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1 Abstract
In 2006 to end the Prozac nation Health Secretary Patricia Hewitt launched the Improving Access
to Psychological Therapies (IAPT) programme, but antidepressant prescribing has since nearly
doubled from 30-54 million pa. So that GPs can prescribe talking therapies as easily as Prozac, this
paper recommends voucher prescriptions for mindfulness courses. A model outcome based
contract is shown in appendix 1, which incentivises better outcomes. If adopted throughout
England could end the Prozac nation by 2020, and halve the public health statistics.
2 Summary of conclusions The cause of the NHS crisis – a clockwork mechanism of
circular disconnected silos
The NHS is wonderful for curing physical sickness, but fails mentally sick patients, who number 1
in 3 in primary care, requiring 100 million patient contacts pa. The mental health system is failing
the nation because it is a series of catch 22 disconnected revolving door silos, like gear wheels in
a broken clock, as shown in figure 1.
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How each of these lettered gear wheels works, and lets everybody down (except the drug
companies) is described below:
A GPs are forced to over prescribe antidepressants, which don’t cure and cause side effects, so
patients keep coming back, clogging the system.
B Long waiting times (6 months +) for talking therapies, which prevents GPs from prescribing
them.

C Cognitive Behaviour Therapy (CBT) is only effective in about 1 in 10 patients, and is expensive
(over £1,000 per course of treatment, and over £140 per hour per patient treated) so little is
commissioned.
D Therapists are engaged under block performance contracts which incentivise them not to heal
and cure their patients.
E The Mindfulness Based Cognitive Therapy (MBCT) course is 100 times more cost effective than
CBT, but the waiting times on the NHS is over 20 years because the qualifications to facilitate it
are set too high.
F Public health departments collect data, on which nobody can take effective action.
G Patients get worse, but nobody can take action to change the system.
3 Recommendations to solve the crisis in the mental health system
This paper shows how all these gear wheels can be modified and connected to create a system
which works well for everybody, as shown in figure 2, and described below.

FIGURE 2 CONNECTED CLOCKWORK EMPOWERING GPs AND
FACILITATORS TO HELP THEIR PATIENTS TO HEAL AND CURE
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A Empower GPs to prescribe Mindfulness Based Cognitive Therapy (MBCT) courses for all their
mentally sick patients, including heartsink and unemployed ones, on outcome based contracts by
voucher.
B Reduce waiting times for MBCT courses to less than 4 weeks by mass-commissioning them. This
will save money, as they are far more cost effective than antidepressants, and CBT.
C Mass-provide MBCT courses by opening up the market to existing mindfulness facilitators in the
third sector, on the model contract in appendix 1, paid for with voucher prescriptions as appendix
2.

D Engage those facilitators on outcome based contracts at a tariff price around £16 per hour per
patient taught in peer support group classes in which they learn from each other.
E Remove the requirement for mindfulness facilitators to be clinically qualified.
F Integrate public health departments fully into the Local Authority/NHS team.
G Patients will then get better, justifying the spending of taxpayers money on them. By 2020 the
Prozac nation could be ended, with antidepressant prescribing cut to one tenth of present (5
million pa) and public health statistics could be halved.
4 CCGs duty to commission high quality and efficient health care services that meet
the needs of patients and protect patient choice.
Monitor have recently (Dec 2013) published ‘ Substantive Guidance on the Procurement, Patient
Choice, and Competition Policy IRG 35/13 (75 pages) In it (p12) they have included a box of
questions that commissioners should ask themselves, reproduced below, with my lettering system
added, and with my answers given in italics:
‘Procuring services within the framework of the regulations: key questions
commissioners should ask themselves
a) What are the needs of the health care service users we are responsible for?

To be taught self help methods by which they can heal and cure their mental sickness.
b) Are those needs currently being met?

