
9.141 Specification for social prescribing 

scheme 

By John Kapp, 22, Saxon Rd Hove BN3 4LE 01273 417997, johnkapp@btinternet.com. Papers referenced (9.137) are 

published on www.reginaldkapp.org.                                                                                                                                     25.4.19 

1 Summary conclusion. The will of Parliament to stop GPs overprescribing has been systematically subverted  

a) Social prescribing is not just a tick box exercise, but a new way to cure NHS patients and primary care. 

A headline in the press on 28.1.19: ‘GPs to be given 1,000 staff to tackle loneliness and mental illness’ (appendix 2 of 

9.137) referred to the NHS 10 year plan (published 7.1.19) which allocates £2 bnpa from 2022/23 for GPs to be 

empowered to socially prescribe therapeutic group activities, (such as walking, singing, dancing, exercising, meditating, 

men in sheds, etc). The rich pay to do this, so avoid suffering long term 20 years before the poor. This scheme is a way to 

reduce health inequalities by providing these interventions to heal and cure our most  vulnerable citizens (hereafter called 

‘this client group’) who go untreated because of their addiction, homelessness, etc. I welcome  Brighton and Hove’s 

Clinical Commissioning Group (CCG) appointment of the charity, Impetus, to facilitate this social prescribing scheme, but 

fear that it is no more than a tick box exercise, which will fail to reach this client group, as has happened repeatedly 

before. 

b) IAPT The Improving Access to Psychological Therapies (IAP) programme was introduced in 2006 to ‘end the Prozac 

nation’, when 2 m (1 in 25) were on antidepressants (ADs).  Although IAPT  now treats half a million patients with 

Cognitive Behaviour  Therapy (CBT), the epidemic of depression has increased in proportion to the number on ADs, 

which has now quadrupled to 8 m (1 in 7) proving that CCGs have caused this epidemic by failing to commission 

enough talking therapies, thereby subverting the will of Parliament.   

c) MBCT  Mindfulness Based Cognitive Therapy (MBCT) 8 week courses obtained NICE recommendation 15 years ago in 

2004 (9.76). It is 100 times more cost effective than one to one CBT, which is only effective in 1 in 10 patients who just 

need advice, because CBT accesses only the neocortex. However, MBCT accesses the brain stem, where trauma is 

stored, so is effective in 2 out of 3 patients, and one facilitator can treat 15 patients who also get peer support from 

the others. However, despite my protestations, the CCG has failed to mass-commissioned MBCT courses, again 

subverting the will of Parliament.  

d) Better Care Fund (BCF)  legislation 2013. The BCF was introduced 6 years ago and is generously funded to treat this 

client group, personified as ‘Rachel, 65, depressed and in sheltered accommodation, and Dave, 40, alcoholic and 

homeless’, who are supposed to be treated in Community Care Centres (CCCs) near GP surgeries. Although our CCG 

has spent the £100 m BCF allocated over the last 4 years, (including £28mpa in 2018/19) they have not yet 

commissioned a single CCC, nor treated a single Rachel or Dave to date. This shows that the CCG has also treated the 

BCF legislation as just a tick box exercise, despite my protestations (9.79), by spending this extra BCF money on  ADs 

against NICE guidelines, thereby causing the epidemic of depression, and the crisis in primary care, again subverting 

the will  of Parliament,  

e) Drugs are poisons. Psychiatrist Ed Bullmore wrote a book ‘The inflamed mind’, (2018) which shows that all drugs 

stress the body and inflame the mind, causing the symptoms of depression.  Mind altering drugs (street and 



prescription, such as ADs) take your mind out of your body, so are counterproductive actually preventing healing.  

Mental sickness is shown to be a savage Default Mode Network (DMN)  in Sarah Peyton’s book ‘Your resonant self’ 

(2018) (9.128) and the cure is meditation by cultivating our Resonant Self Witness (RSW).  

f)  ‘Medication to meditation’ is the cure for the crisis in primary care. 

People go to the NHS for healing, which is integration between mind and 

body. This integration can be achieved in a mindful state of mediation 

that access traumas stored in the brain stem, so is provided by MBCT, 

Family Constellation Group Therapy. (FCGT) and  Brainspotting (BSP). I 

have been practicing these locally since 2008. (9.139) and run free weekly 

drop-in sessions on Sundays at Essence, (opposite Hove town hall) to 

which all are welcome.  I am also seeking a researcher to run clinical trials 

on them, so that they can get NICE recommendation (9.124, 9.131) and 

for which funding is available.  

g) The CCGs are worse than the old Primary Care Trusts (PCTs) This is 

because they lack the direction previously  given by managers in the old 

Strategic Health Authorities and the Department of Health, which was 

supposed by the Health and Social Care  Act (HSCA) 2012 to be supplied 

by the elected councilors on the Health and Wellbeing Boards. (HWBs) This too has been subverted by pretending that 

the CCGs are separate bodies, and that they are not accountable to HWBs. GPs are expected to collectively manage a 

health budget of  £80 bnpa, but they have never been trained to do so and are so stressed that they are clearly not fit 

to do so, particularly if they take drugs to cope with their job.  

 

 2 Summary conclusions of what is fake news and what is true? 

 

No Issue Fake news True scientific statement 

1 Cause of mental sickness Chemical imbalances in the 

brain. 

