9.139 Paper for those attending the New Savoy 12th Annual Psychological Therapies in the NHS conference on
22.3.19

How talking therapists can take back control to end the Prozac
nation, by co-creating a new primary care mental health service
By John Kapp, 22, Saxon Rd Hove, BN3 4LE, johnkapp@btinternet.com, 01273 417997 Papers thus (9.90) refer to my
website www.reginaldkapp.org.
27.2.19
1 Summary conclusions How we can take back control of NHS talking therapies.
In 2006, when about 2 m (1 in 25) were on antidepressants (ADs) in England, ‘ending the Prozac nation’ was the
laudable medical intention and sound bite used to sell IAPT (Improving Access to Psychological Therapies) to the
public. Although IAPT now treats more than half a million patients annually, mostly with CBT (Cognitive Behaviour
Therapy) at a 50% recovery rate, the number on ADs has now quadrupled to about 8m, (1 in 7) continually rising at
8% pa, so by 2022, 10m, (1 in 6) will be on them. Moreover, NHS treatments are supposed to be evidence-based, but
most AD prescribing is against NICE guidelines, which say that mild to moderate depression should be treated with
talking therapy. Furthermore, AD (like alcohol) is addictive to at least half those taking them, and there is clear
evidence that the epidemic of depression is iatrogenic (doctor induced) as its incidence has increased proportionally
to AD prescribing (Whitaker 2010, 2015). Previous new money has been spent on more drugs, pushing the number
of monthly prescriptions over 1bn in 2017/18, which is nearly 2 for every man, woman and child continuously. GPs
agree that this is over-prescribing, but they have nothing else they can give patients.
To end the Prozac nation, (and indeed the Prozac world) we need to create a new primary care mental health
service of social prescribing of drug-free therapeutic group activities in the community (such as yoga classes,
exercising, singing, dancing, gardening, befriending, peer support, etc). These are currently available to those rich
enough to pay, but the vulnerable are excluded by inability to pay, creating health inequalities. The new system
would invite those therapists providing them in the private and voluntary sectors to apply for a licence to treat
patients free at the point of use, by GPs giving them social prescription vouchers to Community Care Centres (9.137).
The therapists would be paid in arrears on production of the signed vouchers to the NHS paymasters (as pharmacies
are paid for providing drugs on prescription). These patients would also be offered the latest mindfulness based
interventions (MBIs) which effectively detraumatise them by accessing the unconscious parts of the brain (reptilian
stem) to allow the brain to heal and cure itself, by including NICE recommended Mindfulness Based Cognitive
Therapy (MBCT) 8 week courses, Brainspotting (www.bspuk.co.uk) (Brand 2013) and Family Constellation Group
Therapy (FCGT) (Kapp 2017) etc.
2 Recommendations
a) To central government (Health, Local Government). Fill the budget accountability gap, as the final step in filling
the democratic deficit in health, as required by the Health and Social Care Act 2012 (HSCA) by ensuring that
every Councils’ budget (averaging £700 mpa) includes the budget of their CCGs (averaging £400 mpa) to make
the average Council’s total budget £1.1 bnpa. Collectively in England’s 200 Councils, this would complete the
HCSA’s process of delegating the 2/3rds the health budget (£80 bnpa) by fully allocating it to the Councils,
instead of it falling into an accountability black hole. (9.129, 9.137)
b) To councillors on Health and Wellbeing Boards (HWBs) Take the statutory responsibility granted to you under
the HSCA, and call your CCGs to account for getting best value for your newly allocated health budgets,
(averaging £400 mpa, collectively £80 bnpa) by ensuring that your CCG commissions this new primary care
mental health service, described herein. (9.100)
c) To lead officers in CCGs. Co-create with HWBs this new primary care mental health service by commissioning a
new system of social prescribing whereby GPs can give patients prescription vouchers for the above mentioned
therapeutic community group activities, so that they can decommission drugs (including ADs) which are
overprescribed. This new system should be staffed by those therapists who are qualified by the experience of
providing those activities in the private sector, by licencing them to treat patients, and be paid the tariff rate in