Yes for a few patients who access effective talking therapies. No for the majority, because the
waiting times for those therapies are much too long (over 6 months) and too brief (time limited to
say 12 sessions of CBT)
c) Have they changed since services were last reviewed?

No, the needs of patients have not changed significantly, but the numbers have increased, due to
the stresses of modern life..
d) What level of engagement with the local community, patients and patient groups, clinicians and
others should we undertake?

The PCT held quarterly meetings from 2006-12 with mental health service users, attended by the
author, at which the complaint about long waiting times was frequently raised. The CCG should
now act to reduce them by implementing the recommendations in this paper.
e) How good are current services?

Good for a small minority of patients who access effective talking therapies, but poor or nonexistent for the majority of patients. The LSE report (July 2012) said that 750,000 mental patients
received no effective treatment.
f) How can we improve them?

By opening up the market for mindfulness courses, as recommended in this paper.
g) How can we make sure that the services are provided in a more joined-up way with other
services so that they are seamless from the perspective of the patient?
By implementing the recommendations in this paper.

h)How can we get the professionals that are responsible for different elements of a patient’s care
to work together more effectively for patients?
By implementing the recommendations in this paper.
i)Could services be improved by giving patients a choice of provider to go to and/or by enabling
providers to compete to provide services?

Yes, by implementing the recommendations in this paper, and letting small contracts with several
providers (like chemist shops) from which patients could choose.
j) How can we identify the most capable provider or providers of the services?

By issuing tender documents as recommended in this paper, and letting contracts with several
providers from which patients could choose
k)Is the current provider the only provider capable of providing the services?

No, the current provider of the Wellbeing Service in Brighton and Hove is failing, as described in
this paper. However, if the system was changed as recommended, the staff could be redeployed
to use their existing skills better, and create a fully functional service.
l) Are our actions transparent?

Not so far, but they have only been in post for a year, and they are doing their best, and I am
confident that they will create a good system in future.
m)Do people know what decisions we are taking and the reasons why we are taking them?

The Brighton and Hove PCT and CCG held many public meetings which were attended by the
author. The leaders have excellent intentions, but have not yet published concrete plans by which
those intentions will be implemented. If they implement the recommendations in this paper those
good intentions will be realised.
n)Do we have appropriate records of our decisions?

I expect that they are published on the CCG website.
o) How can we make sure that providers have a fair opportunity to express their interest in
providing services?

By doing away with Pre Qualification Questionnaires, (PQQs)
By creating a tendering process which is patient-centred, open, and transparent, in which you can
justify all your requirements.
By not making unreasonable qualification bars for Any Qualified Providers, but allow in therapists
who are qualified by experience (track record) rather than paper.
By publicising those qualifications many months before the tender documents are issued,
By publicising when the market is to be opened up,
By publicising the process by which potential providers can bid.
p)What do we need to do to make sure that we do not discriminate against any providers?

See answer o) and follow the recommendations in this paper.
q) Are there any conflicts between the interests in commissioning the services and providing
them? Not to my knowledge.
r) If so, how can we manage them to make sure that they do not affect or appear to affect the
integrity of the award of any contract at a later point in time?
Not applicable.

