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SAVING THE TOXIC NHS BY WAKING UP DEAD DOCTORS
AND COUNCILLORS
1 Summary conclusions
The bad news:
a) None of Brighton and Hove’s vulnerable Rachels (65, depressed, in sheltered accommodation)
and Daves (40, alcoholic and homeless) have been treated effectively by the NHS, despite an
allocation of more than £40m over 3 years (2015/18) under the Better Care Fund legislation
(2013) which our Clinical Commissioning Group (CCG) have failed to spend, and about which
our Health and Wellbeing Board (HWB) failed to call them to account.
b) The same problem seems to apply throughout the whole country, as none of England’s
vulnerable Rachels and Daves seem to have been treated effectively by the NHS, despite an
allocation of more than £10 bn over 3 years (2015/18) under the Better Care Fund legislation
(2013) which all CCGs may have failed to spend, and about which all HWBs may have failed to
call them to account.
c) Our MPs voted those allocations through Parliament, but the CCGs and HWBs didn’t spend it
on Rachel and Dave as intended.
d) The NHS are not spending the money allocated to them from taxpayers, yet are endlessly
asking for more money.
The good news
e) Evidence based, effective complimentary treatment that can heal and cure Rachel and Dave,
and other vulnerable patients, is available in the third sector for clients who can pay for it.
f) All that is needed is the political will to commission, procure and provide it free at the point of
use to Rachel and Dave on GP prescription voucher in licenced Community Care Centres.
g) When GPs on CCGs, and councillors on HWBs wake up, and take the statutory responsibilities
given them by Parliament, they will find that everything (legislation, structure, money, staff
capacity etc) is in place for them to commission, procure and provide this treatment for Rachel
and Dave, and other vulnerable patients, enabling their mental sickness to be healed and
cured, and end the need for rough sleeping by 2020.
2 Recommendations to Brighton and Hove HWB and CCG
a) Engage with me to discuss my proposal in detail.
b) Allow me to present my ideas at the consultation day on 4th July about Sustainability
Transformation Partnerships (STPs).

c) Put this paper on the agenda for the next HWB meeting on 11.7.17, and on the next CCG
governing board meeting, and the next Health Overview and Scrutiny Committee (HOSC).
d) Commission a pilot trial of my proposed Vanguard licencing model, (9.114, 9.115) at 86,
Church Rd Hove, (9.117) and/or at 187b Portland Rd Hove, (9.116) or elsewhere.
e) If this trial proves successful, commission it throughout our STP area of Sussex and East
Surrey, and beyond, when we could become a beacon to cure the crisis in primary care
throughout England.
3 My public question about the Better Care Fund asked on 13.6.17.
I attended the HWB meeting on 13.6.17 and asked the following question from the public gallery:
“Will you please report on the number of vulnerable people who have been treated
under the Better Care Fund (BCF) giving recovery rates and future plans to treat
addicts and homeless people in the light of the Council’s policy of ending the need for
rough sleeping by 2020?”
Notes.
1 Our city has had a BCF allocation of about £20mpa since April 2015 to treat vulnerable people,
personified as Rachel (65, depressed and in sheltered accommodation) and Dave (40, alcoholic
and homeless).
2 The Council adopted the above policy in 2015, implying that they would instruct the NHS to
treat the city’s homeless effectively.
3 Most rough sleepers suffer from mental disorders and addiction, for which the BCF was intended
to pay to provide effective treatment under the NHS.
4 I would like to see the treatment protocol for Rachel and Dave, who is commissioned to provide
it, former outcomes, and future plans.
4 The chairman’s response
Cllr Daniel Yates read it out, as written in the addendum handout, as follows:
‘In 2014, the Homeless Integrated Health and Care Board was established under the Better Care
Programme with the aim to: ‘improve the health and wellbeing of homeless people by providing
integrated and responsive services that places people at the centre of their own care, promote
independence, and support them to fulfil their potential.’
As a result of the work of the Homeless Board during 2016 the CCG commissioned a new
extended homeless GP practice to improve the health care offer to homeless people. The GP
practice serves as a hub with an engagement outreach team working across the city. In addition
the GP practice provides in reach support to homeless patients admitted to the Royal Sussex
County Hospital and Millview hospital. The service involved an additional investment in the service.
The contract for the new GP practice started in February 2017 and has been positively received.