Savage Default Mode Network  

2 Effect of mental sickness Incurable Long Term 

Condition 

Dysfunctional neural pathways need more secure 

attachments 

3 Effective treatment for mental 

sickness 

Antidepressants (ADs) MBCT, FCGT, BSP 

4  Complementary and talking 

therapy 

Quackery practiced by 

charlatans 

MBCT, FCGT, BSP 

5 CCG paradigm Medical model Biopsychosocial (holistic) model of body, mind, 

spirit and community 

6 CCG constitution Separate autonomous body Health department of the Council 

7 Statutory responsibility for CCG 

budget  

With the CCG leaders alone With elected councilors on Health and wellbeing 

Board (HWB) 



8 Better Care Fund (BCF) purpose For more ADs To treat vulnerable patients ‘Rachel’ and ‘Dave’. 

9 Health and Social Care Act 2012 Disaster To fill the democratic deficit in health and open up 

the treatment market to Any Willing Provider 

 

3 Summary recommendations to the CCG to cure the crisis in primary care 

a) Stop copying the old PCTs job (9.125, 9.139). Use your budget (£450 mpa in 2019/20) to fulfill your statutory 

responsibility to commission, procure and provide sufficient of the latest cost-effective treatments (preferably NICE 

recommended) within the statutory referral to treatment RTTs waiting times set in 2015 (maximum 18 weeks) in 

parity of esteem between physical and mental health. 

b) Undergo a paradigm (culture) shift from the medical to the biopsychosocial model, which I call ‘medication to 

meditation’ and which Prince Charles called ‘integrating the best of complementary medicine into the NHS’ when he 

addressed the health ministers of the world at the WHO conference in London in May 2006. Holism as defined as 

belief in body, mind, spirit and community as the determinants of health and wellbeing. 

c) Co-commission a new primary care mental health system to the outline specification given in my previous papers 

(9.139 etc) and expanded below, so that the patients referred by Impetus can receive those mindfulness-based talking 

therapies, and other therapeutic group community interventions within RTTs of a few days.  

d) Invite present providers of these interventions in the community, voluntary and private sectors to apply for and 

obtain a licence to treat this client group of patients at Community Care Centres (CCC) (9.137, 9.139, 9.140)  and be 

paid for doing so, as drug companies have been paid for drug prescriptions since 1948.   

e) Co-create a pilot Community Care Centre (CCG) on the first floor above Wish Park surgery at 191, Portland Rd Hove 

(9.137) this summer, to trial this new system of social prescribing. 

 

4 Recommendations to the newly elected councilors on HWB after 2.5.19   

a) As duly elected representatives of the electorate of Brighton and Hove, denounce the GPs leading the CCGs for 

pretending to be a separate autonomous body that has usurped your statutory duty and rightful task of determining 

the spending of the taxpayers money allocated by Parliament to your citizens. 

b) Take back control of the CCG as your directorate and your executive arm. Instruct them that they are answerable 

only to your will.  

c) Take possession of the £450mpa budget delegated by NHS England to your citizens and ensure that it is spent wisely 

on treatments for your citizens so that they collectively get the best value possible from it.  

d) Take the statutory responsibility given to you under your terms of reference (appendix 9.97) to ‘call the CCG to 

account’ for its policies, all of which should be urgently reviewed and revised as necessary, as they are decades out of 

date and most are totally unfit for purpose. 

e) Assist the CCG leaders and staff to implement the recommendations in paragraph 3 above.  

 

5 Why are you writing this?  

I am following my family traditions, namely my father, into consulting engineering (Mr Fixit) and (for the last 2 decades) 

my mother, who was a psychiatrist, and daughter of missionaries. I am a former Tory councillor, (1995-95) and a patient 

representative since 2000. I have taken an active part in NHS consultations, and in 2010 (9.48) was asked to help reform 



mental health by PCT director of commissioning, Dr Geraldine Hoban.  I have been a committee member of Wish Park 

surgery Patient Participation Group since it was founded in 2010. I founded the Social Enterprise Complementary Therapy 

Company (SECTCo) in 2010, (www.sectco.org.uk) to provide talking therapies under contract. I have written over a 

hundred campaigning papers calling for a better mental health service, published on section 9 of my website 

www.reginaldkapp.org. This proposal is based on my experience when I was given rent-free use of a shop at 3, Boundary 

Rd Hove, from 2012-15, which I ran as a ‘Community Care Centre’. We provided free drop-in music and movement 

meditations every day, NICE recommended Mindfulness Based Cognitive Therapy (MBCT) 10 week courses and Family 

Constellation Group Therapy classes on Tuesdays and Thursdays to which clients referred themselves. I allowed homeless 

people to sleep in the back room. 

 

6 What was the outcome of SECTCo’s activities since 2010? 

We provided 40 MBCT courses for over 200 vulnerable clients who completed the courses. I also ran 1,000 hours of FCGT, 

and 1,000 hours of other meditations, for about 400 clients. A few clients recovered from decades of addiction to drugs 

(prescription and street). I did this for my own experience, and always hoping that we would be invited to bid for a 

contract to provide this service in primary care, which has not yet happened. I worked full time for nothing and put 

around £10kpa of my  own money  into it.  This proved that there is a need for this service, and that these interventions 

work for this client group. However, it also shows that to provide a proper treatment regime for heartsinks like Dave to 

recover (detox and rehab) they need continued effective support for years from fully qualified complementary therapists 

who need to be paid for a career as Allied Health Professionals, supported by a proper NHS social prescribing 

administration.    

 

7 Claire Rowe’s presentation on social prescribing to the West Hove Health Forum in Hove on 20.3.19                            

Claire Rowe (Community Navigation Service Manager of Impetus) addressed this public meeting attended by over 40 

people on 20.3.19, and whose presentation was minuted as follows by the secretary,  Jo Martindale: 
(joanna.martindale@hkproject.org.uk or 01273 881446) with my paragraphing lettering,  emphasis  and additions: 

a) Any Brighton and Hove patient can be referred (presumably by a GP) to an Impetus Community Navigator.  

b) Social Prescribing in this context means someone (presumably the patient) is referred (presumably by the Navigator) 

to a Link Worker - a person who does a c.1 hour holistic assessment. This is a person-centred conversation about 

what that person needs and wants (this assessment and referral is tick box only, as it of no use to them  if  - as I 

suspect - their needs and wants cannot be met by referral to clinically appropriate interventions, because these have 

not been previously commissioned, procured and contracted for provision by the CCG). 

c) They (the link workers) will help link people (the socially referred patients) to local groups or clubs, research 

transport, help them fill in forms; connect them with relevant services etc.  This supported connecting service is 

called a ‘facilitated referral’ which is very different  from just signposting people to services or giving them 

information (in what way is this very different?  This seems to be Claire’s pious hope, as there is no evidence that any 

