.15 -31.3.16 totals £19.6 mpa. Throughout 2014, I wrote papers (9.79) 
for the CCG asking them to include SECTCo’s mindfulness courses at our Community Care Centre 
at 3, Boundary Rd, Hove, because what we are doing ticks all the boxes of the BCF. 
Unfortunately, they took no notice, and applied successfully for more of the same treatments, 
which have failed to improve the lot of Rachel or Dave. 
However, it is not too late to implement our proposals. In summary, we teach participants to look 
after themselves better (self-care) and promote Wellbeing which is the experience of emotional 
and mental support in the community. Everyone needs this to be happy, but there is a vacuum of 
publicly funded wellbeing with the demise of organised religion and the family.  
 
The rich buy wellbeing in the form of yoga classes etc, but the poor cannot afford it, feel isolated, 
and fill the vacuum with comfort eating, drugs (recreational and prescription) and primary care 
attendance. This vacuum is the root cause of health inequalities and the crisis, which SECTCo’s 
proposals could remedy as shown in our papers. It could also solve many of the problems faced 
by the CCG, as discussed at their last board meeting on 24.3.15 (with associated agenda 
number): 
 
31 A&E attendance. Enabling GPs to prescribe mindfulness courses instead of antidepressants 
will stop the ‘revolving door’ of patients coming back with side effects. 
 
32 Clinical risk number 5 Cancer services. We have experience with cancer and other 
patients. 
 
33 Quality Exceptions Report. 4 SPFT 4.3 waiting times. We believe that the figures are based 
on under estimated data of the true demand, as described in paragraph 2 above. 
 
34, (68 of HWB agenda). Enhanced Health and Wellbeing GP services through clusters. 
We agree with Xavier (chairman) that GPs need to find new ways of working with community 
partners, such as Community Care Centres, as proposed, which would save money. We are in 



cluster 4, and have already made connections with Duncan Wells (my doctor) of Wish Park (on 
whose PPG I have been since its inception) Susie Rockwell of Portslade Health Centre, and Nicky 
Coleman of Links Rd. They say they would refer patients to us if the CCG formally agrees, and we 
would be pleased to work with all of them. 
 
16 Conclusion. The benefits of Community Care Centres (CCCs) 

a) CCCs are community centres, run by the community, for the community. They are needed 
to provide emotional support to isolated people.  

b) They are not just community halls – empty spaces - but provide therapeutic meditations 
every day on a drop in basis, which provide a crisis management support system for 
anyone on a daily basis, including homeless people, without assessment.  

c) They empower GPs to prescribe talking therapy which is cheaper and more effective than 
continuing to write repeat prescriptions for antidepressants.  

d) They empower patients by teaching them self care, so that they learn to look after their 
health better without medication, feel better, need less public services, have better 
relationships, get jobs, and become more productive members of the community.  

e) They save taxpayers money because every £1 invested in them saves £7 in reduced need 
of other public services. 

f) This will improve the health and wellbeing of GPs, and stop them burning out and retiring 
early, because it will empower them to prescribe effective talking therapy, rather than 
drugs, which cause the revolving door syndrome and the crisis in primary care. 

g) This de-privatises the NHS by diverting 20% of the prescribing budget from private drug 
companies with dubious ethical records to local complementary therapists, such as yoga 
teachers.  

 

References 
1 The new mental health access standards from 1.4.15 are: Treatment within 6 weeks for 
75% of people referred to the Improving Access to Psychological Therapies programme, with 95% 
of people being treated within 18 weeks. Treatment within 2 weeks for more than 50% of people 
experiencing a first episode of psychosis. (see also appendix 1) 
 
2 Antidepressant medication is not an effective treatment for depression, as it does not even 
claim to be a cure, but only to mask the symptoms while the patient is supposed to remove the 
cause (stress) by changing their life style. NICE guidelines say that for mild to moderate 
depression (the vast majority presenting in primary care) talking therapy should be given rather 
than antidepressants. This is also the conclusion of a meta study of 105 studies into Social Anxiety 
Disorder published Autumn 2014. Irvine Kitsch’s book ‘The emperor’ New Drugs’ was published in 
2009, and gave rise to banner headlines: ‘Prozac doesn’t work’. The side effects of 
antidepressants and other prescription drugs such as statins (taken by a further 8 m) cause 
adverse drug reactions which cause patients to keep coming back to primary care in a revolving 
door syndrome, which is believed to be the root cause of the crisis in GP surgeries and A&E. 
 