The next phase of the work is to ensure a broader range of health and care services are
integrated to create a full Hub and spoke model. The aim is to change the way care is accessed,
increasing utilisation of primary and community services and reducing reliance on unscheduled
and emergency care.’
5 My response to his response
I said verbally: ‘This answer implies that no Rachels or Daves have been treated to date,
despite the millions of pounds offered’. Daniel said: ‘Have you got a supplementary question?’
6 My supplementary question
I said ‘yes’, it is printed on the yellow paper I have just tabled’, and read it out as follows:
‘WHAT ARE YOU DOING ABOUT DEAD DOCTORS AND NURSES WALKING (NOT
WORKING) IN THE TOXIC NHS? I do not expect an answer now.’
7 What are the implications of Daniel’s answer?
a) I have asked public questions at every CCG and HWB meeting previously, but this was the first
time I have received an honest answer, rather than a fob off.
b) Another questioner asked him: ‘who writes your answers’? Daniel answered ‘I do’.
c) I believe him, so welcome the new opportunity to begin an honest conversation about what
we can do to make the NHS fit for purpose.
d) In the above answer, Daniel has publicly admitted that no Rachel nor Dave has been treated
with better care under the Better Care Fund legation in Brighton and Hove.
e) He has also publicly admitted that our CCG has no protocol for an effective care pathway to
treat either Rachel or Dave.
f) This answer implies that there is no chance of ending the need for rough sleeping by 2020
(2.5 years away) until homeless people are effectively treated on the NHS.
g) Between us, Daniel and I have exposed a scandal, that our CCG pretends to treat Rachel
and Dave effectively, but don’t, despite an allocation of more than £40 m offered to pay for
treatments which they could not be bothered to commission.
8 Who is to blame for this scandal?
The first people to blame are the leaders in the CCG. The chairman was Dr Xavier Nalletamby
from 2012-16, and Dr David Supple since last Oct. The chief operating officer was Dr Geraldine
Hoban from 2012-16, and John Child since, although Adam Doyle became chief accountability
officer since Dr Christa Beesley left about 6 months ago. They have been supported by a
governing body of about 20 people, who share some of this blame, as they have not done their
job, but nodded through everything on the agenda papers. I have attended every meeting, and
have never heard a proper debate, or vote on any issue, so the board is just a rubber stamp. I
called for a public inquiry in Oct 2014, (9.80) and for the CCG to be put in special measures in
August 2015, which the Care Quality Commission did in Aug 2016.

I also blame the councillors on the HWB and the city’s MPs for letting our CCG get away with this
failing. They should have blown the whistle on behalf of their electorate, as the HWB have a
statutory duty in their terms of reference to hold the CCG to account. The Labour party in
particular is always complaining about Tory cuts to services, yet we have had a Labour
administration in charge of our Council, and a Labour MP in Hove (Peter Kyle), whom I have
lobbied strenuously about this, yet they have all failed to act to date. I feel particularly angry
about this, as I have written many papers for them on this specific subject, including the following
titles, which have been ignored:
9.79 (23.9.14) Transform Rachel and Dave’s lives by accepting SECTCo’s bid dated
19.9.14 for the Better Card Fund application.
9.81 (9.11.14) Proposal for a licencing system to procure NICE recommended
Mindfulness Based Cognitive Therapy courses for depressed patients on GP referral by
voucher prescription.
9.89 (7.4.15) Complaints against Brighton and Hove CCG for non-compliance with
Better Care Fund and new access standards for talking therapy.
9.93 (7.6.15) Cure the crisis in primary care by tendering to mass provide 25,000
MBCT courses for £10 million Better Care Fund (Notes of a meeting with Cllr Daniel
Yates on 17.6.15)
9.95 (20.7.15) How the £10 mpa Better Care Fund should be spent next year on the
10,000 vulnerable Rachels and Daves.
9.96 (6.8.15) Call for Brighton and Hove CCG to be put into special measures
regarding the Childrens Mental Health transformation Plan etc.
9.102 (16.1.16) How the Health and Wellbeing Board could end the need for rough
sleeping by 2020.
9.103 (20.1.16) Turn drug dealers into missionaries. Business case for the Locally
Commissioned Services (LCS) allocation of £2.3 mpa on MBCT courses.
9.107 (12.9.16) I blame the councillors for the crisis in the NHS, but they have the
power to cure it, and end the strike.
9 This scandal justifies me calling them ‘DEAD DOCTORS AND COUNCILLORS
WALKING’
The fact that the leading doctors and officers in the CCG, and the elected councillors on the HWB
(Labour, Tory and Green) have ignored my message, but carried on with their previous failed
policies, justifies my above claim. I have been trying to wake them up, starting with the previous
chairman, Dr Xavier Nalletamby, and recently, Dr David Supple who I have been asking to meet
me for many months, which he recently did on 13.6.17. I tried to assure him that I am on his
side, as a critical friend.
The meeting confirmed my previous impression that he (and probably all GPs) are conditioned by
the NHS with a fatalist, mechanistic attitude that their destiny is to be on tap, as disobedient
servants of the toxic NHS system, rather than on top, as clinical commissioners, who can

