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Trojan mouse ‘medication to meditation’
confirmed at recent NHS conferences
By John Kapp, 22 Saxon Rd Hove BN3 4LE, johnkapp@btinternet.com, 01273 417997.
www.sectco.org.uk, and papers in section 9 of www.reginaldkapp.org
1 Summary conclusion and recommendation.
I attended two NHS conferences at the Kings Fund this week (29.11.16 and 1.12.16) , both of
which confirmed that my company SECTCo (Social Enterprise Complementary Therapy Company)
is on the right lines, which the NHS Alliance calls a ‘Trojan mouse’. This paper summarises the
main take home message for action from every speaker, and also from Michael West (appendix 3)
calling for a recovery plan for primary care to be co-designed with community leaders .
This is not a luxury, but acutely urgent, as shown by the headlines in our local daily paper (The
Argus) of 1.12.16: ‘City in grip of growing homeless crisis – 1 in 69 without proper
accommodation.’ ‘Crews wasting hours – major delays in getting patients into hospital.’
‘£24m cuts will be the worst so far – childrens services £5.7m, Adult services £4.8m,
economy, environment and culture £4.6m, neighbourhood and communities £1.4m’.
Yet the CCG budget is uncut, ring fenced, and due to rise from its £370mpa (£1mper day). The
trouble is that much of this money is misallocated to treatments (such as antidepressants) for
which the evidence base shows that they do more harm than good, so are the main reason for
the revolving door which is overwhelming primary care. They are against NICE guidelines, and
the QIPP criteria (safe, effective, good patients’ experience, innovative, preventative and
productive), so decommissioning them would improve health. However, better treatment needs
to be commissioned first, as GPs have to offer patients something to relieve their suffering.
The Improving Access to Psychological Therapies IAPT programme tried to do this a decade ago
with CBT, but this only works for 1 in 10 patients. The NICE recommended Mindfulness Based
Cognitive Therapy (MBCT) 8 week course teaches self care, and is 100 times more cost effective,
as one facilitator can teach 15 patients, who also get peer support. Service users of social care
and depressed staff would also benefit, but only 3 courses are commissioned annually in primary
care.
The solution is to mass commission 1,000 courses for 15,000 participants annually, which should
be provided in Community Care Centres (CCCs) in every GP surgery cluster. These CCCs would be
mental health A&Es, and anybody could self refer to them. This could halve the pressure on
physical A&Es and GP surgeries, as half those people now overwhelming primary care do not need
physical interventions, so are attending inappropriately, to the frustration of all.
I confirm that I and my people at SECTCo are ready and willing to help with the co-production
of a recovery plan on request. We have run 39 MBCT courses and facilitator trainings for over
300 vulnerable people (including homeless addicts and immigrants) since 2010, and have offered
to run mindfulness courses at GP surgeries (see 9.103 of www.reginaldkapp.org). We now offer to

run them for council and CCG staff for donations at Revitalise, opposite Hove town hall, if the
HWB/CCG will pay the room hire.

2 Roadmap to sustainable healthcare. Going beyond medicine.
College of Medicine, Tuesday 29.11.16, at Kings Fund, attended by 230 people.
HRH gave the first keynote address by video repeating his WHO message in May 2010 to the
health ministers of the world to integrate the best of complementary therapy. Lord Warner
was asked bluntly ‘is the NHS sustainable?’ and gave an equally blunt answer: ‘no, unless bed
blocking is ended by subsidising social care from the health budget’. Terry Huff, chief officer,
Waltham Forest CCG said that they used to be the next to worst CCG, but have turned this
round by treating 20k vulnerable people (6% of their population of 300k) by social prescribing.