3 House of Lords report Sept 2014 Mindfulness in 4 policy areas. Also ‘the Mindful Nation’ report 
Jan 2015.  
 
4 City public health statistics say that 31,044 were depressed in Sept 2014 
 
5 An answer to a Freedom of Information question said that 6,000 patients were contracted to 
receive talking therapy in 2015/16. This is 16% of those on antidepressants. However, I question 
the effectiveness of the talking therapy provided, as the definition of ‘completed treatments’ is 
that the patient has attended at least 2 sessions with a therapist. The recovery rate is around 
50%, which is not good enough, and would be improved with MBCT courses. 



 
6 Grossing up the 6,000 who receive talking therapy in the city, which is said to be above 
average, by 200 to get 1 million for England. This figure seems consistent with the statistic that 
0.8 bnpa (6% of the mental health budget of 14 bnpa) is spent on talking therapy, implying that 
the average cost of talking therapy is £800 per patient. 
 
 

Appendix 1 New access standards for mental health 
announced by MIND on 8.10.14 

‘Today, Deputy Prime Minister Nick Clegg announced the introduction, for the very first time, of 
mental health waiting time standards. 

For us, this is an important landmark in our campaign for better access to talking therapies. Your 
support and campaigning has helped make this happen and we’d like to say thank you very, very 
much. 

The announcement is part of a five year plan, which sets out how mental health services will be 
treated equally to physical health services by 2020. 

From April 2015, 75 per cent of people referred for talking therapies through the 
Improving Access to Psychological Therapies programme will start their treatment 
within six weeks. Everyone else will wait no longer than 18 weeks. People 
experiencing psychosis for the first time will start treatment within two weeks of 
referral, which brings it in line with cancer treatments. 

Just last month we found that 40 per cent of people have to wait over three months just to find 
out if they can get talking therapies and shockingly, 1 in 10 people have to wait more than a year. 
This isn’t good enough and it’s why you’ve been helping us campaign on this for years. It’s also 
why waiting time standards is one of the six campaign commitments we’ve been calling for in our 
Mind Manifesto. 

Today’s announcement is a welcome first step and acknowledges the unfair imbalance that has 
long existed between physical and mental health services. Paul Farmer CEO, Mind. 8.10.14. 

Appendix 2 Better Care Fund (BCF) 
from http://bhcommunityworks.org.uk/wp-content/uploads/2014/10/Community-Works-Better-
Care-Briefing-June-2014.pdf 
 
COMMUNITY WORKS BRIEFING No. 29  
A Summary of the Better Care Policy --- Contents • Background • Focus on Brighton and Hove • 
Overarching aims of the model • The role of the voluntary and community sector • How will Better 
Care be achieved? • Challenges involved in integrated care • Further reading ---  
Background National  
In August 2013 the Government announced £3.8 billion of funding to ensure closer integration 
between Health and Social Care. The purpose of the funding is described as “a single pooled 
budget for health and social care services to work more closely together in local areas, based on a 
plan agreed between the NHS and Local Authorities”1 . Local This programme was launched after 
a focus in our local health economy on how frail people are proactively cared for; this involves 
reducing hospital admissions and delivering home and community services where possible. To 



achieve these aims the integrated model will be piloted in a cluster of GP practices during 
2014/15, Phase 1 will be used to inform the full role out in 2015/16. 
 
Brighton and Hove City Council and Brighton and Hove Clinical Commissioning Group are working 
closely together to develop a new model which is co-designed and built on professional 
consensus. The implementation of this vision will be carried out by the Better Care 
Programme Board which is accountable to the Brighton and Hove Health and Wellbeing Board. 
Its main purpose is to provide system wide leadership and accountability for delivery of the Better 
Care Agenda across Brighton and Hove health and care economy2 .  
 
This briefing will outline the key aims of the Better Care plan, before looking at how, if 
implemented, it could affect providers from the voluntary and community sector.  
Focus on Brighton and Hove  
Many patients and the public and voluntary and community sectors believe we could work towards 
a better integrated system of health and social care. In Brighton there are 35,800 people aged 65 
or over in the City and a large proportion of those living alone are isolated and dependent upon 
public services3 . Additionally, there are 44,569 people who define themselves as having a 
disability and are likely to have complex and higher needs4 . 
 