represent the interests of their patients in respect of the purchase of effective treatments that
meet the QIPP requirements (Quality – safe, effective, good patient experience – Innovative,
Preventative, and Productive (cost effective) which the drugs they prescribe seldom do.
10 Reflections on the HWB meeting on 13.6.17.
a) Public involvement. As usual, I was in the public gallery to hear the proceedings. I was
pleased that 1.5 hours (half the meeting, rather than the 15 minutes previously allocated) was
devoted to public involvement. The discussion about the STP was far better than usual, as
previously the attitude has been defensive, fighting off an angry public gallery. I had already
complained (9.114 paragraph 60) that the Sustainability Transformation Plan (STP) is not a
plan , but a strategic wish list, as there are no costed treatments in it. I was therefore glad to
hear that its name has been changed to Sustainability Transformation Partnership, (still
STP) so I feel starting to be heard. They have also given us a consultation day on Tues 4th
July, which I hope to attend and speak at, but I have not yet found where it will be held,
despite looking on the Council website.
b) The problem of silos. The NHS system is the separate silos that GPs and others work in,
which is why the government keeps plugging the word ‘integration.’ In May 2006, Prince
Charles gave the keynote address to the health ministers of the world at the World Health
Organisation conference, calling for the best of complimentary therapy to be integrated into
every public health care system, but this is yet to happen.
c) CAM GPs have to live in the toxic world of the NHS, as all they can prescribe is drugs, which
don’t even claim to cure. They are completely unaware of Complementary and Alternative
Medicine (CAM) (such as yoga classes) which the rich use to prevent sickness, which delay the
onset of Long term Conditions by 18 years, compared to the poor, who can’t afford them,
giving rise to health inequalities, (Marmot report 2010). GPs are unreasonably averse to CAM,
perhaps because they were taught at medical school that it is quackery practiced by
charlatans. This may have been true in Victorian times, but it is not true now, and it holds the
key to curing the NHS crisis.
d) Medically Unexplained Symptoms (MUS) Another public questioner, Sandy Gee,
(wildbalance@gmail.com) asked about Professor Helen Payne’s (H.L.Payne@herts.ac.uk)
intervention for patients with medically unexplained symptoms (MUS)
(www.pathways2health.org) I know Helen, and have taken her 2 day introductory course,
which uses the same meditation based approach as my Vanguard proposal. I was therefore
glad to hear the chairman’s response:
‘The CCG has commissioned the ‘GP Persistent Symptoms’ service to provide a multidisciplinary
care path for people with medically unexplained symptoms. The service started in April 2017 at
the following surgeries: Matlock Rd, Hove Park Villas, Trinity, Charter, Brighton Health and
Wellbeing, and Benfield Valley surgeries. This is a 12 month pilot, which will be fully evaluated
using a range of evidence based outcome measures. The GP, psychiatrist, psychologist providing
this service have all received specialist training in the treatment of medically unexplained
symptoms, and have provided training to primary care clinicians within the cluster. We will be
reviewing every 3 months, and depending on demand / capacity, will roll out to other clusters

