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1 Summary of conclusions and recommendations
Since 2015, there have been two unprecedented epidemics afflicting the South of England: a near doubling
of rough sleeping, and a mass exodus of GPs. Both crisis are unintended consequences of the Department
of Work and Pensions (DWP) policy of appointing Psychological Wellbeing Practitioners (PWPs) to get
benefit claimants back to work, by being ‘treated’ by their GP with antidepressants. These are mood
altering drugs which are now being taken by 1 in 10 of us in England (5.5 million) mostly against NICE
guidelines, which say that talking therapies are to be preferred. They have side effects, including addiction,
and may make patients suicidal or homicidal and frightening to live with. GPs feel guilty at generally doing
more harm than good, so retire early, now at an average age of 55.
Both crises can be cured by spending the Better Care Fund (going up to £5.8 bn pa from April 2018) in the
way intended by Parliament, by adopting a policy of ‘medication to meditation’, Councillors on Health and
Wellbeing Boards (HWBs) should call their CCGs to account to create Community Care Centres as mental
A&Es, open 24/7 for crisis care, staffed by existing licenced providers of effective treatment incorporating
the Open Dialogue approach to treat all vulnerable people (including addicts) on a self-referral basis with
NICE recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week courses, and supporting
meditations, including Family Constellation Group Therapy (FCGT)
2 Who is Nick Putnam?
For the last 6 years Nick Putnam has been studying and working with the local therapists in Finland using
the Open Dialogue approach. He now runs a company training therapists and offering this intervention to
patients in North East London, see www.opendialogueapproach.co.uk.
3 What is the Open Dialogue approach?
‘Open Dialogue’ is the name given to a family-centred intervention for patients suffering from psychosis
(such as hallucinations) minimising medication, and integrating support from their families and
communities. It has been developed since 1984 by Finnish psychiatrist Jaakko Seikkula and others in the
university of Jyvaskyla, and Keropuda hospital in Tornio, Lapland, Finland.
4 Has Open Dialogue been trialed?
Yes, a clinical trial in 2000, with follow ups in 2003, and 2011, compared Open Dialogue with conventional
treatment in other parts of Finland. It showed conclusively that Open Dialogue is cheaper for the taxpayer,
has better outcomes for patients, and has better staff recruitment and retention. This is because it results
in less hospitalisation, lower relapse rates, better inter-agency collaboration, less medication, less disability

allowances, higher levels of studying/employment, increased openness in participation in treatment, and
reduction in the number of new chronic cases. Accordingly, it has now become the sole public mental
healthcare service in this region of Finland, serving a population of 72,000 in an area of 7,000 square
kilometres (the size of Sussex and Kent combined).
5 What are the principles of Open Dialogue?
Jaakko practiced a patient/family-centred approach from 1984, and trained others. The theoretical
structure of this approach was later built into 7 principles, and 12 elements, which are applied as soon as a
patient makes a self referral to the service. The 7 principles are:
5.1 Give immediate help by organising a meeting within 24 hours of 2 therapists with the patient,
together with as many of the family / affected community as can be gathered. The preferred
venue is the home of the patient, as the therapists can better assess the situation in which the
psychotic attack was triggered and the potential support network that exists around the
patient.
5.2 Involve the social network by listening mindfully to the meaning of what the patient and
their families and communities say. The symptoms are not seen as pathological but as
manifestations of emotions arising from the family / community system.
5.3 Flexibility. The therapists listen to everyone with respect, and do not give diagnoses of
pathology. Therapy is mainly support, tailored to the needs of the patient, family, community
in the situation as it arises, and is provided daily for as many days as may be needed (typically
up to 12 days continuously). Medication is minimised, particularly for the first few weeks, and
only then with the consent of the patient. The object of the intervention is to mobilise the
support of others to manage the patient while in crisis.
5.4 Responsibility for the care plan. This is automatically given to the first therapist to encounter
the patient on referral to the service.
5.5 Continuity of psychological care. The same therapists should conduct each meeting, to build
up an accurate assessment of the relationships in the family / community system. One of the
therapists takes notes of each meeting, which consist mainly of a record of who was there and
what was decided.
5.6 Tolerance of uncertainty. The therapists’ objectives are to help the patient, the family and
affected community members feel safe and heard, and to find a natural way to defuse the
crisis.
5.7 Dialogism This means that therapists are not goal orientated, but act as light touch facilitators
to mobilise the patient’s support system. The main challenge for the therapists is to remain
present in a fully embodied living person, in the face of the strong emotional releases
occasioned by the patient’s behaviour, which may trigger most people into the flight/fight
reaction.
The principles and the results of the clinical trials are shown in detail in Nick’s slides on:
http://opendialogueapproach.co.uk/pdf/Open%20Dialogue%20Intro%20Slides.pdf
6 Clinical trial of Open Dialogue in the NHS