Rachel or Dave will be able to access any of these interventions differently in future, unless the measures detailed in 

this paper are implemented)  

d) There is a national drive around the support that Social Prescribing can provide for primary care in the future; 

helping people with non-medical needs (this is the big question – which interventions will be provided, by whom, and 



how and by whom will they be paid?  These are the questions that I have been addressing in my published papers since 

2004, but with which the CCG have yet to engage and answer with costed proposa). 

e) The new Primary Care Networks (PCNs) will have social prescribers attached to them and associated funding (I fear 

that the new name Primary Care Networks looks suspiciously like the old Primary Care Trusts. How much funding, and 

how will it be spent?). 

f) Evidence has shown that having a conversation with a Link Worker is key to genuinely changing someone’s life- 

providing the information on its own is not enough (Claire is right that the right social contacts can genuinely change 

someone’s life, but to do this in the NHS requires the whole prescribing system to change from drug based (toxic) to 

mindfulness based healing).  

g) This service is free at the point of use; some of the groups they signpost people to have a (low) associated cost but 

finances are discussed as part of the initial conversation. For Hangleton and Knoll with its higher rates of single 

pensioners and children living in poverty - identifying low cost and local Social Prescribing offers are vital (Claire is 

answering my public question here, but making self-contradictory statements, which confirms my suspicion that the 

CCG sees this is a tick box exercise, and has no intention of making this a genuine service reform that will benefit the 

thousands of vulnerable patients who need it).  

h) They (presumably Impetus) have just started a pilot receiving referrals from Access Point and ICPT to expand this into 

Adult Social Care. (Who are the providers to whom they refer patients? Have they got contracts? How are they to be 

paid, and how much?  I have been complaining about these mealy-mouthed statements for years, which are just 

window dressing (tick box) and which have never before been actioned in treatments for patients, so the crisis gets 

worse. However, I live in hope that this time it may be different, and something good will develop). 

 

8 My comments on this Impetus initiative 

I welcome this initiative of the CCG to appoint Impetus, which has required them to move from their present office in 

Palmeira Square, Hove, to a bigger one in the Brighthelm Centre, Brighton. I happen to know this because I have been 

working as a volunteer  in Impetus’s Neighbourhood Care Scheme for the last 8 years. I have recently written a paper 

called ‘Prospectus for a Campaign for Social Prescribing of Talking Therapies (CASPOTT)’ (9.140) which is an ambitious  

proposal to treat about 10,000 vulnerable patients annually in the city by spending the £10 mpa promised under the 10 

year plan. I tabled this paper at the Clinical Commissioning Group (CCG)’s Primary Care Committee meeting on 9.4.19 and 

have since been in e-mail correspondence with the chairman, Dr Charles Turton. I would like to engage with Charles and 

Claire to discuss the following issues and help them to co-create their new social prescribing system as recommended in 

paragraph 3 above.  

 

9  Definition of this client group to be treated 

As mentioned in the summary, this welcome CCG initiative for social prescribing should not be just a tick box exercise to 

please NHS England, but a thought through costed design of an innovative new system for reducing health inequalities by 

effectively treating the mental sickness of vulnerable patients who are not treated at present. The first task of the design 

team is to agree on the definition of the client group to be treated. Claire’s statement does not say, but I hope and assume 

that the CCG define the client group as the vulnerable people who are the hardest to reach because of their mental health 

condition, disorganized attachment issues, addiction to drugs (street and prescription), homelessness, etc, and who 



therefore presently fall through the NHS net, and suffer untreated. The council used to run a detox and rehab service for 

addicts, but the austerity cuts have reduced this to very few places, so I propose that these addicts are priority in this 

client group personified in the BCF legislation as ‘Rachel, 65, depressed and in sheltered accommodation, and Dave, 40, 

alcoholic and homeless’.  Hereafter, I will refer to them by these personified names.  

 

10 How many Rachels and Daves are there in Brighton and Hove? 

National statistics show that 1 in 7 (14%) or 8 million nationally, and 40,000 locally in our city are on ADs for depression. It 

could be argued that this is the number who should ultimately be offered treatment under this new social prescribing 

scheme. However, this is far too large a number for which to start planning, and they vary in severity of affliction from the 

majority, who are mild (say 70%) to moderate (say 20%) to severe (say 9%) to ‘heartsinks’ (say 1%), so named because 

when the GP sees them, his heart sinks, knowing that there is nothing he can do for them. However, some attend every 

week, clogging up the system of primary care, causing GPs to retire at an average age of 55 and each costing the taxpayer 

a 6 figure sum every year. They are the most difficult people to treat, but are also potentially  the most rewarding, as if 

they can be got into recovery, that 6 figure sum can be saved annually. The policy should therefore be to prioritize them in 

order of the severity of their affliction, 

 

11 How much money is available to treat these Rachels and Daves? 

There are many pots from which this social prescribing scheme could be financed. The new money promised on 7.1.19 for 

mental health is £2bnpa nationally, of which the city gets about 1/200th, so £10mpa locally from 2022/23. I propose that 

the new social prescribing scheme should be planned to spend this £10mpa by allocating it to up to 10,000 Rachels and 

Daves annually from 2022/23.  However, we should not wait until then to initiate this scheme, but start it now, as a pilot 

and build it up in a progressively staged way. 

 

12 Proposed stages of progression  

a) Pilot trial starting in 2019/20  

I have previously proposed (9.136) a pilot Community 

Care Centre on the first floor above Wish Park surgery 

at 191 Portland Rd, Hove on behalf of the cluster 4 

surgeries in West Hove, which serve a population of 

about 50,000  (9.136). This could be the venue for most 

of the treatment interventions prescribed for West 

Hove patients under this scheme. It would cost about 

£1 mpa, which could be financed from the Locally 

Commissioned Services (LCS) budget of £2mpa, or the 

BCF allocation this year of £30mpa. The desired 

outcome reduction of health inequalities for this client 

group, as called for in the Marmot report 2010. 

b) Expansion into 5 other clusters in 2020/21 Planning should start now by seeking suitable sites for CCCs in the 5 other 

cluster areas in the city, with a view to opening them a year later, at a total cost of £6 mpa and serving all 300,000.  



c) Expansion of the 6 CCCs to treat up to 10,000 in this client group annually.  