arrears (as pharmacists are presently paid for drugs prescribed). CCGs should also mass-commission MBIs,
including MBCT courses, brainspotting and FCGT. (9.112)
d) To counsellors and psychotherapists Lobby your councillors (particularly before the council elections on 2.5.19)
to co-create this new primary care mental health service, including social prescribing, under which you will be
able to apply for a licence to treat patients in the NHS, and be paid at the tariff rate (9.137).
3 What is wrong with antidepressants (ADs) as a mental health intervention?
ADs do not work to heal and cure mental disorders. (Kirsch 2009, confirmed by the meta-analysis of ADs, 2017)
Although ADs mask the distressing symptoms (the ‘black dog’ of depression and anxiety), so does alcohol, and both
are addictive, so the cure can be worse than the disease. Both can turn temporary low mood into a long term
condition, condemning you to keep going back to primary care to adjust drug and dosage for the rest of your
wrecked life. Furthermore, ADs are falsely marketed as managing ‘chemical (serotonin) imbalances in the brain’, but
no such imbalances have ever been found in the brains of untreated people. Mental disorders are not diseases, but
faulty hard wiring in the brain caused by insecure attachment to primary caregiver, traumas from life events (such as
bereavement, separation, loss of livelihood, accidents, 9/11, etc) and in inherited memory from ancestors. The
feeling of depression is caused by the physiological inflammatory reaction (Bulmore 2018) which is also caused by
most drugs, (including ADs) as their poison is detoxed in the liver.
The cause of the present epidemic of depression (which WHO predicts will overtake heart disease and cancer as the
world’s greatest disease burden by 2030) is drug-induced inflammation because most is caused by the drugs
prescribed to treat it. If you think this statement is alarmist, look at the evidence. Before ADs were invented around
1957 thorazine depression (then called ‘nervous breakdown’) was rare (less than 1 in 1000 affected) who usually
recovered within a few years with or without talking therapy. The prevalence of those diagnosed with ‘depression’
has since risen in proportion to those prescribed ADs, now 8 million (1 in 7) in England. Furthermore, ADs (and other
drugs) actually prevent natural healing, because your brain cannot process the trauma when your body is under their
influence, as described below in paragraph 6.
4 What is wrong with IAPT and CBT as a mental health intervention?
IAPT’s main intervention is CBT, which is a talking therapy developed in the 90s, which gives paternalistic advice to
patients on changing their behaviour. It is far better than ADs, but is only effective in about 1 in 10 patients, because
it only engages with the patients’ left neocortex, (the above water ‘conscious’ part of Freud’s iceberg). However,
root causes of most mental disorders are below the consciousness water line, in the unconscious reptilian brain,
brain stem and body (Brand 2013). The bad news is that everyone has faulty neural wiring in their brain from
trauma, which may give rise to dysfunctional behaviour.
The good news is that the body and brain of animals, including humans, have intrinsic self healing properties, if we
just allow this natural processing to happen. Traumas can heal and cure, rewiring our brains automatically, because
we are ‘neutrally plastic’ (neuroplasticity). We are not ‘hard wired’, but ‘soft wired’. Rewiring requires being in an
altered state of consciousness (ASC) called ‘mindfulness meditation’, in which these natural brain processes can
occur naturally and create these new neural pathways. Drugs are counter-productive to healing because they
prevent us getting into an ASC. However, just being in an ASC is not enough by itself, healing requires trained
therapists to hold the ASC space while you to do certain activities mindfully, using techniques such as MBCT, EMDR
(Eye Movement Desensitisizing and Reprocessssing’), its derivative ‘brainspotting’ (Brand 2013), Family
Constellation Group therapy (www.hellinger.com) (9.124), sports, arts, music and movement activities (9.3).
5 What is Mindfulness Based Cognitive Therapy (MBCT)
In 1975 Dr Jon Kabat-Zinn was at a Buddhist retreat in USA when he had an epiphany that mindfulness should be
provided in mainstream healthcare. In 1979, he launched his Mindfulness Based Stress Reduction (MBSR) 8 week
course, to which his hospital colleagues referred their hopeless patients. Although he is not a medical doctor, and he
was teaching activities like yoga, nearly all his patients improved, some dramatically, and now MBSR is now a world
wide movement. In 1995, Prof Mark Williams of Bangor University discovered MBSR, and rebranded it as MBCT. He
trialled it on depressed NHS patients who had previously had 3 bouts of depression, and found that it halved their 5
year relapse rate, which no drug has ever done, so it achieved the gold standard of evidence, NICE recommendation