Nick said that a £2m trial of Open Dialogue is presently being undertaken in 5 mental health trusts in
England, including North East London. I have asked for more details of this. My conclusions from what I
have learned at this study day are as follows.
7 The Open Dialogue approach should be adopted in all mental health interventions
I am pleased to have discovered the Open Dialogue approach, having been directed to the website by a
former client. It is similar to the patient-centred way I was taught to treat clients, namely with respect for
them as a fellow human beings on the same path of life. Patients come to therapists for healing, which can
only happen if the therapist gives love (unconditional positive regard) and meditation remaining mindfully
present without judgement. Only then can positive change happen, when they tune in with an open heart,
hear what the other says, and receive what they want to communicate. This is the ‘golden rule’ - ‘do as you
would be done by’, as called for in every religion. Alas, this approach is seldom followed in the present
mental health service in the NHS described below.
8 Mental health interventions in the NHS are provider-centred and paternalistic.
I have been a patient representative in the NHS since 2000, and regularly attend consultation meetings run
by the CCG and Mind. I have thereby gained a general idea of the quality of services provided by the
present providers of the NHS, namely Sussex Partnership Foundation Trust (SPFT) who have a monopoly to
treat mental patients throughout Sussex (population of 1.5 million). Unfortunately, what I hear from
patients is the opposite of the Open Dialogue approach, namely that they were neither seen or heard nor
treated with respect at any stage in their unsuccessful attempt to access help. The present service is
provider-centred, paternalistic, and generally counter-productive to mental health as the medication is
doing more harm than good by getting patients addicted.
9 Access to treatment is via a GP
The usual route of access to treatment for a patient with mental sickness is as follows:
a) The patient phones their GP surgery receptionist to ask for an appointment with a GP.
b) The receptionist answers, but has been instructed to screen out inappropriate patients. (I recently
heard a patient publicly describe a receptionist as a ‘rotweiller’) To get an appointment, patients
may have to say that they are having suicidal thoughts.
c) When the patient attends, the GP never makes eye contact, but reads the patient’s notes on their
computer screen, (perhaps fearful lest they miss some historical incident that could get them sued).
d) If the patient is lucky, the GP may refer them for assessment for talking therapy, (for which the
waiting time is typically 3 months) and/or be given a prescription for antidepressants.
10 Assessment
NICE guidelines say that talking therapy should be the first treatment for mild to moderate anxiety or
depression, so the GP should usually refer the patient to the Wellbeing Service for an assessment. This
typically takes 3 months. When the patient attends, the assessor asks them to fill in a mood questionnaire.
Patients have told me that, depending on their score, they may be refused treatment because they are
either not ill enough, or that they are too ill,. This makes them feel frustrated, and worse than before. If