This initiative would be patient-led, expanded where there is demand, and contracted where there is no demand. It 

should be budgeted to spend at least the £10mpa allocated under the 10 year plan from 2022/23. 

 

13 What treatments should be offered under social prescribing? Those that could get addicts detoxed and clean 

This is the big question, which Claire doesn’t answer, but rightly says in paragraph d) ‘There is a national drive around the 

support that Social Prescribing can provide for primary care in the future’.  In my experience, healing and curing is 

impossible for those who are under the influence of drugs, prescription and street, because they tend to shut down the 

neural pathways between the body and the mind. Drugs therefore prevent healing - which is the creation of new, more 

functional, neural pathways - from happening.  The priority is therefore for treatments which support this addicted client 

group to detox and rehabilitate, namely the NICE recommended (MBCT) 8 week course, plus the supporting mindful 

meditations of Family Constellation Group Therapy (FCGT) and Brainspotting (BSP)  

 

14 What do you mean by ‘healing and curing’? 

Mental sickness is defined under the biopsychosocial model and the latest neuroscience as ‘disconnection between body 

and mind’. The brain is wired for survival in 2 hemispheres, which work in completely different ways, and are cross-

connected to the opposite sides of the body. The left hemisphere thinks in the here and now and sees things rationally 

and objectively. The right hemisphere, (which is also known as the higher self, or soul) thinks outside space and time, 

symbolically as values, such as love, hate, beauty, ugliness, relationship, etc.  Mental sickness is not chemical imbalances 

in the brain (unless these have been ingested as street or prescription drugs) but lack of the brain’s wiring ability to self-

regulate the nervous system within the society’s normal window of tolerance. Healing is an ‘aha’ moment of new thought 

and attitude (by making a new neural connection) becoming aware of something that you could not see before. ‘Where 

attention goes, Neural firing flow, and Neural connection grows’ (www.drdansiegal.com).   

 

To control our emotions, we have to know when we are near the boundary of our window of tolerance, and develop our 

ability to respond appropriately, rather than kicking off and losing it. Curing means maintaining healing awareness for long 

enough (some 40 days) to allow our brain to rewire its neural pathways. This  

 takes much practice. These interventions teach this skill. 

 

15 How do we think? 

Rupert Sheldrake , in ‘A new science of life’ (1981), see picture left, 

quotes Waddington’s (1957) concept of the development of 

creatures as a ‘chreode’ (from Greek ‘chre’ ‘it is necessary’, and 

‘hodos’ ‘route’ or ‘path’.)  I believe that this also describes how our 

brains are wired to think, like marbles running down grooves, so they 

can only go downhill, known as ‘inside the box’. This is why some 

thoughts are ‘unthinkable’, which is literally true of fundamentalists 

whose chreodes are so deep that the marble will never take any 

other path. The only way to think more functionally is to flatten the 



terrain, which is what meditation does. This is why Buddhist monks tend to out perform others, and how enlightened 

people reduce their suffering by thinking ‘outside the box’.  This is a scientific explanation of why healing requires the 

altered state of consciousness called ‘meditation’, so that we can develop neural pathways and think in more functional 

ways and thereby heal and cure our mental sickness.  

 

16 Are ADs addictive? 

I recently asked 3 eminent psychiatrists this question, and got 3 different answers. I was at a big conference in London, 

and found myself opposite Sir Simon Wessely, former president of the Royal College of Psychiatrists, and asked him, and 

he said ‘no’, abruptly. I said: ‘what is your evidence?’ and when he didn’t answer, I asked Daniel Siegal, who was the 

keynote speaker, from USA. He said: ‘Well, it all depends on what you mean by addiction……’ Later, I asked Dr Peter 

Fenwick, president of the Scientific and Medical Network, and he said: ‘yes of course they are.’  I believe that they are, 

having met patients who cannot withdraw from them, and have seen websites who support people who are trying to get 

off them. It is time that the Royal College made up its mind on this important  

question of fact. Robert Whitaker wrote ‘Psychiatry under the influence’ (2015) which shows that the whole profession 

worldwide has been subverted on this question. United Nations rapporteur Dr Danius Puras wrote a report in June 2017 

calling for a worldwide rethink of mental sickness and treatment, saying that it isn’t chemical imbalances in the brain, but 

power imbalances between patients and providers.   

 

17 Are ADs safe? 

No, they are very dangerous mood altering drugs, which should carry a health warning, as they can make people feel 

suicidal and homicidal. However, they are now given away like sweets at a childrens’  party to 1 in 7 of us (8 million in UK) 

and similar proportions in other western countires. I recently attended a presentation by Ann Hare, who set up a charity: 

www.ollysfuture.org.uk in memory of her son Olly, aged 23, who was feeling low, phoned a help line, was prescribed an 

AD, and  took his own life after 4 days on them. Many infamous murderers were also on them, including Thomas Mair, 

who killed Jo Cox MP in June 2016.  ADs on the NHS are now destroying families the way that gin did in Victorian days. 

However, this was not what Parliament intended, which was that psychiatrists only are licenced to prescribe mind-altering 

drugs. I question the legality of GPs in call centres prescribing ADs to casual callers, and e-mailing pharmacists to deliver 

them. I don’t blame the GP, who is probably unaware of what happened to his ‘patient’, but I do blame the commissioners 

(the CCGs) who have allowed the system to grow like a cancer in society. My CASPOTT campaign (9.140) is like a 

temperance movement to combat it, and is launching at Essence (opposite Hove town hall) at 2pm on Sat 11.5.19. I think 

that it is in memory of my grandfather, Gordon Wilkins (1869-1957) who signed the ‘pledge’, never to let alcohol pass his 

lips. 