s) Are our actions proportionate? Are they commensurate with the value, complexity and clinical
risk associated with the provision of the services in question and consistent with our
commissioning priorities?
They will be if you implement the recommendations in this paper.
5 Gear wheel A The ‘revolving door’ syndrome of antidepressants which don’t cure
mental sickness
In 2006 the Labour government made a laudable attempt to end the Prozac nation by creating
the IAPT programme. However, 8 years later, GPs still cannot prescribe talking therapies because
the waiting times are too long, so they have no alternative but continue prescribing
antidepressants. With the present economic climate of cuts, more people are suffering anxiety and
depression, so the rate of prescribing has since nearly doubled from 30-54 million pa. So instead
of ending the Prozac nation, twice as many patients are now addicted.
The problem is that antidepressants don’t work to heal or cure mental sickness, as described in
Irvine Kirsch’s book 2010: ‘Anti depressants. The emperors new drugs’. We cannot blame the
pharmaceutical industry for this problem, because they don’t even claim to heal and cure mental
sickness, but only to mask the symptoms. Unfortunately they compound the problem with side
effects.
Patients are naturally dissatisfied with this so-called ‘treatment’, which makes them worse, not
better, which is why they went to the doctor. They therefore keep coming back, clogging the
primary care system of general practice and Accident and Emergency (A&E) which saw 21.7
million patients last year (2013) This is an average of 41,000 patients each week, and is 5% (+1
million) more than 3 years ago.
Furthermore, in the last week of Feb 2014, more than 23,000 patients (about half) waited more
than the maximum target time of 4 hours to be seen. This shows clearly that the NHS mental
service is failing patients on a massive scale.
It is also failing doctors. Pulse magazine published a report last June 2013 that 43% of GPs are ‘at
very high risk of burnout,’ and 97% saying that they did not think they were positively influencing
people’s lives or accomplishing much in their role. This shows that the doctors in whom we trust
the nation’s health have no faith in the efficacy of the billion prescriptions pa that they are writing.
They (and the 30 million patients who are on 3 drugs continuously), are locked into a monstrous
revolving door system as shown diagrammatically in figure 3.
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5 Gear wheel B Long waiting times for talking therapy spoils IAPT programme

The Government has known about this revolving door syndrome for at least a decade, but getting
drug addicts off their drugs is very difficult. As mentioned above, the IAPT programme was
supposed to end the Prozac nation by switching to talking therapies. They trained 10,000
Cognitive Behaviour Therapists by 2010 to provide one to one CBT. Unfortunately IAPT hasn’t
worked as intended; antidepressant prescribing has since nearly doubled from 30 -54 mpa, as
mentioned above.
The objective of ending the Prozac nation is admirable, but the problem is CBT doesn’t work very
well, perhaps for only about 1 in 10 patients. This is because the patient gets a secondary gain
from being ill, and ‘a patient cured is a customer lost’ to the therapist. This results in a second
catch 22 circular disconnect. CBT has a 5-6 month waiting time in Sussex, so GPs don’t prescribe
it, except for suicidal patients. Commissioners see little demand, so don’t commission many
contracts to provide it. This is shown in figure 4, below:
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6 Gear wheel C Why MBCT is better than CBT
a)To heal we need to go beyond our mind in meditation
The problem with CBT and counselling is that we are trying to use our mind to change our mind,
which seldom works. Decartes was right, we are like machines, but computer controlled ones. In
this expanded mechanistic metaphor, our body is our hardware. Our mind is our software. Our
soul (higher self, consciousness) is our operator. Our spirit (life force, chi, prana etc) is the
internet with its environmental infrastructure.
Mental problems are faulty software, which we cannot cure with our own software, (as CBT and
counselling attempts to do) The only way we can reprogramme our mind is by downloading
better software. As with our computer, this has to come from outside our own system, like a new
Microsoft programme.
b) We think like marbles in grooves
Nearly all our behaviour is habitual, and we have little free will to ‘think outside the box’. This is
because our thinking is mostly hard wired in the neural pathways in our brain. The saying is@
‘neurons that fire together, wire together’. (1) These pathways have been called ‘chreodes’ which
are like valleys in a mountainous terrain (2) down which thoughts run, like marbles down channels
or grooves. The marbles cannot easily change grooves, because they would have to jump over the
ridge to do so. The more often we think that thought, the deeper the valleys become, and in
fundamentalists’ brains they are so deep that to change their beliefs is impossible.