they are lucky, the assessor accepts that the patient needs treatment, they will be referred for talking
therapy, for which the waiting time is typically a further 3 months.
11 Talking therapy
The patient may be offered up to six 50 minutes sessions of one to one Cognitive Behaviour Therapy (CBT),
or on-line CBT, or phone counselling, or a self help book or CD. When they eventually get to see a
therapist, some patients say that they were patronised, so got nothing but frustration from the session.
Statistically, if patients attend for a minimum of 2 sessions the intervention can be registered as
‘completed’. The ‘recovery rate’ was stated as 37% in the Wellbeing service for 2016/17 although it is
supposed to be 50%. However, I think that this was over-estimated. This is why CBT is said to only work for
about 1 in 10 patients.
The NICE recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week course is 100 times more
cost-effective, as one therapist can treat 15 patients in a class, who also get peer support; making MBCT
effective in 2 out of 3 patients. However, only 3 MBCT courses are commissioned annually in the city of
Brighton and Hove. This is just a tick box exercise and MBCT is not generally available, despite my
campaign since 2008 to get more provision.
12 Antidepressant medication
If the patient needs treatment now, the GP has no alternative but to prescribe antidepressant medication
against NICE guidelines. GPs also know that this generally does more harm than good with side effects and
makes working in this toxic environment soul-destroying. The guilt of breaking their Hippocratic oath ‘do
no harm’ makes them either burn out, or take early retirement. The average age for GP retirement is now
55. The once honourable profession of General Practice is on its knees, having been reduced to pill
pushing for the drug companies. (9.125)
13 Side effects of medication are the root cause of the crisis
Antidepressants and antipsychotics are mood altering drugs which are intended to regulate the amygdala
(smoke detector of the brain) to calm and stabilise the nervous system of the patient for a period of time,
while they change their lifestyle to remove the stress that caused the breakdown. However, few patients
change their lifestyle and the drugs have many side effects, including making the patient feel suicidal or
homicidal. A psychotic patient I met in 2011 described how she felt after taking antipsychotic medication
as like ‘a bullet through the head’.
Robert Whitaker wrote a book: “Anatomy of an epidemic; magic bullets, psychiatric drugs, and the
astonishing rise of mental illness in America” in 2010, and “Psychiatry under the influence” in 2015. He
showed that these drugs are not cures but the root cause of the epidemic of mental illness sweeping the
whole western world. Furthermore, the side effects make patients keep going back to the GP,
overwhelming primary care, and causing the crisis in the NHS. I show further evidence against medication
in papers 9.118, and 9.120 of www.reginaldkapp.org.
14 Statutory access times compared
Mental health breakdown is usually a crisis for the patient and the family, so the sooner professional help
can be given the better. Early intervention can prevent the mental disturbance getting worse, saving time
and trouble later. The 24 hours referral to treatment (RTT) access time for the Open Dialogue service to get

2 therapists to a meeting at the home of the patient is therefore appropriate for a mental health service
worthy of the name ‘service’.
In England, the quickest RTT response I have ever heard of was covered in a news bulletin in Sept 2013 in
Swindon. For more than 20 years they have been allowing patients to self refer to a wide range of free
psycho-education courses. I attended a study day there, and wrote it up in paper ‘Report on LIFT
psychology. Creating a mental health service Swindon fashion’ 9.9.13 (paper 9.63 www.reginaldkapp.org)
NHS legislation from April 2015 established ‘parity of esteem’ between mental and physical health; RTTs
which are within 2 weeks for psychotic and cancer patients, within 6 weeks for 3 out of 4 other patients,
and within 18 weeks for the other 1 out of 4 patients. However, these access times are honoured more in
the breach than in the observance. The NHS mental health system is broken, and needs to be fixed, as
described below.
15 The solution is to create a system with better treatments for mental problems
For many years I have been campaigning for a better mental health service under the slogan ‘medication
to meditation’ and am pleased to have discovered the living example of this in the Open Dialogue
approach in Finland. It is a good example of a patient-family-community-centred approach, minimising
medication, and involving the family support network. This is the approach which should be adopted in a
reformed mental health service for all mental health conditions in England. Parliament anticipated this in
July 2013, called the ‘Better Care Fund’ (BCF) and voted the money for it as follows:
16 Better Care Fund (BCF)
The allocations of the BCF are shown in the following table.
TABLE 1 BETTER CARE FUND ALLOCATIONS
Financial year
2015/16
2016/17
2017/18
2018/19