3 Health creation, community by community, action summit,
New NHS Alliance, Thursday 1.12.16 at Kings Fund, attended by 150 people.
The joining instructions called for participation in a health creation manifesto, to which my
contribution was delivered to key people as a paper version, reproduced in appendix 1. This
conference featured many GPs (including our own local Jonathan Serjeant, co founder of Brighton
Integrated Care Service, BICS, now called ‘here’) who changed healthcare from the bottom up.
A keynote speaker was Anu Singh, Director of Patient and Public Participation and Insight, NHS
England, who has written about social prescribing in a recent report (appendix 2). I grabbed the
mic and said: ‘Don’t forget to lobby elected councillors on Health and Wellbeing Boards’,
reminding them that Andrew Lansley spoke from the same Kings Fund platform 5 years ago,
saying that ending the democratic deficit in health was the main aim of ‘Liberating the NHS’,
and what became the Health and Social Care Act 2012. This got a nod of approval from Michael
Dixon, founder of the NHS Alliance in 1998. I was interviewed by ITV at the end, and said that I
am the Trojan mouse of Brighton and Hove.

Appendix 1 Manifesto for health creation in a sustainable NHS 1.12.16
By John Kapp, 22, Saxon Rd Hove BN3 4LE, johnkapp@btinternet.com, 01273 417997
1 Summary abstract
Councillors on Health and Wellbeing Boards (HWBs) should help to solve the NHS crisis by taking
responsibility for the budgets of both the Clinical Commissioning Groups (CCGs) and Adult Social
Care committees, as their executive arms. They should eliminate bed blocking by cross subsidising
social care from the health budget. They should also co-create and design new treatments with
patients according to the following principles, and procure new better contracts with providers.
2 Immediate step to eliminate bed blocking
The HWBs should take overall responsibility for both the health budget, (which is presently solely
controlled by the CCGs) and also the Social Care budget (presently controlled by the Adult Social
Care committees of the Councils). In Brighton and Hove the former is £370mpa, and the latter is
£180mpa, so the combined total is £550mpa, all of which should be controlled by the HWB. They

should end bed blocking by locally pooling the health and social care budgets, and subsidise
social care from the health budget.
3 Duties of elected councillors on HWBs
The intention of Parliament under the Health and Social Care Act 2012 was to put locally elected
councillors in charge of the 2/3rds of the total health budget, (£70bnpa) to fill the local democratic
deficit in health. However, this has been forgotten and has not happened. Elected councillors on
HWBs should now take full responsibility for signing off all contracts, instead of the present
system whereby appointed managers in CCGs do so under delegated powers. In Sussex there was
a recent debacle whereby a £12mpa contract for patient transport services was allocated by 7
CCGs in April to Coperforma. It has had to be terminated for failing to deliver the service, and the
contract has been taken over by West Sussex Ambulance Service. I believe that this failure would
not have happened if elected councillors had taken the responsibility for signing it off. In Brighton
and Hove the terms of referenceof HWB say: ‘to call the CCG to account’, but this has not yet
been interpreted as ‘taking responsibility for the CCG budget’, which it now should.
4 Fundamental principles for commissioning new treatments and procurement of new
contracts for providing treatments.
a) Address the co-determinants of health namely housing, social care and employment, by
integrating the commissioning of these services with the Council.
b) Acknowledge that under the NHS Constitution, all patients have the statutory right to NICE
recommended treatments if their doctor says it is clinically appropriate.
c) GPs (who see 40 patients per day on average, so know what treatments work) should be
encouraged to take responsibility for commissioning them, fulfilling the intention behind
‘clinical’ commissioning to maximise the benefit to patients and taxpayers.
d) All contracts should be redesigned to be patient-centred outcome-based, rather than the
present provider-centred performance-based block contracts.
e) The medical model should be replaced by the bio-psycho-social model (body, mind, spirit,
environment) and should be evidence based on the latest science, such as neuro-plasticity.
f) All treatments should be NICE recommended, and meet the QIPP criteria (Quality – safe,
effective, good patient experience – Innovative, Preventative, Productive) and those that do
more harm than good (eg antidepressants for mild and moderate depression) should be
decommissioned.
g) The best of complementary treatments should be commissioned, procured and provided to all
patients who choose them.
5 Treatments for mental sickness
a) Acknowledge that there is no health without mental health, and that the Improving Access to
Psychological Therapies (IAPT) programme 2006 intended to end the Prozac nation, but
antidepressant prescribing has since doubled, leaving GPs with no alternative but to prescribe
drugs against NICE guidelines.