Personalisation and personal budgets are intended to significantly change the way services are 
delivered. The current service provision operates through multiple systems and whilst 
independently can be effective there is a perceived lack of communication between them. In other 
words they are not all ‘joined-up’, not available 24/7 and therefore it is not always possible to 
support people in their homes. This leads to increased hospitalisation, less personal care and in 
some cases a greater chance of loneliness. 
 
5 The Better Care programme is a significant policy initiative for the voluntary and community 
sector who are recognised as an active partner in service delivery, with the potential to enable 
more people to be supported in a community setting and be empowered to direct care and 
support based on their individual needs. Frailty Rather than focusing on age alone, Brighton and 
Hove have taken a broader definition of ‘frailty’ as ‘a state of high vulnerability for adverse health 
outcomes’. This wider definition could include: 
• People with dementia  
• People who are homeless  
• People who are housebound  
• People with multiple long term conditions  
• People at end of life  
Care home residents  
The decision to broaden the definition of frailty is linked to the city’s distinctive demographics and 
a marked lower proportion of children; a much higher proportion of people aged 16-64 years; a 
lower proportion of those aged 65-74 and those over 85 but who are more likely to need services 
as time progresses. This is also coupled with a very diverse set of needs: high levels of substance 
misuse (alcohol & drugs), high levels of mental ill-health and increasing levels of homelessness 
 
6 Overarching aims of the model Whole person care  
The vision for Brighton’s frail population is to provide ‘whole person care’, to promote 
independence and enable people to fulfil their potential7 . This involves care that: 
 
 • Is co-ordinated around individuals and targeted to their specific needs • Maximises 
independence by empowering people to manage their own health and wellbeing  
• Improves outcomes (for example a reduction in premature mortality for people with serious 
mental illness and improved quality of life e.g. better management of long term conditions)  
• Enables quick recovery after periods of ill-health 



 • Improves the service user and carer experience  
• Avoids unnecessary admissions to hospitals and care homes  
• Provides a responsive service 24/7  
 
The role of the voluntary and community sector  
The voluntary and community sector already has significant expertise and knowledge around 
‘whole person care’ and can work with partners to co-design models of care that will engage with 
and meet people’s aspirations and needs. Additional voluntary and community sector contribution 
and potential could include:  
• Empowering local people to be informed and have access to effective care 
• Providing peer support and mentoring 
• Helping identify and combat social isolation  
• Improving local knowledge about changing needs and gaps in services 
• Improving quality of practice  
• Improving joint working between providers 6 Brighton and Hove Clinical  
• Stronger, more sustainable services for the future  
• Engagement of vulnerable and disadvantaged people  
Added social value and acting on the wider determinants of frailty  
 
How will Better Care be achieved?  
In order for the policy to succeed there are a number of conditions which are required8 :  
• Understanding the needs of the frail population and designing effective service models – both 
now and in the future  
• An emphasis on reabling care, including the use of assistive technology to support people to 
maximise their independence  
• Individuals being empowered to direct & personalise their care and support based on their 
individual needs  
• GP Practices at the heart of co-ordinating a person’s care with support from a multidisciplinary 
cross sector team 
• The independent care sector and the local voluntary and community sector working as active 
partners in service delivery 
• Care that is co-ordinated in a single place to ensure service users and carers only need to tell 
their story once  
• Care Co-ordinators taking responsibility for active co-ordination of care for a full range of 
support (from lifestyle support to acute care)  
• Service users and their carers being listened to and driving the model of care  
More people supported in community settings  
• Access to professional support 24/7 Challenges in developing integrated working  
 
Better Care offers a significant opportunity to improve care and improve outcomes. However, 
there are some important challenges to be taken into consideration in developing more integrated 
care:  
• The need for experienced and skilled staff  
• Voluntary and community sector organisations that may not have the same administrative 
capacity as the public sector  
• Keeping monitoring and reporting requirements simple and proportionate 
• Raising awareness of available services from every sector 
• Managing any resistance to change  
• Facilitating a change in public perception of health and social care services  
• Considering all of the relevant stakeholders  
• The challenges of sharing records/data/systems across organisations and sectors  
• Thinking about how the pilots can be measured to ensure success  
 