in 2004 (CG 23). Since then, over 3,000 peer-reviewed papers have endorsed Mindfulness-Based Interventions
(MBIs) Neuroscience has shown that ‘where attention goes, neural firing flows, and neural connection grows’
(www.drdansiegal.com). Mindfulness practice develops self regulation of emotions, which is essential for good
health.
MBCT has been shown to be 100 times more cost-effective than one to one CBT, as one therapist can teach 15
patients, and they also get peer support from others in the group, and it can save £7 for every £1 invested (9.76). In
2015, the Mindful Nation UK report was published by Parliament, which called for MBIs to be mass-commissioned in
the NHS, schools, and the criminal justice system. However, despite this evidence for it, very few MBCT courses
have yet been commissioned by CCGs, as confirmed by the ASPIRE study 2017, which found that roll out was
‘patchy’. (see appendix 2)
6 Why do the CCGs not mass-commission NICE recommended MBCT 8 week courses?
I have been campaigning for my CCG to do this since it was created 7 years ago, and have written over 100 papers on
why they should commission complementary therapy rather than drugs (all published on my website). I attended
many consultations with officers on my CCG, but they seem stuck in the old medical model, rather than the
biopsychosocial model that I am on. This wider perspective has enabled me to analyse the obstacles, and conclude
the following.
a) The CCG officers are highly intelligent and well educated, but they see themselves as a separate autonomous
body, which is confirmed by the above mentioned dis-allocation of the CCG’s budget. However, this is a myth, as
they are officers of the Council, and are housed in Hove town hall.
b) Because of this separation, they are leaderless and don’t k now what they should do. They therefore ape the old
Primary Care Trusts (PCTs), recycling the old performance block contracts, which are decades past their sell-by
date. The result is GPs can only prescribe the same old treatments, of drugs, drugs, drugs, and patients get sicker
and sicker, and GPs leave in droves.
c) Councillors cannot give them the political leadership they need to do what Parliament intended, to commission,
procure and provide enough of the latest evidence-based treatments for patients to access within the mandated
Referral to treatment (RTT) waiting times (maximum 18 weeks), so the crisis in the NHS continues to get worse.
Successive health secretaries (Jeremy Hunt, Matt Hancock) keep telling them to change their culture to prevention in
a patient-centred NHS, but CCGs do not have the political power to do this on their own. To do this job, and cocreate the new primary care mental health service and social prescribing system that this paper calls for, they need
the Council’s political power behind them. It was granted to them under the HSCA 2012, but the budget
accountability gap is the disconnect preventing this from happening, hence filling it is recommended in paragraph
2a) .
7 What is brainspotting?
Brainspotting is a comparatively new technique, see website (www.brainspotting.com) which describes it:
‘Brainspotting locates points in the client’s visual field that help to access unprocessed trauma in the subcortical
brain’. Brainspotting (BSP) was discovered in 2003 by David Grand, Ph.D. Over 13,000 therapists have been trained in
BSP (52 internationally), in the United States, South America, Europe, the Middle East, Asia, Australia and Africa. Dr.
Grand discovered that "Where you look affects how you feel." It is the brain activity, especially in the subcortical
brain that organizes itself around that eye position’. He describes how he was using EMDR with a client, by moving
his finger in her field of view, and found a spot which enabled her to release a torrent of emotion which had
previously blocked her performance.
His book (Grand 2013) shows that it is fully backed up by neuroscience, and is free of contra-indications, so can be
safely used on anyone. The therapist holds the space in what is called ‘dual attunement’ in which the therapist
mindfully tunes into the client relationally and neurologically (in brain wave coherence) so that the client’s brain can
automatically heal itself by discharging traumas. It has been widely used in treating PTSD, and those traumatised by
events such as 9/11 and in mass shootings, where it was shown to be the most effective of all techniques used to
help second responders of the Sandy Hook school shooting of 28 people in Newtown, Conneticutt USA in 2012