To change our beliefs and attitudes, we have to lose our inhibitions. The marbles have to change
grooves, so the ridges have to be levelled out. This can happen while under the influence of
drugs, and great poems (like Omar Khayyam) have been written like that. However, they don’t
usually heal or cure our mental sickness, and we may become addicted to the drug, compounding
our problems.
c) How meditation enables our marbles to change grooves
Meditation is a better way of healing and curing mental sickness, and has been used for millennia,
particularly in the East. It is not a quick fix, but can also reduce the height of our ridges by
relaxation and visualisation without the side effect of addiction. We go beyond our mind in an
altered state of consciousness (ASC).
The MBCT course is based on the principles of CBT, and also teaches mindfulness meditation. This
uses an ASC to reduce the height of the ridges of our chreode grooves, so that we can change our
attitudes and beliefs. We can then access our inner resources of insight, have a revelation which
changes our attitudes, which can be healing.
A new attitude is an opportunity to start a download of a new programme of behaviour. However,
this is not an event, but a process which has to be maintained by remembering to practice it.
Neuroscience has now proved what the Popes of old knew, namely that crusaders had to serve for
a quarantine (40 days) to be permanently changed (transformed). It takes 40 days (6 weeks) of
practicing a new attitude to fully rewire our neural pathways. If we can keep this up for so long,
we become hard wired in the new way. Then it becomes automatic, thereby effecting a
permanent cure.
This is why the MBSR and MBCT courses are for 8 weeks. The core idea is introduced in the first
two weeks, (softening our wiring) and then practiced for 6 weeks (to become hard wired).
The core idea of mindfulness is watching our inner world of our breath, our body, and our mind’s
thoughts and emotions. We watch our mindbody, (psychosoma in Greek) which parts are
inseperable, like two sides of a coin, in the present moment without judgement, as if we are
watching others in a soap opera.
We experience that we are not our body, or our thoughts, feelings, or emotions, but we are just
pure consciousness. We learn to dis-identify ourselves from our thoughts and feelings. When we
are triggered, we learn to pause, think, and respond appropriately, rather than reacting habitually
on autopilot, and ‘lose it’, and ‘fly off the handle’. Rather than living in our mind, we learn to live
in our body. We listen to its needs, and fulfil them, which rewards us with health.
d)Advantages of learning in a group, rather than in one to one therapy
Learning in a class or group has many advantages over one to one. There is the obvious cost
advantage of the multiplier effect of teaching many patients at the same time. There is also the
advantage to the participants of peer support from the other members of the group, and the
realisation that our problems are shared with others. NICE guidelines rightly recognise, and
frequently emphasise the benefits of peer support in mental health interventions.

7 Gear wheel D The problems of block performance contracts
a) The catch 22 disconnect shown on figure 5.
FIGURE 5 CATCH 22 CIRCULAR DISCONNECT OF THE BLOCK CONTRACT
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Block performance contracts for fixed terms of 3 to 5 years are the normal way that both physical
and mental health service providers are engaged by NHS commissioners. For example, the staff
working for the present monopoly providers of mental health services in Sussex - Sussex
Partnership Foundation Trust (SPFT) and the Brighton and Hove Wellbeing Service (WBS) - are
engaged on performance based block contracts for 3 years at a time.
These contracts work well for physical interventions, in which the patient presents their body, and
the therapist performs an intervention on it, in a ‘list’ of appointment slots. The patient wants the
intervention, so is diligent in attending, and Did Not Attend (DNAs) are rare.
However, these contracts do not work well for mentally sick patients, as their mind is not an
accessible objective thing, but is inaccessible and subjective. Although regimes have tried all sorts
of brutal methods of brainwashing and ‘thought police’ to manipulate people’s minds, the desired
outcome cannot be predicted with certainty, and is often the opposite of what is intended. Mental
sicknesses (such as neuroses, psychosis, addictions) are very difficult to treat, even with the
consent and full cooperation of the patient.
About 1 in 3 patients in primary care present with a mental problem (such as anxiety or
depression) Primary care doctors (GPs, A&E , and occupational health doctors) give them a
prescription for antidepressants, and/or refer them on to secondary care clinicians, (such as SPFT
and WBS) who assesses them to see whether talking therapy is appropriate, and if so, which.
Secondary clinicians have the choice of assessing their patients as not ill enough for talking
therapy, or too ill for it, or prescribing talking therapy, and giving them an appointment, probably
in several month’s time. This can be various methods, such as watchful waiting, cognitive
behaviour therapy (CBT), guided self-help, behavioural activities, exercise, stress management,
MBCT, vocational support, nominated support worker for 4 sessions, brief one to one
interventions, online and telephone support.
The assessing clinicians and therapists are paid the same whatever the outcome, namely
• Whether their patient attended or not. The rate of Did Not Attend (DNA) is often high,
(sometimes 50%) because patients tend not to value the treatments as worth much.
• Whether they had the treatment or not,
• If they had it, whether it worked to heal and cure the patient, or not.