   

18 Can Impetus provide this social prescribing service? 



Yes, the CCG is right to enlist them as part of the new social prescribing administration because they have been working 

effectively with this client group for more than a decade. They now provide an effective befriending scheme which 

supports about 200 volunteers who freely give  a few hours per week to visit and talk to about 200 lonely Rachels and 

Daves at the mild end of the vulnerable spectrum. The cost to the taxpayer of Impetus employing  administration staff is 

about £200kpa so the cost per service user (SU) is around £1kpa. However, if these people were not befriended, they 

would probably be even more lonely, and cost the taxpayer more in the above mentioned public sector costs. Befriending 

is therefore an important part of the interventions that should 

be offered under this social prescribing scheme, but it is only a 

tiny part of the package that should be on offer to treat 10,000 

patients annually, including the heartsinks.  

 

19 ‘Expanding social prescribing into Adult Social Care’ (as 

called for in paragraph h) above) 

Yes, Claire Rowe is right that this scheme should be expanded to 

treat service users from social care, as many of them are 

dependent on social workers for simple activities which they 

could do for themselves if they had appropriate training under 

this scheme. This might double the potential number of clients 

eligible for these interventions, from 10,000 to 20,000 annually, 

and double the cost from £10 to £20 mpa. It would also double 

the potential available venues in which they could be treated, as 

every big block of flats (where Rachel lives) has a residents 

lounge, which is under-utilized, and could become a Community 

Care Centre, say from 10am to 4pm for socially prescribed 

interventions, reverting to residents lounges thereafter. I 

successfully ran MBCT and FCGT in Theobald House, Brighton, by 

invitation of residents there for one  morning per week for 3 

months in 2015. 

 

20 The community services provided by Community Base  

The city is lucky to have a thriving Community and Voluntary 

Sector (CVS) organized from Community Base,  113, Queens Rd 

Brighton, BN1 3XG, 01273 234000, whose poster cover is shown on the insert, left. Inside the poster, they list the contact 

details of 130 different services provided, listed under the following 17 categories: 24 hour helplines,  Money and benefits,  

Older people, Young people, Children,  Men, Women,  LBGT,  Homeless people,  Refugees,  Minority Ethnic Communities,  

Mental health,  Volunteering,  Health and sexual health,  Drug and alcohol services, Disabled people.  This scheme should 

help to promote this resource to this client group.  

   

21 Principles that should underly the interventions provided under this social prescribing scheme 



a) The aim of the scheme is to reduce health inequalities and social isolation by making available therapeutic group 

activities that the rich buy, but the poor cannot afford. 

b) Clients (like customers) are always right, so should be free to choose the interventions that they undertake without 

assessment by providers. 

c) The most severely afflicted sufferers should be prioritized.   

d) All interventions should be provided by mindful facilitators in groups or classes, but one to one activities can be 

included by clients working on each other in pairs under supervision. 

e) Clients should be able to get continued repeat prescriptions without restriction.  

f) The scheme should promote the 130 organisations listed as community services by Community Base.  

g) The scheme should promote group complementary therapy, by inviting therapists to form organisations to bid for a 

licence to provide it, and be paid by the NHS on receipt of the signed prescription voucher that the intervention was 

satisfactory, they would recommend it to their friends and family. The scheme should maintain high standards and 

protect taxpayers.  

h) Other principles as stated in the Prospectus for CASPOTT, 9.140 should also be included.  

 

22 Why are the CCG so resistant to what you propose? 

Their brains are wired in differently to mine, because we were subject to different conditioning.  In the metaphor of 

‘chreodes’ (see the picture in paragraph 15) the valleys down which our marbles run bear no resemblance to each other. 

The CCGs are run by GPs, who have been conditioned from medical school that there is a ‘pill for every ill’ and that 

complementary and talking therapy is ‘quackery practiced by charlatans’. These ideas are hard wired into their neural 

pathways so is the only way that they can think (called ‘on autopilot’ in the MBCT course). Their job is soul-destroying 

having been reduced to pill pushing for the drug companies.  Every day they average 40 patient contacts, just writing 

prescriptions for drugs. Although only psychiatrists are supposed to prescribe mind altering drugs (such as ADs), GPs have 

to sign repeat prescriptions. Their job is so stressful that they may be tempted to try ADs themselves, (I know a few who 

have, with fatal consequences). 

 The problem is that drugs prevent the creation of new neural pathways that function better (namely healing). There is an 

old joke question which may contain a grain of truth: ‘Why have GPs a decade less life expectancy than average, and 

pharmacists a decade more? Answer: ‘Because living on a pedestal is not healthy, and pharmacists never take what they 

dispense.’  Succumbing to what they prescribe is an occupational hazard for GPs, but since 2012 they have been 

collectively put in charge of 2/3rds of the health budget (£80 bnpa) so their fitness to control themselves also affects 

society. If our commissioners of our healthcare are ‘out of their minds’, God help us patients. This is the most compelling 

reason why councilors should regain control of the health budget from the GPs, in addition to the legal reasons described 

below.  

 

23 What are the chances of the CCG implementing this social prescribing scheme? 

Not high, because their leaders (Dr Xavier Nalletamby until 2017, and now Dr David Supple) have never taken any  notice 

of my proposals before, so why should they now? I believe that they have never even read them, or opened the 

attachment in which my papers were contained. If they had tried to read them, they would not have understood what I 

meant, because we are on different paradigms, (chreodes), basically languages; despite that we both speak English. 



Doctors are conditioned to the medical model, which believes that only the body is real, so the only interventions that 

work are cutting (surgery) burning (radiation) or poisoning (with drugs). This was disproved a century ago by Pavlov 

proving the mind/body connection with his experiments on dogs.  I (together with almost everybody, including the MPs 

who passed the HSCA) come from the biopsychosocial model. We believe that we are mindbody creatures, whose 

behavior is soft wired by our conditioning. This can be healed and cured by neuroplasticity and mindful experience in 

relationship with other people and our environment. Additionally, we have the law on our side, so these GPs will not be 

able to resist us for ever. 

 

24 If you can’t change the CCG’s mind, who can? 

The Health and Social Care Act 2012 created both the CCGs and the HWBs 7 years ago, and gave the statutory right and 

duty to call the CCG to account by councillors on the HWB, which is written into our HWB’s terms of reference (9.97). As I 

write, a new Council will be elected on 2.5.19 and the allocation of councillors to the committees will be held at the first 

council meeting on 22.5.19. The first HWB will be held on 11.6.19. I will be lobbying the 5 councillors on it to use their 

influence to implement the recommendations of this paper with the chairman of the CCG, Dr David Supple, and the 

chairman of the Primary Care Commissioning committee, Dr Charles Turton, with whom I am in e mail contact.  