http://www.nshcf.org/wp-content/uploads/2016/09/2016-NSHCF-Community-Assessment-Report.pdf where BSP
came out top of the list of those finding it very effective, out of 16 interventions, including, in order of preference:
BSP, 59%, MNRI 41%, Somatic Experiencing 40%, Equine therapy 39%, EFT taping 38%, Play therapy 33%, EMDR 31%,
Aromatherapy 26%, TF-CBT 26%, Reiki 25%, Traditional talk therapy 25%, Music therapy 24%, Art therapy 23%,
Acupuncture 22%.
8 What is Family Constellation Group Therapy (FCGT)
FCGT is mindful-based group therapy introduced into his native Germany by Bert Hellinger (www.hellinger.com) in
the 1980s. It has now become more common there than CBT, and also widely used in Spain, where the Spanish civil
war traumatised many families. It has become mainstream in Brazil and other Latin American countries. A facilitator
mindfully holds the space for one client at a time to present with an issue. Members of the group are invited to
represent members of the client’s family, and ‘follow their impulse’ in meditation, in which they seem to channel the
emotional energy of the person they are representing. A slow drama appears in the relationship between them,
from which the facilitator interprets the root cause of the problem (usually an ancestral trauma) which is healed with
a ritual honouring.
My theory of how it works is that everyone is hypnotised by these inherited traumas, and that the ritual can
dehypnotise them, enabling their brains to rewire more functionally. For example, I find that most addictions can be
diagnosed to an absent father or grandfather, and healed by remembering him when the craving occurs. I did a 4
year training in FCGT 2004-8 and have been practicing it weekly on thousands of clients since. I have written a
proposal for a clinical trial (9.124) and offer free sessions every Sunday afternoon in Hove Sussex to which anyone is
welcome.
9 How can you get a job treating people with mental disorders in the private sector?
You have to find those people, (called ‘clients’) treat them, and get them to pay you, which they only do so if they
can afford to, and are satisfied with the service you provide. The client judges your performance by the output effect
you have on them, so they therefore act as the regulator of the service you provide. Most clients do not know or
care who trained you, what your professional qualifications are, or who regulates your qualifying body.
10 How can you get a job treating people with mental disorders in the NHS?
You have to get a contract of employment with a NHS mental health provider, such as a mental health trust. Locally,
the main one is Sussex Partnership Foundation Trust. (SPFT) which employs about 5,000 staff, of whom about 1,000
are clinicians. SPFT has a 5 year block contract for about £250 mpa with the Sussex CCGs. Their contract is
automatically renewed under a system colloquially called ‘let and forget’ because nobody seems to care about the
quality of care provided. Although the system is statutorily regulated, the system of regulation is not fit for purpose.
Contracts usually continues every 5 years with the incumbent provider, unless they have been blotted their copy
book in some way. Then it might go to a neighbouring provider in the ‘old boy network’. The system is entirely
provider- centred, as clinicians are paid for ‘performance’. This means that they attended their sessions, and they get
paid irrespective of whether the patient attended or not, or got any benefit, or is even it they were harmed. It is
impregnable to change, because new entrants who wish to do better cannot even tender, being excluded by Pre
Qualification Questionnaires (PQQs)
It is not fit for purpose, but new funding has hitherto has just gone into paying for more and more of these drug
based treatments, including the automatic overprescribing of ADs which is causing the epidemic of depression
(affecting 1 in 7) The purpose of this paper is to campaign for the commissioning of a new primary care mental
health service of social prescribing and latest talking therapies, such as MBCT courses, brainspotting and FCGT.
11 What qualifications should be needed to treat NHS patients with mental disorders?
People with mental disorders just want to be healed and cured, whether they are clients rich enough to pay for
treatment in the private sector, or patients in the NHS. Both just want to be treated by therapists who provide
treatments that work. The qualifications for these therapists should therefore be the same, namely that they are
qualified by experience to get their clients/patients better. This means that the therapist can get them into an ASC,