Under this block contract system, there is no incentive on anyone to improve outcomes. Indeed,
there is an incentive not to, as a patient healed is a customer lost. If the patient does not show,
(DNA) that is the best outcome for the therapist, as they don’t have to bother with them.
These contracts are known in the trade as ‘let and forget’, as even if they are monitored, (which
as far as I know they are not) and seen to be failing, they cannot usually be rectified until the
end of their term. As commissioners are paid the same whatever the terms of the contract, and
whoever the provider, the system tends to lead to a cosy relationship, under which the contracts
are usually renewed with the same provider, to the detriment of the outcome for patients.
The Pre Qualification Questionnaire (PQQ system) usually ensured that the encumbent got the
new contract. In 2011 the PQQ for the Council’s occupational health contract was 30 pages long.
The first question was: ‘show references for 3 previous similar contracts’ which eliminated any
start up company.
b) Heartsink patients
The LSE report of July 2012 said that the NHS is letting down 750,000 mentally sick patients who
are not being treated. This has pushed mental health to the top of the political agenda. I believe
that the assessment process mentioned above creates heartsink patients, who fall through the
net, as described below.
Assuming that the patient is referred by his GP for talking therapy, he has to wait for several
months to see a secondary care mental health clinician to be assessed for talking therapy. Nobody
wants to treat difficult patients, so there is an incentive to assess them as either not ill enough, or
too ill for the talking therapy in question, so they go untreated.
Many patients interpret this refusal to treat them as a rejection, and they feel let down by the
NHS system. This adds to their feelings of low self esteem, or even worthlessness, and makes
their mental state worse, not better, and may drive some to suicide. Others, don’t take ‘no’ for an
answer, and refer themselves back to primary care, (GP surgeries or A&E) where they clog the
system, as described in paragraph 3 above.
They become what is known in the trade as ‘heartsink’ patients, because the doctor’s heart sinks
when he sees them, because he knows that there is nothing he can do to help them. They may be
acting out attention seeking needy habits acquired as children when they were rejected by their
parents, and may unconsciously see doctors and therapists as substitute parents. Some become
habituated, and have been known to attend several times each week at surgeries or A&E for
years.
Block performance contracts don’t work for patients, taxpayers, nor in the end for staff, who tend
to burn out from lack of job satisfaction. They have led to scandalously poor outcomes, and
brought the NHS to its present crisis. This is why the government has been trying to change them
to outcome based ones.
In 2006 the Labour government announced ‘the end of the block contract,’ but this was rhetoric
only, because this has never been done in the NHS before, and staff do not even know what the
words mean. This is the reason why the Coalition government is putting pressure on councils and
CCGs to adopt outcome (rather than performance) based contracts.
c) The example of the Wellbeing service in Brighton and Hove city.
The city’s Wellbeing contract was tendered in 2011, and let in July 2012, to a consortium of SPFT,
Brighton Integrated Care Service (BICS) MIND charity and some GP surgeries, but it seems to just