Nationally for England £bn pa
3.8
4.0
5.3
5.8

Locally for a typical CCG £ m pa
20
22
25
28

17 Community Care Centres as mental A&Es
The BCF legislation also called for the CCGs to create a new mental health primary care service to which
(by definition) patients can self-refer and get RTT treatment within 4 hours in ‘Community Care Centres.’
These are mental Accident and Emergency (A&Es) open 24/7 for crisis care for all vulnerable patients,
(including the homeless and addicted) personalised as ‘Rachel’ (65, depressed and in sheltered
accommodation) and ‘Dave’ (40, alcoholic and homeless). They should be offered psycho-education
courses, such as the NICE recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week course, and
supporting meditations, such as Family Constellation Group Therapy (FCGT) by licenced providers, as
described in my papers on section 9 of www.reginaldkapp.org.
18 How many Community Care Centres have been created to date?
In answer to a public question on 13.6.17, written up in paper 9.118, none in Brighton and Hove, or
anywhere else in England to the best of my knowledge and belief.

19 How many Rachels and Daves have been treated to date?
None in Brighton and Hove or anywhere else in England to the best of my knowledge and belief.
20 Why has the BCF not been spent in the way that Parliament intended?
I have been asking this question in public questions at CCG board meetings and HWB meetings since 2013,
and have always been fobbed off, so I cannot give a definitive answer. I do not believe that there is any
financial corruption and hope that the money is in some ‘bank account’. But I believe that there is a
systemic disconnect between what ministers announce in public statements (such as the BCF) and what
the CCGs commission, procure and provide for patients in treatments which GPs can prescribe.
21 Where has this disconnect come from?
The Health and Social Care Act 2012. This intended to fill the ‘democratic deficit’ in health, originating in
1948 when Aneurin Bevan said that health was too important to be trusted to Local Government
councillors so the power over the health budget was centrally administered by the Department of Health.
This contrasted with Social Care, which was locally administrated, together with all other local services.
From 2012, about two thirds of this power (currently about £70 bn pa) was devolved to local councillors on
HWBs and CCGs (which are supposed to be accountable to the HWBs). However, this has not yet
happened as my HWB has failed to hold my CCG to account. Furthermore, I have never heard of any HWB
yet holding their CCG to account anywhere in England. Failure of the councillors on HWBs to take statutory
responsibility for the CCG’s health budget is the disconnect which needs to be connected.
22 How can the disconnect be connected?
By councillors exercising their statutory responsibility for the budgets of the CCGs totalling £70 bnpa
nationally and about £400 mpa in a typical CCG (such as mine in Brighton and Hove).
23 What would happen if they did take this responsibility?
First, they could call on the CCGs to spend the BCF (£5.3 bn pa in 2017/18, and £5.8 bn pa in 2018/19) to
treat 6 million Rachels and Daves on antidepressant medication (against NICE guidelines) with a £1,000
NICE recommended MBCT 8 week course and supporting meditations. This would dramatically improve
their mental health and change the job of GPs from soul-destroying to soul-nurturing thus empowering
them to continue to work a full term career, thereby curing the crisis in primary care (GP surgeries and
A&Es)
24 Could medication be the root cause of the crisis of the epidemic of rough sleepers?
Yes. There have always been a few homeless people rough sleeping, but the present epidemic is a recent
phenomenon which has doubled in just a few years to become unsustainable. Some of them may be
refugees, but many of them are addicted to drugs, such as alcohol (like Dave) and street drugs which they
buy from their disposable incomes. However, antidepressants and antipsychotics are being handed out
free by GPs like sweets at a children’s party, and are addictive.
As mentioned above, a common side effect is to make them suicidal or homicidal, which is very frightening
for anyone living with them, or near them as neighbours. They may be so impossible that they are evicted
by the head of household, such as wife, husband, partner, mother, father, daughter, son, landlord, housing
association, etc, and end up rough sleeping.