and hold the space while they focus on something like their breath (mindfulness) a pointer (brainspotting) a
representative for their mother (family constellations) etc.
12 Should statutory regulation and registration be required for patients with mental disorders?
No, because they are not doing anything to the body of the patients, and the worst outcome that can happen is
nothing.
13 Why is statutory regulation and registration needed for doctors?
Because doctors are legally allowed to cut, burn and poison the bodies of their patients, which can maim or kill them
if they make mistakes. The system is supposed to eliminate quacks and charlatans, but despite its best endeavours,
iatrogenic medicine (doctor-induced harm) inadvertently kills thousands, and maims millions, and the NHS pays out
£bns in compensation. The main reason why the vacancy rate in the NHS is intensifying (now over 100,000, 15%) is
that the only treatment they can prescribe is drugs which do more harm than good.
14 Why are there so many qualifying bodies in mental health?
Statutory regulation and registration secured doctors protected legal title when the General Medical Council was
formed in 1853, ensuring their high salaries and status since. This fuels the quest for these in mental healthcare, but
is misguided. The whole medical profession is still stuck on the medical model that only the body is real, that the
mind is imaginary, and that there are magic bullets which will cure anything, if only we can find them. This fuelled
the ‘pill for every ill’, which has made drug companies rich, and created the present world wide epidemic of
depression. It is also fuelling the quest for the magic protocol with which to heal mental disorders. Freud thought it
is psychoanalysis, and this quest has led to scores of other protocols, each with their schools and qualifying bodies,
fighting each other for clients.
Neuroscience has shown that the medical model should be replaced with the bio psycho social model, which accepts
that good mental health depends on your social environment. The magic bullet is mindfulness, which cannot be
patented, or protocolled. Mental talking therapists need to accept that they, unlike surgeons, cannot heal or cure
patients. The most they can do is to mindfully hold a healing space, and live with uncertainty. If they are lucky, the
brains of their clients or patients will then processes new neural pathways.
The present effort to create regulatory bodies for the various talking therapies should be redirected into political
campaigning for councillors to take their statutory responsibilities to call the CCGs to account, and create a new
system of primary care for mild to moderate mental disorders, as this paper calls for.
15 How would your new mental health service be staffed?
With therapists who are qualified by experience by working in the voluntary and private sectors now (9.137). The
CCGs would invite them to form organisations, (like my Social Enterprise Complementary Therapy Company, SECTCo,
www.sectco.org.uk) who would be invited to apply for licence to treat patients in Community Care Centres (9.137).
16 How can counsellors and psychotherapists create this new mental health system in the NHS?
There are huge numbers of people who have retired early from the NHS because they were not fulfilled by their
working environment. Many are making a poor living in the private or charitable sector, competing with other
complementary therapists for clients rich enough to be able to spend their disposable income on complementary
therapy. This is a very inefficient use of resources. We all pay taxes, and the government has just agreed the NHS 10
year plan, pledging an extra £20 bnpa, of which £4.5 bnpa is to be spent on primary care, and a further £2bnpa is to
be spent on mental health provision. This adds £10 mpa to every Council’s budget for health, which could fund 10
Community Care Centres t £1 mpa each. These therapists should lobby their councillors as called for in
recommendation 2d) above. I gave an interview which was shown on latest brighton news channel on 21.2.19,
https://thelatest.co.uk/brighton/2019/02/21/mental-health-medication-versus-mindfulness/
17 Are trauma centres needed?
Yes. People often suffer from accidents, domestic violence, crime and other crises which traumatise them, as
reported in the media. Traumatisation can happen not only to the victims, to those who happen to be there and