be an extension of SPFT practice. The following figures come from the main part of the contract
document, which is 156 pages. It took me a year to get sight of this, having asked more than a
dozen times for it, eventually getting this (not the non-disclosure agreement part) after putting a
Freedom of Information question. It is a good example of a dysfunctional block performance
contract.
The term is for 3 years, from 1.4.12 to 31.3.15, but it started late, in July 2012. The service
inherited a back log of 1,500 patients waiting for treatment, which had been reduced to 900 by
Sept 2013, when they reported to the Health and Wellbeing Overview Scrutiny Committee.
The target maximum waiting time from GP referral to the start of treatment is 8 weeks, but this
target has never been met, except for suicidal patients, because it takes 2-3 months from GP
referral to assessment, and then 2-3 months from assessment to start of treatment, so the
average wait from GP referral to start of treatment was 5-6 months.
This is far too long for an effective service. Furthermore, the treatment is ‘time limited’ to say 6 or
12 sessions. This puts stress on both the therapist and the therapee to get cured within the time
allocated, which is counterproductive to healing.
Furthermore, the stated 900 back log and 5-6 month waiting time is based on a gross underestimate of the inherent demand for the service, due to the catch 22 disconnects shown in figures
3 and 4 above. A truer figure of the ‘backlog’ is the 30,000 depressed patients in the city, as
reported by Public Health, all of whom should be presumed to want talking therapy if it was
offered to them.
Table 1 shows the numbers of patients they treated with time limited support in year 1
Step 1 Assessment and watchful waiting, which implies no treatment given.
Step 2 CBT, guided self-help, behavioural activities, exercise, stress management, MBCT,
vocational support, nominated support worker for 4 sessions, brief one to one interventions,
online and telephone support.
TABLE 1 FIRST YEAR RESULTS OF WELLBEING CONTRACT
Service

Activity target
3,600

Year 1
performance
2,140

% of target
met
60

Support service (step 1 assessment and watchful
waiting, no treatment)
Talking therapy (assessment plus 2-5 completed
step 2 treatments)
Practitioner service (assessment plus 2-5
completed step 2 treatments)
Total seen

2,400

2,409

100

3,000

2,557

85

9,000

7,106

79

Total treated

5,400

4,966

The annual cost of assessing these 7,106 patients in this service, and treating 4,966 of them is £4
million pa, performed by a total of 75 staff (67 clinical and 8 non-clinical). The average cost per
patient treated was £563. Assuming that they each received an average of 4 hours of assessment
and treatment, the cost per hour per patient assessed/treated was £140.
This service is clearly failing to be an effective service to heal and cure the 30,000 depressed
patients, as 23,000 were not even seen, and 25,000 were not treated. A 5-6 month waiting time
from GP referral to start of treatment is far too long to be described as a mental health service.

The main fault in the contract specification is the requirement for assessment. This is providercentred, wastes several months, and adds little or no value, and is un-necessary, and
counterproductive to good outcomes. The equivalent service in Swindon and Wiltshire does not
require staff to assess patients, but takes them through the menu of 33 courses available, and
allows them to self-assess and choose the courses that suit them. These courses are not time
limited, as patients can go to as many courses as they like, and repeat them as often as they like.
This is an effective primary care mental health service which enables patients to access treatment
within 2 weeks of GP referral. It is also cheaper, according to the staff in Wiltshire. This sort of
outcome based contract should be emulated throughout the country as soon as possible, including
when the current Wellbeing contract expires on 31.3.15, as described below.
The secondary mental health service run by SPFT is also clearly failing, as their chief executive
made a valedictory public statement (published in the Argus on 23.10.13 under front page
headline: ‘Mental Health Care Crisis’) saying that they were turning away suicidal patients in their
hour of need. The same should apply to part of their contract, which was let in April 2011.
8 Gear wheel E The qualification bar for MBCT course facilitators is set too high
Like CBT the Mindfulness Based Cognitive Therapy (MBCT) 8 week course, is also NICE
recommended, and is sometimes aptly called Mindfulness Based CBT. This course is usually
taught to classes of 10-20 patients, and has proved to be effective in about 2 out of 3 patients, as
patients learn from each other, and gain peer support.
This makes the MBCT course 2 orders of magnitude (100 times) more cost effective than CBT.
Patients have the statutory right to it under the NHS constitution if their doctor says it is clinically
appropriate. Polls show (see appendix 4) that most GPs would prescribe it if it could be accessed
quickly.
However, GPs can’t generally prescribe MBCT courses in Sussex as the waiting time on the NHS is
20 years. One of the reasons for this long waiting time is the MBCT qualification bar is set too high
by Bangor and Oxford universities. This is caused by another catch 22 circular disconnect.