b) Acknowledge that mild to moderate depression should be treated with talking therapies,
(not antidepressant medication), and that sufficient talking therapies should be commissioned
to meet the access standards of Referral To treatment times of under 18 weeks for all .
c) Redefine mental sickness as ‘dysfunctional neural pathways from early conditioning’, instead of
‘chemical imbalances in the brain’. (Whitaker 2010, Whitaker and Cosgrove 2015)
d) Redefine treatments for mental disorders ‘training in emotional intelligence for better self
regulation through neuro-plasticity’ rather than ‘correcting chemical imbalances.’
e) The NICE recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week course
teaches patients self regulation, so should be mass-commissioned and given preference over
CBT as it is 100 times more cost effective due to mass production and peer support.
f) Recruit mindfulness facilitators from the community and voluntary and private sectors.
g) Implement what was called for in the Better Care Fund legislation (July 2013) and create
mental health A&Es called ‘Community Care Centres’ near every GP surgery, to which
GPs can refer mentally sick patients for NICE recommended MBCT courses and supporting
meditations
h) Treat Rachel (65, depressed, and in sheltered accommodation) and Dave (40, alcoholic and
homeless) with the above treatments at the above Community Care Centres. (The Brighton
and Hove CCG was allocated £20 mpa in both 2016 and 2017, which has not yet been
spent on treating Rachel or Dave, despite the above funding having been allocated by the
government.
i) Acknowledge estimates that every £1 invested in the above Better Care could save £7 in
reduced public sector costs of A&E attendance, GP surgery attendance, hospital admission,
and criminal justice costs, which would be efficiency savings which would make the NHS
affordable and sustainable under the present budgets.
6 Evidence base for the above conclusions and recommendations.
See papers on www.sectco.org.uk, and section 9 of www.reginaldkapp.org.
7 References Whitaker 2010 Anatomy of an epidemic. Magic bullets, psychiatric drugs and the
astonishing rise of mental illness in America. 2010. Also Whitaker and Cosgrove 2015 Psychiatry
under the Influence.

Appendix 2, Realising the Value consortium report.
by Anu Singh Director of Patient and Public Participation and Insight, NHS England (my emphasis)
Across the country, the NHS is changing as the vision of person- and community-centred
care comes to life. We are coming to realise that over-medicalisation is not just wasteful, it
is often harmful. We are beginning to understand that people living with long-term conditions
are themselves the experts in living with their conditions – and that they can teach others to
do so. And we are starting to recognise that although clinical outcomes are important, for most
people living with long-term conditions, it is their own sense of wellbeing that is most
important to them.

In short, we are waking up to the fact that the roots of health and wellbeing lie not in our
hospitals but in our communities. And although medicine and hospitals make an important
contribution to our health and wellbeing, so does a sense of being connected into a thriving
community. And it is not just our sense of wellbeing that improves as a result - clinical outcomes
improve as well. Ninety years ago, a group of pioneering GPs in Peckham demonstrated all of this
but, ironically, the advent of the NHS heralded the end of the ‘Peckham Experiment’.
Recently what has become known as social prescribing has been rediscovered and now over
400 general practices across England regularly refer patients to walking groups, gardening
clubs and other forms of group activities. But we also know that more formal group
education for people living with long-term conditions can help as well, as does peer support.
And we also know that health coaching has an important role to play.
Finally, the evidence tells us that access to all these approaches is reliably provided by
systematically putting in place personalised care and support planning. Thanks to the work of the
Realising the Value consortium, we now have the evidence and the practical examples that
show us how to link all of these ways of working into a system of care.
And not only do we have the evidence that these approaches add value to people’s lives; we know
that they help create social value and they provide value for the taxpayer. Given this
evidence, NHS England is committed to providing leadership for the NHS to engineer Realising the
Value principles and practice into the way it works.
Over the next three years, we will work with other arms length bodies to provide support for local

health and care systems to come together with the communities they serve and the
voluntary sector.
We will support them to create thriving social networks where people living with long-term
conditions feel confident to manage their own health and wellbeing and live independently.
In short, putting in place Realising the Value will go a long way towards delivering the vision of

Chapter 2 of the Five Year Forward View.
I hope you find the time to read all of the work of the Realising the Value consortium. And if you
do, I hope you are as inspired as me to help realise the value of your communities in the place
that you work.