those whose job is to assist (police, firefighters, etc)- known as ‘second responders’. Big crisis events (such as the
Grenfell tower fire and the Manchester bombing) can traumatise hundreds of people at one time.
The public expect the NHS to provide immediate effective crisis care for these traumatised people. At present, the
only place they can go is primary care (A&E, and GP surgeries) but these services are both massively overloaded.
People are often required to wait for many hours to be seen at A&E, or wait 3 weeks for an appointment at their
surgery. Furthermore, all they can offer patients is pain killing or AD medication, which is not effective, and can harm
them.
Effective mental first aid requires a totally different approach, which is not usually available in the NHS at present.
That is why I have been calling for Community Care Centres, proposed in the Better Care Fund legislation 2013, and
modelled on trauma centres in the USA (such as in Boston MS, www.traumacenter.org) and on the lines of ‘Open
dialogue’ (9.127) which has existed for more than 30 years.
A good example of an effective trauma service in USA is given in the report on the shooting of 28 people on 14.12.12
in Sandy Hook school, Newtown CN, referred to in paragraph 6 above. There, trauma therapists provided 16
different therapies from which those traumatised could choose. However, the NHS only provides 2 of these, CBT and
traditional talking therapy, which only ranked 9th and 11th in the order of preferences in the evaluation. The new
primary care mental health service called for in this paper should also include all other 14 therapies, particularly
equine therapy, which was ranked top by the children.
18 How does this mental therapy work?
‘Neurons that fire together, wire together’ (Hebb 1949). Trauma overwhelms the nervous system, which separates
off ‘parts’, isolating them as ‘implicit’ memories (flashbacks). Healing requires these parts to be integrated into new
neural connections which function better, staying in the ‘window of tolerance’ between ‘chaos’ (hyper-arousal) and
‘rigidity’ (hypo-arousal). Facilitators of traumatised patients need to support them in a safe space, and give them the
above techniques (including Brainspotting, and family constellation) to enable them to practice by focussing their
attention mindfully.
19 Comments on Jeremy Clark’s forward to the 12th annual Psychological therapies conference on 22.3.19
I welcome this honest appraisal of the present situation, and am heartened that some bodies (such as NICE, the All
Party Group on Mental Health) acknowledge the problems of over-prescribing of ADs and the need for NICE and IAPT
to drop their ‘command and control’ stance, and call for real patient choice in talking therapies that are made more
widely available in the NHS. This requires action by the CCGs, backed up by the HWB, as I recommend in paragraphs
2b) and 2c) above.
I agree with Norman Lamb’s comments quoted in paragraph 5, ‘If three quarters of doctors said they couldn’t
operate safely and effectively there would be a public outcry and immediate action from the Government’. The
problem is that mental health has always been the Cinderella of the medical profession, and many doctors still
regard mental sickness as ‘all in the mind’ (which it is) and discounting it as malingering (which it isn’t). It is no use
complaining to Matt Hancock because central government delegated mental health to local authority Councils in
the HSCA, so the only way to change is by lobbying your councillors, particularly now, as local elections are on 2.5.19,
as I recommend in 2(d) above. Please join my campaign for talking therapies and social prescribing. (Caspott, see flier
in appendix 3, below)
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Appendix 1 Jeremy Clark’s introduction to the 12th
Annual Psychological Therapies in the NHS conference.
(my paragraph numbering and emphasis)
1 It does not require specialist mental health expertise to diagnose our current political trajectory as a collective act
of unprecedented self-harm. There is also something rather Alice-in-NHS-England-like about publishing a long-term
plan for the NHS, just before we plunge it into a period of chaos from whatever outcome to our Brexit saga we end
up with. With perfect timing Channel 4 aired its drama Brexit: The Uncivil War to coincide with the launch of the NHS
10 year plan. This year’s one-day national assembly, in a departure from our previous events, will try to bring
together key leaders in mental health and key stakeholders from across a range of expertise and experience who we
need to help us chart a sane way forward from Brexit, what Brexit?
2 What would it mean to ‘take back control of NHS talking therapies?’ In a small but significant way we saw an
example of what it cannot continue to mean in 2019. The NICE Depression guideline had been due to launch at our
New Savoy event last year. But a coalition of researchers, service users, prominent clinicians and professional bodies,
and some influential MPs and members of the House of Lords, said it wasn’t fit for purpose. The scope has now
been expanded to include the most recent evidence and a focus on patient choice. NICE have committed to coproduce an event with NSP in 2020 on implementing the guideline. Improved quality – about which the 10 year plan,
mercifully, stays silent, will not be achieved by a NICE/IAPT axis aimed at ‘command and control’. Our National
Assembly will offer a space to revisit what improved quality means to us.
3 Undoubtedly the most significant work undertaken during 2018 has been the Wessely review of the Mental Health
Act. Its final report states: we may be welcoming the start of the kind of transformation that created the talking
therapies programme. It echoes a need for consensus and shared decision making around treatment preference
that campaigners felt NICE and IAPT were paying lip service to in principle, but deaf towards in practice: • The
clinician considers what treatment is clinically appropriate, taking into account the evidence base (e.g. though NICE
guidelines). • If the patient indicates a preference for a treatment that may not be the best evidenced but is still
clinically appropriate, the clinician should adhere to the patient’s preference where possible.
4 Likewise, the All Party Parliamentary Group for Mental Health’s report on progress of the 5 Year Forward View
recommended: It is vital that someone seeking mental health treatment is offered the therapy that will be most
effective, not just the therapy that is available. Teams should have the right skills mix: to ensure all NICE
recommended talking therapies are available. IAPT’s 2018 report shows that 60% of patients drop out. It is no use
offering record numbers access to talking therapies if it’s the wrong therapy.
5 Our annual NSP/BPS staff wellbeing survey has proven a key barometer for whether improving access to evidencebased therapies is being implemented safely and sustainably. Two years ago, former mental health Minister, Rt. Hon.
Alistair Burt MP said: ‘I can’t be standing on platforms day in, day out, talking about a world-leading service, if I’m
standing on something that’s rusting away beneath me’. But last year’s results were no better. Former Minister Rt.
Hon. Norman Lamb MP put it bluntly : ‘If three quarters of doctors said they couldn’t operate safely and effectively
there would be a public outcry and immediate action from the Government’. This year’s survey for NHS talking
therapists will be even more important. Whatever your discipline, please complete it. Our survey team, who are
independent, will be on hand at the National Assembly. And we will have a safe, supportive space to discuss staff
wellbeing issues in talking therapies.
6 The fundamental issue, of course, will be austerity. In 2008 we promised to help those with chronic depression and
incapacity, and all those who were most vulnerable to the impact of the financial crash. But when you look at areas
that voted for Brexit, rising antidepressant usage, and the pattern of service provision for their under-resourced
talking therapies, it is clear we failed. Tim Kendall, national clinical lead, and Claire Murdoch CBE, national director
for mental health, have both said the NHS cannot solve these problems on its own. Nor will the long-term plan for
mental health be able to succeed unless our different disciplines and expertise can come together and support it.
How do we re-engage our diverse disciplines and experts by experience with the real-life stories of social injustice,