Further reading If you would like to find out more about Better Care there are a number sources 
of information detailed below that could be helpful. e Brighton and Hove Better Care Fund: 
Planning template – Part 1 Brighton and Hove City Council http://bit.ly/1hxuYGg The Brighton and 
Hove Better Care Fund: Planning template – Part 2 Brighton and Hove City Council 
http://bit.ly/1ntX1hP Making best use of the Better Care Fund: Spending to save? The Kings Fund 
http://bit.ly/1kYcGid Brighton and Hove Joint Health and Wellbeing Strategy Brighton and Hove 
City Council http://bit.ly/1ggFOzJ ‘Aging Well’ in Joint Strategic Needs Assessment Brighton and 
Hove City Council and Brighton NHS www.bhlis.org/jsna2013 Integrated Care - The Better Care 
Fund Local Government Association http://bit.ly/1np1aT8 Joined up care – Sam’s story The King’s 
Fund http://bit.ly/QmTBh9 Making integration a reality part 1: Joining up the commissioning of 
young people’s services across health, social care, housing and youth services Youth Access 

http://bit.ly/1hCCuPR 

 
 

Appendix 3 Public questions put to CCG and HWB 
15.1.15 with FoI replies dated  26.2.15 and 9.3.15          
Public questions for CCG Board meeting Tues 27.1.15  and HWB on Tues 3.2.15        15.1.15 
From John Kapp, 22, Saxon Rd Hove BN3 4LE 01273 417997, johnkapp@btinternet.com  
 
Q1 Better Care Fund (BCF) extra 50% = £10mpa 
Nationally the BCF has been increased 50% from £3.8 bnpa to £5.7bnpa, which implies that the 
city’s BCF allocation has been increased from £20mpa to £30mpa. Please will you spend this extra 
£10mpa on giving a £400 NICE recommended Mindfulness Based Cognitive Therapy (MBCT) 8 
week course (note 1) to the 26,000 depressed patients in the city (note 2) whose statutory right 
to a course (note 3) has hitherto been denied for lack of procurement provision (note 4)?  
 
Q2 Procurement by licence agreement 
If the answer to Q1 is yes, will you procure the courses from outcome based contracts (note 5) by 
a licencing scheme, as proposed by John Kapp (note 6) 
 
Q3 Community Care Centres 
Will you commission Community Care Centres associated with each surgery, as the extra Better 
Care Fund requests (note 7) modelled on 3, Boundary Rd Hove (note 8)? 
 
Notes to the above questions 
1 NICE guidelines state that for mild to moderate depression, talking therapy should be offered 
in preference to antidepressants to avoid toxic adverse drug reactions. The MBCT course is 
recommended under CG23 (2004) and CG123 (2011) and has since been shown effective for a 
wide range of conditions, including addictions. 
 
2 Answers given last autumn to public questions by John Kapp said that 16% of depressed 
patients in the city are referred for talking therapy, which is above the national average. Out of 
31,000 depressed patients in the city, this implies that 5,000 are on talking therapy, and the 
remaining 26,000 are on antidepressant medication only, against NICE guidelines. 
 
3 Answer by Dr Geraldine Hoban last autumn to a public question by John Kapp confirmed 
that all patients have the statutory right to NICE recommended treatments under the NHS 
constitution if their doctor says it is clinically appropriate. GPs would probably want to refer all 
their depressed patients for talking therapy if it was readily accessible.  
 



4 One of the factors affecting GPs low morale is that they cannot grant 26,000 depressed 
patients their statutory right by prescribing a MBCT course because contract provision for these 
courses has not yet been procured.  
 
5 Guidelines from NHS England require new procurement by outcome based contracts, 
rather than by performance based contracts.   
 
6 See paper ‘Proposal for a licencing system to procure NICE recommended Mindfulness Based 
Cognitive therapy (MBCT) courses for depressed patients on GP referral by voucher prescription' 
dated 8.11.14 and published as 9.81 on www.reginaldkapp.org. . 
 

7 The extra BCF announcement calls for Community Care Centres to be funded to prevent 
patients from falling ill in the first place, and to heal and cure them if they are ill.  
 
8 A model Community Care Centre at 3, Boundary Rd Hove BN3 4EH, see photos below, has 
been created by John Kapp, serving Portslade Health Centre, Links Rd and Wish Park surgeries. 
The 26,000 depressed patients could be given a MBCT course in a year if around 50 such centres 
each associated with a surgery were commissioned to run 40 courses pa for 16 patients per 
course. This could solve the crisis in primary care by teaching patients self care, thereby reducing 
demand, and improving GP morale, so that GPs would not want to take early retirement. 
 