 

25 What was the intention of Parliament when they passed the Health and Social Care Act 2012? 

The main purpose was to ‘fill the democratic deficit in health’, which had existed from 1948 when Aneurin Bevan made 

the NHS accountable only to him, whilst Herbert Morrison delegated the welfare state and social security to the Local 

Authority Councils. Accordingly, the HSCA  delegated 2/3rds of the health budget (now £80 bnpa) to the  Councils, to be 

spent by locally elected councillors on behalf of their electorate.  This is in accordance with the democratic rule:  ‘no 

taxation without representation’ which has been the basis of law in UK for centuries. 

 

26 Has that intention and democratic rule been honoured by the CCGs? 

No, both that intention and that democratic rule have been broken for the last 7 years. None of the CCG staff have ever 

been elected, so they have never had any statutory right to determine how this public money should be spent. However, 

by some oversight and sleight of hand, the vested interests against the HSCA,  fought against the HSCA  in Parliament with 

slogans such as: ‘Kill Lansley’s bill, before it kills the NHS’. They have succeeded in almost killing primary care. The health 

trade unions and the drug companies don’t want to change, and have subverted the financial system so that this money is 

not credited and added to the Councils’ budgets, but was directed into the bank accounts of the CCGs. This was a clear 

breach of the will of Parliament, which would never have agreed to this arrangement if they had known it was happening. 

I have been blowing the whistle on this for a year, but all MPs and ministers could think about was Brexit.  

 

27 What should the 5 councillors  do when they are on the HWB? 

By virtue of being elected representatives of the people who paid this £450mpa in their taxes, they should take back 

control from the usurping CCGs, and ensure that it is spent on social prescribing of talking therapies, rather than ADs, 

thereby getting best value for their electorate.  I have sought a legal opinion from the Council’s head of law (Abraham GG) 

and they should reopen this question with the CEO, Geoff Raw. The fact that no other Council has raised this should not 



deter us. We may be the first to do this, but all Councils should also do it, so that the democratic deficit of £80 bnpa no 

longer goes into an accounting black hole, but is spent under proper democratic control.   

 

28 Is primary legislation required to do this? 

No, this is fake news which officers (such as Rob Persey) are telling councillors, together with the idea that the CCG is a 

separate, autonomous body. The truth is that it is actually a department of the Council, which is why it is housed in Hove 

town hall.  The idea that NHS England is responsible for how that £450 mpa is spent is incorrect. The truth is that NHS 

England dispenses that money to our Council (just as other government departments dispense to the education and other 

budgets) but the responsibility for allocating it (known as micro-management) is the job of our councillors. Our NHS E 

representative (Pennie Ford) is on the HWB to be kept informed, but never even attends HWB meetings, so to pretend 

that she is responsible for how it is spent is a dereliction of duty.  

 

29 What else should the councillors do? 

Direct the leaders of the CCG to commission, procure and provide the latest innovative treatments for their patients. 

Instead of rolling over the same failed performance based block contracts with its providers and going through endless 

tick box exercises of ‘consultation’ with us patients, which they are incapable of hearing.  

 

30 Have you read NHS England’s specification: ‘Social prescribing and community based support. Summary guide.’? 

Yes, but only recently, because the link was sent to me on 24.4.19 by Sofie Fratzen, who is a colleague of Claire Rowe.  I 

wrote all the above paragraphs before I read this NHS England 30 page source document. I have reproduced as appendix 1 

part of annex A ‘Link worker job description’ and the whole of annex C  ‘Implementation checklist for local partners and 

commissioners’, as I comment on them below.  

 

31 What are your comments on NHS England’s summary guide? 

I commend Claire for having  summarized the gist of it accurately in her presentation. The first half outlines the desired 

outcomes of social prescribing, which are the same as mine. I commend NHS England for clearly setting out government 

policy, which has rightly abandoned the pre 2012 centralized Whitehall paternalism of ‘one size fits all’, and the 

‘command and control’ policy that Gordon Brown used to promote when he was prime minister a decade ago. That policy 

is now clearly localist, leaving it up to local people (the grass roots) to initiate a plan of local solutions for local problems, 

as I have been trying to do for years. NHS England know full well, and have accepted that this localist policy will create a 

‘post code lottery’, of different social prescribing schemes in each of the 220 CCGs in England, but whereas the old PCTs 

used to see this as a vice, NHS England now rightly see this as a virtue, as it will create diversity, and innovation. If patients 

in say West Sussex get a better service than those in Brighton and Hove, the residents of Brighton and Hove will quickly 

put pressure on their CCG to copy West Sussex, so the service will be self-regulating. 

The second half of annexes sets out a marking scheme for how NHS England will judge the plan that each CCG has to 

submit to them for authorization and funding. I am pleased (and surprised) to say that I agree with nearly all of it, with the 

exception that in annex A,  the number of sessions of talking therapy should not have stated any specified limit, (stated as 

‘6-12’) for reasons I state underlined in the appendix.  



Annex C is a list of about 20 questions for the CCGs to answer, to check that their plan will involve all stakeholders and 

achieve those outcomes. These are the same basic questions that I am asking in this paper. As I imply above, if asked 

those questions today, the CCG would probably have to admit that their honest answer is currently ‘no’ to all of them.  So 

that next year they can answer ‘yes’ to all of them, they should set an agenda to address those questions systematically 

over a time frame of the rest of 2019,  

 

32 What is the difference between your approach to social prescribing and NHS England’s? 

There is no substantial difference, and I agree with nearly every word of this policy document. NHS England and I are both 

seeking the same outcome, namely the paradigm (culture) shift in primary care from the medical to the holistic 

biopsychosocial model that I call ‘medication to meditation’. However, although we both write in English, we use different 

words to express the same meaning. NHS England uses politically correct Whitehall speak, and I ‘call a spade a spade’, free 

of fear of the ridicule and rejection that is likely to come from the medical establishment whose prejudices I am upsetting.  