FIGURE 6 CATCH 22 NUMBER 3 CIRCULAR DISCONNECT FOR
THE CLINICAL QUALIFICATIONS FOR MBCT FACILITATORS
Mentally sick patients are seen as high risk of suicide

MINDFULNESS BASED STRESS REDUCTION
Few MBCT facilitators
are qualified to run courses
Bangor and Oxford fear that patients will commit suicide
MINDFULNESS BASED COGNITIVE THERAPY

Set the qualifying bar clinically high
Dr Mark Williams took Dr Jon Kabat-Zinn’s Mindfulness Based Stress Reduction (MBCR) course and
rebranded it Mindfulness Based Cognitive Therapy (MBCT) to get it through NICE
recommendation, so that it could be prescribed by doctors.

As mentioned above, anxious and depressed patients are difficult to treat, and clinicians are risk
averse, and fearful of being sued, and struck off the register. They therefore require MBCT
facilitators to have a higher degree in clinical medicine, (an MSc). This takes years and
£thousands to get, so the universities train few MBCT therapists (perhaps 100) each year, so
there is an acute shortage of qualified MBCT facilitators, as shown in Figure 4.
9 Gear wheel F Public health departments are isolated
Public health departments have been a political football. For over a century until 1974 they were
part of the Local authorities. Then they were moved to the NHS, and in 2013, were moved back to
the Local Authorities. They are good at measuring public health, but the problem is that they
seem to be in a silo, which is disconnected from other departments, as shown in figure 1. The
result is that other departments, such as commissioners, don’t act on their data to improve public
health, which has been getting worse since 1944, which is 4 years before the NHS was founded in
1948.
To celebrate the diamond jubilee of the NHS in 2008, public health statisticians analysed the data
for the whole of the 20th century to find the year in which the British nation was healthiest, and
found that it was 1944. The reason for this is that we had been at war for 5 years, digging for
victory, so everyone got plenty of exercise. Food was rationed, so nobody was obese. All the
doctors and drugs were used to tend the war wounded, so hardly anybody else got any
conventional healthcare.
This report was quickly hushed up, as it did not put the NHS in a poor light, which the powers that
be did not want to hear. However, it rings true, and points the way to how the new NHS should
be. It is a new version of the ‘inverse care law’, and shows that much (perhaps most) of
conventional treatments (dugs) is counterproductive. The fact that public health officials were able
to think outside the box to produce and publish it shows that they have a lot more to give than
others have been able to receive. They should be listened to by commissioners.
10 Gear wheel G The patient is forgotten, and gets worse
The patient is the ‘elephant in the room’. Everyone knows that he is there, and that they owe their
living to him, but they take him for granted, and nobody represents his interest. This is the
hallmark of the provider-centred NHS which the government is trying to change to a patientcentred NHS and Social Care system the current health and social care reforms.

Part 2 The solution to the crisis - open up the market by
inviting third sector companies to bid for outcome based
contracts paid for with vouchers
The solution is to cut the Gordian knot of the catch 22 circular disconnects shown in figure 1. This
can be done by mass-commissioning and mass-providing MBCT courses to whoever wants them
within about 4 weeks of GP or occupational health doctor referral. I describe the steps required to
implement this in reverse order, (G-A) for ease of following my train of thought, although the
transition of each gear wheel from silo working to what is called ‘integration’ should happen
simultaneously.