 
 
                                                                                      
      

Replies from the CCG 26.2.15 – 10.3.15 

Ref: 525  
 
BY EMAIL 
johnkapp@btinternet.com 
     
Mr John Kapp 
22, Saxon Rd 
Hove 
BN3 4LE 
 
10 April 2015 (received by e mail on 26.2.15) 
 
Dear Mr Kapp 
 
Freedom of Information Request -  Public Questions For CCG And HWB 
 
I am writing to confirm that Brighton and Hove Clinical Commissioning Group has now completed its search 
for the information which you requested on 02/03/2015.  Responses to each of your questions are set out 
below. 
 
Q1 When will the present performance based contracts for mental health service provision end? 
The CCG has a range of different contracts for the provision of mental health services. Our major provider 
of mental health care is Sussex Partnership Foundation Trust. We have a rolling contract that is 
renegotiated each financial year. Our current contract expires on 31 March 2014 and we are in the process 
of renegotiating a contract for the period 1 April 2015 to 31 March 2016.  12 months’ notice needs to be 
given to terminate this contract.  
 
We have a contract with Brighton and Hove Integrated Care service for the provision of the Wellbeing 
Service. The contract was originally let for a three year period (1 June 2012 to 31 May 2015) with an option 
for a contract extension of a further two years. The CCG has agreed to extend the contract initially for a 

Floor 4, Lanchester House 
Trafalgar Place 

Brighton BN1 4FU 
Tel:  01273 295490 

Fax:  01273 574737 
 

Email: bhccg.foi@nhs.net 
 

 



further period of one year i.e.  until 31 May 2016.  The contract contains an option for a further one year 
extension i.e. until 31 May 2017  
 
 
Q2 When these contracts are re-let, will they be 'rolled over' into similar 'let and forget' contracts, or 
will they be replaced with outcome based contracts? 
The current contracts contain a mixture of activity and outcomes based performance indicators. Our 
strategic approach is to move towards more outcomes based contracting arrangements.  
  
Q3 Will the 26,000 depressed patients currently not being offered talking therapies in the city 
because of the lack of contract provision be offered them to the access standards coming into force 
next month (1.4.15)? 
The new access standards for mental health will form part of the contracts with Sussex Partnership 
Foundation Trust (for the Early Intervention in Psychosis targets) and Brighton and Hove Integrated Care 
Service (for the Improving Access to Psychological targets) with effect from 1 April 2015.  
 
We hope this information is helpful.  However, if you are dissatisfied with this response or the way in which 
your request was handled, please contact: 
 
Complaints Manager 
Brighton and Hove Clinical Commissioning Group 
4th Floor 
Lanchester House 
Trafalgar Place 
Brighton 
BN1 4FU 
 
or via BHCCG.complaints@nhs.net giving your reasons.  
 
If you are still dissatisfied with the outcome, you have the right to appeal.  In order to do so, please contact: 
 
FOI Complaints Resolution 
The Information Commissioner’s Office 
Wycliffe House  
Water Lane  
Wilmslow  
Cheshire    SK9 5AF  
Telephone: (01625) 545700 
 
Re-Use of Information 
Any information we provide following your request under the Freedom of Information Act (2000) will not 
confer an automatic right for you to re-use that information, for example, to publish it. 
 
If you wish to re-use the information that we provide and you do not specify this in your initial application for 
information then you must make a further request for its re-use as per the Re-Use of Public Sector 
Information Regulations 2005 www.opsi.gov.uk . This will not affect your initial information request.  A copy 
of our Re-use Policy is available on request. 
 
If you wish to re-use any third party copyright material we have identified you will need to obtain permission 
from the copyright holders. 
   
Any enquiries regarding this document/publication should be sent to us at the address above.  
 
Yours sincerely Ken Adams FOI and Complaints Officer, Brighton & Hove Clinical Commissioning Group      

 



Appendix 4 Call for a public inquiry into the failure 
of the CCG to increase contract provision of talking 
therapies   16.3.15                 

By John Kapp, 22, Saxon Rd Hove BN3 4LE  johnkapp@btinternet.com, 01273 

417997, www.sectco.org.uk, www.reginaldkapp.org                       16.3.15 

Summary 

I am repeating my call (13.10.14) for a public inquiry because I believe that the 
CCG is breaking the law in its decision not to increase contract provision for talking 

therapies. Furthermore:  

a) The Brighton and Hove Clinical Commissioning Group (CCG) has shown itself 
not fit for purpose in applying the Better Care Fund of £20 mpa. 

b) The Chief Accountability Officer has shown herself to be unaccountable . 
c) The CCG Board has shown itself to be incapable of holding the officers to 

account. 