over the course of the pilot’. I welcome this answer, as I am seeking a similar pilot trial of my
Vanguard project. I have written a paper about MUS (9.110)
e) GP commissioning. I was also pleased to hear David say: ‘GPs are not used to
commissioning community projects’, in a voice that implied that he may be considering this
policy. This was the reason why Andrew Lansley (now Lord Lansley) changed the NHS to
clinical commissioning, from managerial in 2012. While he was shadow health secretary from
2003-2010, he designed this new system of buying treatments to be run by 30,000 GPs, who
each have 40 patient contacts day, so know which treatments work and which don’t, unlike the
previous managers in PCTs who never saw a single patient in their entire life. Lansley trusted
GPs to assess whether their average £200 per consultation could be spent more wisely than
just on repeat prescriptions for Prozac, but to date they have not had the courage to rise to
this challenge.
f) Dialogue between doctors and councillors. This what Lansley wanted when he filled the
democratic deficit in 2012 by appointing about 1,000 elected councillors to about 220 HWBs,
and gave them the statutory responsibility for the spending of about £70 bnpa worth of
treatments for patients (including Rachel and Dave, who are the difficult ones that the NHS
avoid and neglect) administered by the 220 ‘Clinical‘ Commissioning Groups, (CCGs)

g) The effect of the election. Councillors naturally did most of the talking, particularly as they
have been engaging with their electorate over the 7 weeks of the election campaign. However,
I also noticed the beginning of welcome dialogue between doctors (David Supple and Manas
Sidkar) as described in e) above.

h) Risk sharing I am calling for the commissioning of CAM, of which doctors are scared,
because they don’t know what it is, or what it can do for the NHS. I appreciate that there is a
risk in commissioning CAM, which is why I am only calling for a pilot, to trial and evaluate it.
Nevertheless, the risk remains of adverse publicity (such as the Coperforma scandal) Lansley
knew this, and structured the HWB/CCG to enable GPs and councillors to share that risk by
constructive dialogue. Unlike GPs, most councillors have had first hand experience of CAM.
They also run monthly ‘surgeries’ for their constituents, at which their health problems are
often raised. I am pleased to see that dialogue is starting, and hope that it strengthens.
i) The other CCGs seem just as bad Although I have been critical of David, and all members
of our CCG and HWB, they can take some comfort in the fact that the 50 NHS Vanguard sites
trialling new mental health care pathways have done little better than we have, despite them
getting an extra £2mpa funding, as described below.

11 ‘Lessons from the Vanguards’ conference at the Kings Fund 7.6.17
I attended this conference entitled ‘Mental health in primary care’, at which was launched a
Kings Fund report dated May 2017 entitled ‘’Mental health and new models of care –
Lessons from the Vanguards’, by Chris Naylor et al. (www.kingsfund.org.uk). My conclusions

from studying it are summarised below, with (bracketed) references to the page numbers in that
report, and my emphasis:
a) The purpose of the Vanguard programme ‘is to deliver whole person care that responds
to mental health, physical health, and social needs together’ (p3) according to the 5 Year
Forward View (5YFV) and Forward View for Mental Health (FVMH).
b) The policy ambition ‘is that most of the population will be covered by a PACs (Primary and
Acute Care System) or MCP (Multi-speciality Community Provider) models or similar within the
next few years….rolled out through the 44 Sustainability Transformation Partnerships (STPs) (p9).
c) ‘A blue print for the future of the NHS’, is a description by NHS England of the new models
of care being developed by the 50 vanguard sites …..with the objective of dissolving the
boundaries (silos) between mental health care and the wider NHS system.’(p42).
d) However, the Vanguards are still predominately ‘a physical health service despite the
inclusion of some mental health staff’ (p43).
e) Building capacity …is important given the mismatch between the level of mental health
needs in the population and the availability of mental health expertise (p 39).
f) The 9 principles of successful integration of mental health within new models of care
a) Delivering parity of esteem, including equal access to the most effective and safest care
and treatment (p19).
b) Mental health should be considered at the initial design stage.
c) Co-design with people using services and the wider population.
d) Whole person approach, including psychological and social needs.
e) Mental health is about more than mental illness. Good mental health is a key
determinant of other outcomes and should be considered as a routine part of care (p20).