working lives beset by insecurity, with communities and people who feel left behind, unwanted? How do we make
good on respect for human rights and dignity following the MHA Review? Our National Assembly will revisit these
questions.
7 Launching the long-term plan (on 7.1.19) the Prime Minister promised that 350,000 more children and young
people will have access to mental health services. School counsellors, teaching assistants, teachers, headteachers
and parents, will all need to work together to deliver lasting benefit to those young people, as well as access.
Will this offset the cost of Brexit, what Brexit? We must wait and see. Jeremy Clark

Appendix 2 Accessibility and implementation in the UK NHS
services of an effective depression relapse prevention
programme: learning from mindfulness-based cognitive therapy.
Access to mindfulness-based cognitive therapy for preventing depression relapse remains
patchy across the UK, but is improving thanks to individuals who champion local
implementation, often over many years.
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Report Content

Abstract Background
Depression affects as many as one in five people in their lifetime and often runs a recurrent
lifetime course. Mindfulness-based cognitive therapy (MBCT) is an effective psychosocial
approach that aims to help people at risk of depressive relapse to learn skills to stay well.
However, there is an ‘implementation cliff’: access to those who could benefit from MBCT
is variable and little is known about why that is the case, and how to promote sustainable
implementation. As such, this study fills a gap in the literature about the implementation of
MBCT.

Objectives

To describe the existing provision of MBCT in the UK NHS, develop an understanding of the
perceived costs and benefits of MBCT implementation, and explore the barriers and critical
success factors for enhanced accessibility. We aimed to synthesise the evidence from multiple
data sources to create an explanatory framework of the how and why of implementation, and to
co-develop an implementation resource with key stakeholders.

Design
A two-phase qualitative, exploratory and explanatory study, which was conceptually underpinned
by the Promoting Action on Research Implementation in Health Services framework.

Setting
UK NHS services.

Methods
Phase 1 involved interviews with participants from 40 areas across the UK about the current
provision of MBCT. Phase 2 involved 10 case studies purposively sampled with differing degrees
of MBCT provision, and from each UK country. Case study methods included interviews with key
stakeholders, including commissioners, managers, MBCT practitioners and teachers, and service
users. Observations were conducted and key documents were also collected. Data were analysed
using a modified approach to framework analysis. Emerging findings were verified through
stakeholder discussions and workshops.

Results
Phase 1: access to and the format of MBCT provision across the NHS remains variable. NHS
services have typically adapted MBCT to their context and its integration into care pathways was
also highly variable even within the same trust or health board. Participants’ accounts revealed
stories of implementation journeys that were driven by committed individuals that were sometimes
met by management commitment. Phase 2: a number of explanations emerged that explained
successful implementation. Critically, facilitation was the central role of the MBCT
implementers, who were self-designated individuals who ‘championed’ implementation,
created networks and over time mobilised top-down organisational support. Our explanatory
framework mapped out a prototypical implementation journey, often over many years. This
involved implementers working through grassroots initiatives and over time mobilising topdown organisational support, and a continual fitting of evidence, with the MBCT
intervention, contextual factors and the training/supervision of MBCT teachers. Key pivot
points in the journey provided windows of challenge or opportunity.

Limitations
The findings are largely based on informants’ accounts and, therefore, are at risk of the bias of
self-reporting.

Conclusions
Although access to MBCT across the UK is improving, it remains very patchy. This study provides
an explanatory framework that helps us understand what facilitates and supports sustainable
MBCT implementation.

Future work
The framework and stakeholder workshops are being used to develop online implementation
guidance.

Funding
The National Institute for Health Research Health Services and Delivery Research programme.