However, neither NHS England nor I want to shame them, but just help them to change their attitude to holism, for their 

own sakes, and for the good of society at large. 

 

33 Have you a conflict of interest? 

Yes. I should declare a financial interest in social prescribing policy, as I am the founder and secretary of SECTCo, which 

stands to get work as a potential provider of mindfulness-based talking therapy services, perhaps above my Wish Park 

surgery if the CCG accept my proposal for a pilot there.  The former CCG chairman, Dr Xavier Nalletamby, used this 

potential conflict as justification for dismissing my views and never engaging with me, seeing me as just seeking 

preferential treatment from personal interest.  

Hopefully Dr David Supple will come to realise  that my proposals are based on my experience of treating hundreds 

of Rachels and Daves successfully since 2010, making what I write al least worth reading. Even if the CCG adopt my 

plan, and invite organistations to apply for a licence, they are not obliged to grant one to me or to SECTCo, so at this 

planning stage, my declared interest is not legally regarded as ‘substantial’ under the Nolan requirements.  

  

34 What are your further views on the HSCA? 

I have been a political activist since 1974, and followed the passage of the HSCA from the Tory manifesto for the election 

in 2010, which was to reform the NHS under a slogan: ‘no decision about me, without me’. Also to break the NHS 

monopoly on drugs by opening up the treatments market to ‘Any Willing Provider’. When David Cameron formed the 

coalition government with the Liberal Democrats, he published the white paper: ‘Liberating the NHS.’ However, Baroness 

Cumberledge (who led the Bill through the Lords) told me that it was as contentious as Maastrict.  Labour blocked it 

ideologically, calling it ‘privatisation by the back door’, and the 47 Liberal Democrat MPs were split down the middle. To 

get it over the line, red lines had to be moved, and compromises made, so the word ‘willing’ was changed to ‘qualified’. By 

the time the Act was signed in March 2012, the vested interests had spread so much fake news about it that the whole of 

the medical establishment and most of the population believed that the legislation had been an entire disaster, so should 

be quietly buried. The result was that although the CCGs and the HWBs were created according to the letter of the law, 

the spirit behind it (‘filling the democratic deficit’) was fudged, as mentioned above in paragraph 26.  So was the breaking 

of the monopoly of Hobson’s choice of treatments of drugs or drugs, by outsourcing of treatments to ‘Any Willing 

Qualified Providers, under section 75. The only cases I am aware of this being actioned are the outsourcing of a small 

ophthalmology contract to Specsavers, and patient transport to Coperforma. That contract was bungled, so that it 



had to be brought back in house by West Sussex. The crass way it was done leads me to believe it was a deliberate 

conspiracy  to fail so spectacularly that the outsourcing of any other contract could never be even suggested in 

future, ensuring ‘jobs for the boys’ in perpetuity, no matter what the outcome for patients or GPs. This is the climate 

of fear in which NHS England has to draft this social prescribing policy, thus walking on eggshells. However, the truth 

will always prevail in the long run.  

35 What was Andrew Lansley’s vision of the new NHS? 

The Major government (1992-97) initiated  ‘GP fundholding’ around 1995, which allowed GPs to employ and pay  

complementary therapists to work alongside GPs. This is the vision which has led I now call:  ‘social prescribing of talking 

therapies.’ Although it only had government support for about 2 years, as it was stopped as soon as Tony Blair was elected 

in 1997, a few surgeries found that it worked so well that they managed to continue with it after the government 

crackdown. Several are still going strong today, including the one in the crypt of Marylebone church, Bromley by Bow, 

London, and Cullumpton surgery, Devon, which is still run by Dr Michael Dixon. Andrew Lansley MP was shadow health 

secretary throughout the Blair/Brown Labour governments, and used the 13 years while the Tories were out of power to 

work with Michael Dickson to develop the policy of ‘liberating the NHS’ which won the election for the Cameron 

government in 2010. They formed the NHS Alliance, which I joined, and attended many conferences. Michael has thus 

been the brain behind social prescribing for 30 years, and is now the NHS England lead for it.  Andrew was promoted to 

the Lords in 2012, and I heard from Lord Howe last year that he has cancer.  However, I well remember his stirring 

speeches in which he answered puzzled PCT chairmen asking him what treatment they should commission? He was very 

robust in his answers: ‘It is not my job to micro manage your commissioning, but yours, and if you don’t know what 

treatments to commission, ask your patients, and do what they tell you.’ The problem for GPs is that their paternalist 

training (conditioning) has cut their chreode valleys so deeply, that they are incapable of hearing that their patients 

actually want complementary (drug-free) treatments. That is why councillors on HWBs are needed to instruct the CCGs to 

do what the people who pay for the NHS in their taxes want. We have a medical establishment who are paid from taxation 

to provide treatments in the NHS, but who insist on continuing the drug treatments that do more harm than good, and 

reject the wishes of the overwhelming majority of  the people who pay their taxes for the NHS to decommission drugs and 

commission taking therapies. This is what Donald Trump calls the ‘swamp’, which he is trying to drain in the USA, and 

Nigel Farage is trying to drain in UK. 

36 Conclusion 

I congratulate the CCG in having appointed Impetus, and ask that they act on the recommendations in paragraph 3 above,  

starting with Claire Rowe co-creating a social proscribing scheme for a pilot Community Care Centre at the first floor 

above Wish Park surgery for cluster 4, and drafting a specification for a licencing scheme by which complementary 

therapists could provide interventions to patients on GP referral. Please join my Campaign for Social Prescribing of Talking 

Therapies (CASPOTT) (9.140) and attend the launch at Essence, opposite Hove town hall at 2pm on Saturday 11.5.19. 

 

Appendix 1 Extract from undated guidelines from NHS England (received 24.4.19) .   

Social prescribing and community-based support Summary guide with my 

emphasis and comments 

 

Annex A: Link worker job description  

  



There are many different names used to describe the link worker role. These include wellbeing advisor, community 

connector, community navigator, community health worker, community health agent, health advisor, depending on 

local preference.  Whilst the names may be different, the core elements of the role remain the same, hence the 

generic ‘link worker’ term.   