f) Include as key partners social care, housing and voluntary sector organisations, as
well as employers and education system.
g) Break down barriers between mental and physical care professionals.
h) Address social and environmental factors.
i) Encourage behaviour change and signpost to local support resources.
j) Train all frontline staff in mental health.
g) Whole population health. ‘We found few examples of MCPs and PACs conducting work
intending to improve the health of the whole population, particularly in relation to mental
health’.(p31)
h) Wellbeing co-ordinators, ‘to help connect people with local voluntary and community sector
services – particularly those at risk of social isolation, and are in need of some extra support, or
are known to be experiencing emotional distress. The intention is both to prevent the

development of mental health problems, and to support the recovery of those with existing mental
health problems. The aspiration is to widen the wellbeing offer in the integrated teams over time,
with the addition of peer coaches, self management courses, and potentially other resources’
(West Cheshire Way Multi-specialty Community Provider (MCP) Vanguard, p28).
i) Keynote address – lessons from America.
Prof Sir Simon Wessely, president of the Royal College of Psychiatrists, chaired this session at
which Prof Harold Pincus, vice chair, department of psychiatry, College of Physicians and
Surgeons, Columbia University addressed us. I asked him: ‘Do you agree with Robert Whitaker
(‘Anatomy of an epidemic; magic bullets, psychiatric drugs, and the astonishing rise of mental
illness in America’ (2010) and ‘Psychiatry under the influence’ with Cosgrove (2015) that the drugs
used to treat mental illness cause it? Pincus looked blank, and Wessely just said ‘the answer’s
no’, and moved on. Several people clapped my question, and one asked a follow up on similar
lines, which also got promptly put down.
This reaction shows how the medical profession are in denial of the harm done by medication, and
refuse to discuss it, so it remains an ‘elephant in the room’. I recently watched a 2 hour video
called ‘The truth about vaccines’ produced by an American TV company, in which a clip of Donald
Trump, (while on the campaign trail for presidency) was shown shaking hands with Dr Andrew
Wakefield, saying ‘there is a link between vaccination and autism.’
j)The ‘lessons from the Vanguard’ report’s conclusions
‘Many of the Vanguard sites have included some mental health components in their care
models, with several reporting promising early results……Despite these positive steps, our overall
assessment is that the full opportunities to improve care through integrated approaches to mental
health have not been realised. The level of priority given to mental health in the development of
new models of care has not always been sufficiently high. This is not consistent with the
spirit of the commitment in the five year forward view for mental health which identified
integrating physical and mental health as one of its 3 key priorities……Our concern is that the
service changes brought about to date may not be sufficiently ambitious to allow for this.’
(p3)
12 My conclusions about this Kings Fund report ‘Lessons from the Vanguards’.
The most successful example that the Kings Fund could find (quoted in paragraph 11h above) was
from West Cheshire Way who spend their £2mpa to ‘help connect people with local voluntary and
community sector services’. However, the Vanguards were supposed to commission, procure
and provide those services within their local NHS, as they do for physical health services.
The Vanguard programme has therefore failed to do what the government intended, which was to
treat mental sickness effectively, and promote it from being the ‘Cinderella service’ that it has
always been hitherto.
Although written in the conciliatory language of a charity which has to be compassionate towards
the highly stressed NHS staff they interviewed, the report’s underlying message is that there has
been no significant progress, or patient benefit to date in any of the 50 Vanguard sites.
This is the result of 2 out of 3 years work, which ends in March 2018 (9 months time) and cost