25 What is the neurological cause of behaviour?
Neuroscience has shown that our behaviour is caused by the neural pathways in the brain, which are like
the hardwiring of a computer. Much of our wiring is inherited from our ancestors by Lamarkian inherited
characteristics. This includes their traumas, from war, famine, early bereavement, abandonment, etc,
which unconsciously affect the way we behave today (as if we are hypnotised) unless we access effective
treatment to dehypnotise ourselves, with Family Constellation Group Therapy (FCGT) described later
below.
26 Can we change our behaviour?
Yes. It was discovered in 1949 that: ‘neurons that fire together wire together’. A thought is an electrical
discharge through neurons firing together, and new thoughts are caused by new neural connections being
created from our experience. However, if our experience is only temporary, these thoughts are only
temporary. However, these neural connections are actually soft wired, as neuroplasticity shows that they
can be changed by maintaining the experience and the thoughts into a belief system for at least 40 days (a
‘quarentine’) when the neural pathways can become hard wired into a new behaviour, which is
permanent.
27 Why do people become addicted?
Addiction afflicts insecurely attached people, who become addicted to some substance (such as a drug) , or
some obsessive habit, (such as work, eating, shopping, gambling, collecting). It is a survival / coping
mechanism in which the addict substitutes the addiction for the love (family support) that they may have
missed as a child. The root cause of craving is wired into the neural pathways of our brain, but can be
changed.
28 How can addiction be healed?
Healing is effected by a therapist creating a new experience as a new thought, which creates a new
(temporary) neural pathway in our brain and results in an ‘aha’ moment of revelation. This can be done in
a family constellation group therapy (FCGT) session. The first step is to find the root cause, (the missing
parent who was unavailable for the child). The second step is to find a foster parent (‘therapist’) who can
repair the relationship by giving the loving support that was missing. A healing is demonstrated by an ‘aha’
moment (perhaps with an emotional release of crying) when the addict suddenly realises that the root
cause is the missing parent, and feels the loving support (perhaps for the first time ever) that they lacked.
This gives the addict a glimpse of the good feeling resulting, but this is blotted out and forgotten if they
relapse into the addiction again.
29 How can addiction be cured?
Abstinence is required to detox the addict and must be maintained long enough for new neural pathways
to be created: a minimum of 40 days (a ‘quarentine’). This usually requires the addict to change their
lifestyle away from the craving and habitual dependency on the addiction and towards a new source of
loving support, which needs to be maintained otherwise they will relapse.
30 Who can be an effective therapist?
Anyone who can give loving support (unconditional positive regard) which can include a pet. A week before
Xmas, I saw an interview on Channel 4 news with a homeless man called Andy, who claimed that his dog