Appendix 3 Wisdom, vision and courage are needed to develop
people and improve care The new national framework for
improvement and leadership by Michael West, Kings Fund. 2.12.16 (my
emphasis)
This development in NHS-funded services is a ray of light onto the landscape of the beleaguered
NHS. It is inspiring, optimistic and practical in describing the actions that local, regional and
national NHS bodies can take to improve local health and care systems in order to meet the needs
of their communities. It also offers potential for strengthening the pride and joy of NHS

staff in their experience of work.

The framework proposes means by which system leadership can be developed across the country
based on a shared vision and goals, trusting relationships and effective collaboration. Reflecting
the Fund’s call earlier this year for a national quality improvement strategy, it proposes
developing quality improvement skills for all staff so that they have control over improving
services, processes and patient experience, thereby enabling a more powerful sense of

involvement and vocation.
There is both sense and inspiration in the framework. It proposes that all leaders practise

compassionate and inclusive leadership – paying attention to those they lead,
understanding the challenges they face, empathising with them and taking effective
action to help. The aim is to nurture cultures of compassion rather than cultures of blame and
fear. Inclusive leadership means ensuring all voices are heard and that the
current discrimination and power imbalances that affect, among others, black and minority
ethnic groups are decisively addressed and righted. This is based on a recognition that we have to
stop identifying these problems and then merely talking about them year after year. We have to
solve them now. And finally, it aims to ensure that within the NHS leadership is sturdy and
stable by developing the talent of leaders in a consistent and effective way, and ensuring
a ‘pipeline’ of the right numbers of diverse and appropriately developing leaders.
To implement these changes, all leadership teams in NHS bodies will be encouraged to review and
refine their people development strategies to ensure alignment with the spirit of the
framework. There will be extensive support at local, regional and national level to enable
organisations to do so effectively and speedily, given the current challenges facing the service.
Just another initiative? Well, what’s different this time is that the eight main national NHS
bodies are all sponsoring the framework’s proposal for action. And commissioners, regulators
and inspection bodies are backing the framework too, not just in principle but in relation to
their cultures and behaviours. They are pledging to model compassionate and inclusive
leadership in all their dealings with the service, and to support local decision-makers by
reshaping the way they do their work – by giving organisations and systems the time and
space needed to establish continuous improvement cultures. And they are also pledging
to use the framework as a guide for any actions related to leadership, improvement and talent
management so there is a consistent approach across the service. There is wisdom in this
commitment to ensuring a supportive context for achieving the framework’s vision. But it will also
require courage.
What is there to be afraid of? There will be inconsistencies between the commitments in the
strategic framework and the actions of national bodies. It will require courage to persist with the
vision of the framework, and recognition that culture change will take time. Keeping the vision of
change bright will be vital when the inevitable inconsistences occur. The national NHS bodies must
have the courage to sustain their commitment to the changes embedded in the framework.
The fact that there are no new funds to support this work will require local, regional and national
organisations to commit existing spending to development, and to find the means to

ensure that the vision is pursued as the only way to ensure the NHS delivers for its
communities in the future. Joining up, adapting and utilising the various activities that can
support this work will be vital; exemplified in NHS Improvement’s culture and leadership
work (supported by The King’s Fund), the work of the Leadership Academy, The Health
Foundation’s Q initiative, and the myriad inspirational approaches to compassion, inclusion, talent
management and quality improvement adopted by NHS staff and organisations across the
country.

And there has to be persistence from all national, regional and local organisations to implement
the proposals over the coming years. This will require urgency in the short term to start the
process, but also a commitment to sustaining the changes over the next 15 to 20 years. That will
require the courage to persist. And it requires the courage of senior leaders to stand firm in the
face of inevitable pressure from policy-makers and politicians impatient for action to be seen to be
‘doing something’. The prize is for the whole system – top to bottom and end to end – to
embody the same core values in relation to compassion, inclusiveness and quality improvement.
The proposals in the framework are based on extensive consultation with patients and staff across
the system, and the document truly reflects their wisdom, vision and compassion. What is needed
now is the courage and optimism to sustain all our collective efforts and ensure the framework
shapes people development, compassionate care and quality improvement for years to
come.
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