Appendix 3
Leaflet for the 12th Annual New Savoy Psychological Therapies in the
NHS conference on 22.3.19

Campaign for social prescribing of talking therapies
(CASPOTT) References thus (9.139) are to papers on www.reginaldkapp.org
1 The £2.3 bn pa extra budget for mental health announced on 7.1.19 (averaging £10mpa extra for each
Council) should be spent on creating a new primary care mental health service consisting of social
prescribing of talking therapies CASPOTT (9.139) based on ‘medication to meditation’, enabling:2 GPs to write social prescriptions (as easily as drug prescriptions) for drug-free therapeutic community
activities (such as classes for exercise, gym, singing, dancing, meditation, gardening, befriending, peer
support, breathe-easy, bereavement, trauma, etc) and psycho-education groups, (9.63) such as NICE
recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week courses, (9.133) Family Constellation
Groups, (9.124) brainspotting groups, (9.139).
3 Patients to exchange the social prescription vouchers for the above interventions free at the point of
use, and the provider therapists to be paid by the NHS in arrears at the tariff rate by submitting the used
prescription voucher form (as pharmacies are paid for drugs supplied) provided that taxpayers interests
are protected by the patient having signed the voucher that the intervention was satisfactory, and that
they would recommend it to their friends and family.
4 Councillors on Health and Wellbeing Boards (HWBs) to instruct and assist their Clinical Commissioning
Groups (CCGs) to co-create this new primary care mental health service with those present providers of
those interventions in the community, voluntary and private sectors, who should be invited to form
organisations to apply for, and be granted a licence to treat patients on GP and self referral in Community
Care Centres near GP surgeries (9.137) in accordance with the Better Care Fund (BSF) legislation 2013.

5 The desired outcomes of the implementation of this campaign are:- to prevent sickness, reduce health
inequalities, transform mental health and wellbeing, end the Prozac nation, ensure parity of esteem
between mental and physical health by
reducing mental Referral To Treatment (RTT) to
the same maximum waiting times (2 weeks for
psychosis, 6 weeks for 75% of mental sickness,
and 18 weeks for the remainder) improve
recruitment and retention of GPs and surgery
staff by changing their present soul-destroying
jobs as pill pushers for the drug companies into
soul-enhancing teachers (the word ‘doctor’
comes from latin ‘doctare’ to teach) creating
satisfying careers for thousands of
complementary therapists, and solving the
present crisis in primary care.

Please join this campaign
by contacting John Kapp, 22, Saxon Rd Hove
BN3 4LE, johnkapp@btinternet.com, 01273
417997, www.sectco.org.uk .
7.3.19

COMMUNITY SPIRIT
Papers on section 9 of www.reginaldkapp.org
9.114 Manifesto for a Mental Health Service (MHS) that helps addicts to detoxify. 17.4.17
9.115 Vanguard manifesto for ending the need for rough sleeping by 2020.

12.5.17

9.116 Business case for a pilot trial Community Care Centre at 187b Portland Rd Hove4.5.17
9.117 Business case for a pilot trial Community Care Centre at Essence, Hove

4.5.17

9.118 Saving the toxic NHS by waking dead doctors and councillors.

16.6.17

9.119 Business plan for Brighton to become the 51st Vanguard scheme in England

6.7.17

9.120 ‘Have you got blood on your hands’ and other questions for councillors on HWBs, and
leaders of CCGs to answer. (‘100 questions’)
9.8.17
9.121 Notice of motion proposing a Vanguard Community Care Centre, for agenda paper
for next HWB meeting on 12.9.17.
9.123 Why nobody wants to be a GP

29.9.17

9.124 Proposal for a clinical trial of Family Constellation Group Therapy

16.11.17

9.125 Restoring General Practice to an honourable profession

27.11.17

9.127 Using the Open Dialogue approach to solve the crises in primary care and rough
sleeping
31.1.18
9.128 Review of ‘Your resonant self’ by Sarah Peyton

10.4.18

9.129 Who’s killing the NHS?

22.4.18

9.130 Stop poisoning patients with ADs HWB councillors told

13.7.18

9.131 Proposal for a pilot trial of Alphastim for better mental health

23.7.18

9.132 Review of ‘The inflamed mind’

31.7.18

by Ed Bullmore

9.133 Offer of subsidised NICE recommended Mindfulness Plus courses to patients and staff
of GP surgeries in Hove by SECTCo
2.8.18
9.134 Review of ‘To many pills’ by Dr James le Fanu
15.8.18
9.136 Proposal for a pilot CCC at 191 Portland Rd Hove

16.1.19

9.137 How councillors can end the Prozac city

19.1.19