(called ‘Baileys’) had saved his life when he was suicidal and thinking of jumping off a bridge. It seemed
that Baileys acted as Andy’s therapist, by giving him the loving support he needed to go on living.
However, this story illustrates the need of therapists to give their clients or patients love (unconditional
positive regard), which unfortunately not all of them do in the NHS mental health service. Furthermore,
the giving of drugs is counter-productive perpetuating the addiction and preventing healing and curing.
31 What is the most effective therapy for addiction?
Family Constellation Group Therapy (FCGT) is the best that I have yet discovered, because it can quickly:
a) Identify the root cause of the addiction (the missing parent or grand parent, with whom the client is
identified) and for whom the addiction is substituted.
b) Provide healing by representing the missing ancestor, heal them with the ritual (see paper 9.124 of
www.reginaldkapp.org) providing the loving support of a foster parent to repair the client’s void, thus
releasing them from the addiction.
c) It is then up to the addict and their support group to maintain abstinence until the addict’s brain is
rewired for non-addictive behaviour (more than 6 weeks).
32 Conclusion
The absence of sufficient contracts with providers of effective talking therapy (Mindfulness Based
Cognitive Therapy (MBCT) 8 week courses, and supporting meditations including Family Constellation
Group Therapy (FCGT) leaves GPs with no alternative to prescribing antidepressants. These generally do
more harm than good, because they have harmful side effects, including addiction, which is now the main
cause of the mass exodus of GPs at an average retiring age of 55.
The solution is for councillors on Health and Wellbeing Boards to call on their CCGs to account to mass
commission MBCT courses and supporting meditations (including FCGT) and invite MBCT and FCGT
practitioners to apply for a licence to provide them at Community Care Centres, which are mental A&Es,
open 24/7, so that GPs can prescribe effective talking therapy instead of drugs.
I have been campaigning for this reform in Brighton and Hove. Appendix 1 is a copy of my letter to the
local newspaper, and appendix 2 is an invitation I have given to the councillors on my HWB.

Appendix 1 My letter to the Brighton Argus, as published on Tues 30.1.18 on p10.
(www.theargus.co.uk)

The time has come to help the Rachels and Daves
Lloyd Russel-Moyle MP is right that we should be smart and listen to the experts, (Letters January 26)
Doctors rightly say that drug addicts should be given effective treatment to detoxify and rehabilitate their
lives.
To this end, in 2013, the Conservative Government legislated the Better Care Fund (BCF) to treat
vulnerable people, personalised as Rachel (65, depressed and in sheltered accommodation) and Dave (40,
alcoholic and homeless) in Community Care Centres, which are mental A&Es, open 24/7 as crisis centres.

The BCF started in 2015/16 with allocations of £3.8 billion a year nationally and £20 million a year locally in
Brighton and Hove. This has increased each year since, and is now (2017/18) £5.3 bn a year nationally and
£25 m a year locally, and is going up to £5.8 bn a year nationally and £28 m a year locally next year
(2018/19).
However, our Clinical Commissioning Group (CCG) has so far failed to spend this money on a single
Community Care Centre, or treat a single Rachel or Dave, leaving the addicted Daves languishing on the
streets, as the Argus cover story on 26.1.18 rightly exposes.
Furthermore, the CCG’s appointed officers are accountable to the elected councillors on the Health and
Wellbeing Board (HWB) who have hitherto turned a blind eye, and failed to call the CCG to account.
The crises in primary care and homelessness are linked, and the solution to both crises is in the hands of
the councillors on the HWB, namely to call the CCG to account to spend BCF money to treat the Rachels
and Daves in community care centres, which could include shooting rooms, as our MPs call for.
John Kapp

Hove

Appendix 2 My invitation, handed to councillors on the Health and Wellbeing Board with
a copy of my letter as printed in the Argus (see appendix 1) at their meeting on 30.1.18 at Hove town
hall.

To councillors on the Health and Wellbeing Board
Please will you allow me to demonstrate effective treatment for Rachel and Dave, called Family
Constellation Group Therapy (FCGT) which I have been providing weekly for donations for a decade.
I provided it at my Community Care Centre at 3, Boundary Rd Hove, from 2012-15, where Cllr Daniel
Yates visited in the summer of 2015, and met some of my people. I am now doing it every Sunday
afternoon until 4.3.18 at the Heene Centre, 122, Heene Rd, Worthing.

I invite you, and anyone interested to drop in and observe how it can help anyone to self-regulate.
Alternatively, give me a date, time and place where you will receive a delegation to demonstrate how our
intervention could transform mental health, and end the need for rough sleeping. Further details are
published on section 9 of www.reginaldkapp.org You can ring me on 01273 417997.
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