Together with the mental health charities, I have been calling for waiting times for 
talking therapies to be reduced for depressed patients. Ministers have responded by 
enacting new access standards from 1.4.15 which reduce these to an average of 
about a month from referral to start of treatment, compared with about 6 months in 
Sussex. However, following a number of Freedom of Information requests, (see 
replies in appendix 1) the Clinical Commissioning Group there will be no increase in 
provision of talking therapies next year.  I am therefore repeating my call on 

13.10.14 for a public inquiry for the following reasons. 

1 The Improving Access to Psychological Therapies (IAPT) programme was 

launched in 2006 with the object of ending the Prozac nation. 

2 Since then antidepressant prescribing has doubled from 30-60 million monthly 

prescriptions pa, so 5 million patients are on them (31,000 in the city).  

3 Half the population are on these (and other drugs such as statins taken by 8 
million patients) which do not even claim to cure, but their side effects cause the 
crisis in primary care, because patients keep coming back in a revolving door 

syndrome, clogging GP surgeries and A&E.  

4 Evidence based treatments (NICE guidelines etc) for depression  call for talking 
therapies rather than antidepressant medication, which only claims to mask the 

symptoms while the patient is supposed to reduce stress. 

5 However, only 6% (£0.8bnpa) of the national mental health budget (£14 bnpa) is 

spent on talking therapies. 

6 There has been wide media coverage that present access times for talking 

therapies are far too long, averaging 6 months in the city. 



7 Ministers have enacted that waiting times for talking therapies (see appendix 2). 

will be reduced to an average of one month from 1.4.15  

8 The CCG answer (appendix 1) says that there will be no increase in the existing 
contract provision, which is 6,000 patients treated with talking therapies pa. This 
means that there will be no change in waiting times for talking therapies in the city, 
(which currently averages 6 months) This is 6 times longer than the new access 

standards. 

9 Furthermore, the 25,000 depressed patients who currently cannot be treated with 
talking therapies because of the lack of contract provision, will continue to have 

their statutory right under the NHS Constitution denied. 

10 I have shown in papers sent to the CCG and published on section 9 of Error! 

Hyperlink reference not valid., how commissioning a licencing system whereby GPs can 
prescribe Mindfulness Based Cognitive Therapy (MBCT) 8 week courses as easily as 
Prozac can save £7 for every £1 invested, and dramatically improve mental health in 
the city and cure the crisis in primary care. However, the CCG have refused to 

engage with me without giving any reason. 

 

From: John kapp [mailto:johnkapp@btinternet.com]  
Sent: 09 March 2015 15:05, and replies submitted inserted by Mr Adams 10.3.15 
To: Adams Ken (NHS BRIGHTON AND HOVE CCG) 

Subject: Re: Response to your request for information under the FOI Act 

Dear Mr Adams 
Thanks for this reply (ref 525) I have the following supplementary questions: 
1 Is it correct that there will be a large increase (26,000) in the provision of talking 
therapies from 1.4.15?. 
The CCG has commissioned capacity for 6,000 completed treatments in the Improving Access to 
Psychological Therapies contract in 2015-16. This is the same volume we have commissioned in 
2014-15. Conditions such as anxiety and depression can be episodic in nature and therefore not 
everyone diagnosed in the condition will need to be actively engaged in therapy in any given year. 
We have commissioned sufficient capacity to meet the expected need in any given year. 
2 Have you informed all GPs that they can offer all those 26,000 patients talking 
therapies instead of antidepressants? 
GPs are aware of the treatment options available to them including both a referral to therapy and 
prescribing of medication. 
3 When will those providers invite tenders from suppliers to meet the increased 
demand for talking therapies? 
The CCG have commissioned the Improving Access to Psychological Therapy Service from 
Brighton and Hove Integrated Care Service (BICS). The service levels we are commissioning in 
2015-16 are the same as in 2014-15. On occasion BICS may sub-contract work to meet 
fluctuations in demand for the service. Yours John Kapp     
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