the taxpayer and investment of more than £330 m over three years, (p9) averaging £2mpa for
each Vanguard site.
This show that the cultural change called for 5 years ago by Parliament in the the Health and
Social Care Act 2012 has not yet been implemented by the CCGs in the following respects:
a) There has been no change from the old provider centred culture (talking only about
restructuring –‘rearranging the deck chairs on the Titanic’) to the patient centred culture
called for (commissioning, procuring and providing healing interventions which cure mental
sickness with effective treatment).
b) There has been no change from the medical (medication based) model to the biopsycho-social model, (body, mind, relationships, environment) despite many speakers
from the Vanguards referring to it, but that was only lip service.
I have been going to Kings Fund and political conferences for many decades, and studied the
objectives of the legislation, the 5YFV, the task force for mental health, and the government
Vanguard programme. To meet that specification, I have designed and trialled an alternative
mental health service for Brighton and Hove, and deliberately called it our alternative
‘Vanguard’ programme. I think that it meets the definition of a ‘Multi-speciality Community
Provider’ .(MCP) as we would employ experts with experience in addiction, community
development, housing, nutrition, psycho- education, meditation leaders, mindfulness facilitators,
peer support mentors, and others.
13 Breath of Life conference on how to treat traumatised patients in London 1321.5.17
Patients go to the NHS to be healed and cured of their conditions (sickness) yet these key
words, and their causes ‘trauma’, ‘addiction’, and remedy ‘treatment’ were never
mentioned at the above Kings Fund conference. The NHS staff know that their medical model
doesn’t work, and the resulting over-prescribing makes the whole NHS a toxic environment.
However, they are not allowed to deviate, so they go round like zombies, (dead doctors and
nurses walking (not working) and survive by distracting themselves with structural changes, and
avoiding mentioning four letter words like ‘heal’ and ‘cure’, which are not politically correct,
(taboo, ‘elephants in the room’.) This is soul destroying, and is the root cause of why nobody
wants to be a GP, and why recruitment and retention of nurses is so poor.
However, the Complementary and Alternative Medicine (CAM) world is not like this at all. Three
weeks before the Vanguards conference, I attended the “Breath of Life” 9 day conference at
Regents College London, when those key words were in the titles, and on everyone’s lips nearly
all the time. The speakers were mostly from the USA, where insurance companies have funded
extensive research into alternative (drug free) treatments, and included:

a) Roland McCraty (Heartmath Institute) who spoke on ‘Heart rhythm coherence: practical
techniques and technologies for improved self regulation, health and cognitive functioning’, He
showed how healing is coherence between heart and brain, and how it can be achieved
by practicing with their products (emwave)

b) Bessel van de Kolk, who spoke on ‘Healing traumatic stress; helping mind, brain and body to
let go of the past.’ He has run a trauma centre in Boston for over 30 years, which has had
spectacular success with traumatised patients including those with Adverse Childhood
Experiences, (ACEs) such as abuse (wwwthetraumacenter.org) using EMDR and EFT etc.

c) Gabor Mate who spoke on ‘Trauma and healing; an exploration of mental illness, addiction
and disease.’ He was a doctor in the red light district in Vancouver, and concluded: ‘the only
way out is in’.
d) Prof Stephen Porges who spoke on ‘The transformative power of feeling safe; a master
class on the polyvagal theory.’ He said: ‘we are a traumatised species’.
14 Conclusions
a) It is time to commission the best of complementary (drug free) treatment in the NHS.
b) All the 50 official Vanguard sites are failing to meet the requirements of the 5YFV for reasons
described in paragraph 12 above.
c) In Brighton and Hove, we have the best political mix (with 2 Labour MPs and 1 Green MP,
and a Labour led Council) to lead our NHS out of the ignominious position of being the worst
NHS in the country, and thereby be a beacon for the rest of the country to follow.
d) My alternative Vanguard’s proposed licencing scheme meets all the requirements of the 5 YFV
because it addresses all the determinants of health and wellbeing (housing, isolation,
education, employment, etc) and provides peer support mentors, psycho-social education, and
other drug free interventions (meditations) for Rachel and Dave, and other vulnerable people.
This is what the trauma center at Boston has been doing for over 30 years, so our protocol has
a sound evidenced base. (unlike the 50 official NHS funded Vanguard sites)
e) If the £2mpa invested in the official Vanguards was invested in our alternative Vanguard
scheme, we could pay licenced providers to annually treat 2,000 vulnerable patients
(including Rachel and Dave) with 75 hours of evidence based interventions on GP referral by
voucher prescription, at a tariff price of £1,000 per patient in Community Care Centres, as
called for in the Better Care Fund (BCF) legislation 2013. (9.103 and 9.114 etc)

10 pages 4,728 words