  

It is vital that link workers have a strong awareness and understanding of their role and responsibilities. This includes 

awareness of when it is appropriate or necessary to refer people to other professionals or qualified practitioners.    

  

There are also other aspects to be typically expected of link workers.  They: 

 • are attached to general practices and primary care networks, where they take referrals from a range of local 

agencies.  Although they are part of the primary care network team, they may be employed by local social 

prescribing connectors typically hosted within the VCSE sector 

 • receive accredited training and ongoing development to support their role. 

 • work with people on average over 6-12 contacts and hold a caseload of up to 250 people per year. I do not 

agree with any specified limit on the number of sessions (such as 12) because the purpose is to create new neural 

pathways which repair disorganized attachment issues with the client’s primary care giver, and to stop the 

therapy at an arbitrary point (say 12) will defeat this purpose. If my father had not been able to have psycho 

analysis 3 times a week for 9 years after his father died, I would not have been born.   

  

The average salary of a social prescribing link worker is around £25,000 per annum, which is equivalent to NHS 

pay grade 5 mid-point.   

  

The next page shows a sample link worker job description and person specification 

There follows 6 pages of detailed requirements for the link workers that only experienced complementary therapists 

could meet, although they wisely avoid using the word ‘complementary’ as it might antagonize the old school 

doctors.  

 

Annex C: Implementation checklist for local partners and commissioners  

  

Key features Notes 1. Collaborative Commissioning and Partnership Working  

a. Are you working with all partners, including VCSE sector leaders, local infrastructure organisations, CCG, local authority 

commissioners, primary care networks, referral agencies and local Health & Wellbeing Board to create a clear local plan 

for social prescribing?  

 b. Are you building strong local relationships with VCSE sector organisations and community groups? Are VCSE sector 

leaders and local infrastructure organisations involved as trusted partners?   

c. Are local Primary Care Networks using their social prescribing link worker funding to commission link worker support 

from existing social prescribing schemes?  

   

2. Easy referral from all local agencies  

a. Do you have a wide range of local agencies confident to make referrals to the social prescribing link workers?  

b. Before being referred to social prescribing, is the service fully explained and are people given choice about whether to 

be referred?   

c. Are all GP practices using the new national social prescribing SNOMED CT codes?  

d. Are link workers valued as part of the general practice and primary care network team?   

  

  

3. Workforce development  



a. Is there training and support for local agencies to understand link worker roles? 

b. Do link workers have access to regular ‘clinical’ supervision?  

c. Do link workers have access to accredited learning and qualifications?  

  

4. Link workers employed to give time  

a. Do link workers have empathy, listening and coaching skills to motivate people, based on the ‘what matters to me’?   

b. Are link workers given time and flexibility to undertake home visits and build trust with people? Is this reflected in their 

caseloads? 

c. Do link workers take people to groups and introduce them, ensuring they are comfortable and included?  

  

5. What matters to you? Personalised support plans  

a. Do link workers create a simple, personalised support plan with people about what support they can expect from 

services and what they can do to improve their own wellbeing?   

  

6. Support to Community Groups   

a. Funding – is funding available locally to commission VCSE organisations receiving referrals? Are community groups 

supported through grants? Is development support/funding available to fill gaps in local provision?   

b. Safe referrals – are community groups and VCSE organisations supported to receive referrals safely, checking that they 

are insured, have first aid training (including mental health), basic health and safety, lone working, data protection, food 

handling certificates and DBS checks when working with vulnerable citizens?    

c. Is support available locally to nurture and develop new community groups, including at local neighbourhood levels, 

building on the skills and interests of citizens?   

  

7. Common Outcomes Framework 

a. Is the Common Outcomes Framework used to assess the impact of social prescribing on the person, the NHS and 

community groups receiving referrals?   

b. Are CCG analysts able to work with local partners through data sharing agreements to track the person’s use of the 

NHS, using their NHS number (with appropriate consent)   

What guidance and resources are available?   

  

What guidance and resources are available?  

There are many good case studies and resources on social prescribing across the country, which demonstrate where 

effective social prescribing is in place.   

  

NHS England has set up an online learning platform to share the latest resources. To join the platform, please contact 

england.socialprescribing@nhs.net  

  

Below is a summary:    What is social prescribing - The Kings Fund (02 February 2017) 

https://www.kingsfund.org.uk/publications/social-prescribing  



  

Social prescribing animation - Healthy London Partnership: https://www.healthylondon.org/our-work/proactive-

care/social-prescribing/   

  

Making Sense of Social Prescribing – University of Westminster: 

https://westminsterresearch.westminster.ac.uk/item/q1v77/making-sense-of-socialprescribing   

  

Social prescribing: a pathway to work? – The Work Foundation, Lancaster University (February 2017) 

http://www.theworkfoundation.com/wpcontent/uploads/2017/02/412_Social_prescribing.pdf  

  

Spotlight on the Ten High Impact Actions - Royal College of GPs http://www.rcgp.org.uk/policy/general-practice-forward-

view/spotlight-on-the-10-highimpact-actions.aspx  

  

A guide to implementing social prescribing in London – Healthy London Partnership 

https://www.healthylondon.org/resource/social-prescribing-steps-towardsimplementing-self-care/  

  

Social prescribing – a guide for local authorities  https://www.local.gov.uk/sites/default/files/documents/just-what-

doctor-ordered-6c2.pdf   

  

A review of the evidence assessing impact of social prescribing on healthcare demand and cost implications – University of 

Westminster https://docs.wixstatic.com/ugd/14f499_75b884ef9b644956b897fcec824bf92e.pdf   

  

Creative Health – All Party Parliamentary Group report http://www.artshealthandwellbeing.org.uk/  

  

Information:  

  

This guide has been produced by the Social Prescribing team within the Personalised Care Group at NHS England. You can 

contact us at england.socialprescribing@nhs.net   

                                                                                                                                                              17 pages, 9,100 words. 

 