11 Gear wheel G, create a patient centred NHS
This culture change is a big subject, and is the purpose of the current health and social care
reforms, about which I have written other papers, such as 9.37 ‘Creating user-centred services’,

see www.reginaldkapp.org. One of ways that it is manifesting is by personalising the patient as
‘Mrs Smith’, whereas before she was invisible (the ‘elephant in the room’)
12 Gear wheel F Commissioners should listen to and integrate public health
departments’ messages
The way forward for all public service departments is integration, and the breaking down of the
present silo working in isolation from each other. This can be accomplished by culture change, the
pooling of budgets, and developing a mindset of collaboration in a team, rather than competition.
The democratic deficit in health from 1948-2013 has isolated the NHS into an ivory tower, in a
world of its own. Public health departments know the NHS very well, having been working
alongside them (albeit ignored) for 40 years. They are therefore key people in help the new NHS
with their transition into the ‘real’ world of the rest of us.
Historically, public sector departments have been very possessive of the public money allocated to
them under their budgets, describing it as ‘the NHS pound’, or the ‘Social Services’ pound. Under
the cultural change of integration, they should see it for what it is, and talk about it as ‘the
Brighton pound’.
13 Gear wheel E Remove the need for clinical qualifications for MBCT facilitators
Despite its name ‘therapy’ the MBCT course is not a clinical intervention, but education – the
teaching of a new way of being. This has been taught by Buddhists for thousands of years, and
has been found to help people to heal themselves. Dr Jon Kabat-Zinn secularised mindfulness,
and introduced it into public healthcare in the USA in 1979 into his 8 week course, which he called
‘Mindfulness Based Stress Reduction’ (MBSR) course. He did not see it as a clinical intervention,
and did not require facilitators to be clinically qualified.
In 1995, Prof Mark Williams was working at Bangor university, discovered the MBSR course, and
imported it to England. To suit the NHS he rebranded it the Mindfulness Based Cognitive
Behavioural Therapy (MBCT) course. He and his clinical colleagues got the course through its
clinical trials and achieved NICE recommendation in 2004. This set a precedent to universities that
train MBCT facilitators (Bangor, Oxford) to require their facilitators to be clinically qualified, but
that is a provider-centred approach, as it restricts the supply.
This restriction is against patient and public interest, as MBCT facilitators do not need clinical
qualifications to teach the course, and there are millions of anxious and depressed patients and
public sector staff who want the course, requiring a massive increase in the number of facilitators.
There are thousands of existing mindfulness facilitators without clinical qualifications who are
presently running courses (such as evening classes) in the private sector for those who can afford
the going rate. (£80-370 per course). They should be employed to teach patients, which means
dropping the requirement for clinical qualifications.
Confirming its non-clinical nature, mindfulness is also being taught in schools, in what is called the
.b course, which is 8 weekly sessions of one hour per week, total 8 hours tuition. This has proved
so beneficial to performance in every activity (academic, sporting, music , drama) that the
government is now considering making mindfulness part of the Physical Health and Social
Education (PHSE) core curriculum in all secondary schools.
To improve public health, Any Willing Mindfulness facilitator should be contracted to run courses
for patients and sick public sector staff on GP prescription. They should be assisted by a trainee
facilitator, to support patients who need it, without disturbing the rest of the class. The referring
doctor who signs the voucher should take most of the professional indemnity insurance risk, which

is covered by his insurance. The facilitators should be employed by limited liability companies, as
shown in figure 7.

FIGURE 7 ORGANISATION OF COMPANIES AND
FACILITATORS
Commissioners

Contracts

Any Qualified
Providers (AQPs)

Company 1

Company 2

Company 3

Sub-contracts
Facilitator team 1
Assistant facilitator

Facilitator team 2
Assistant facilitator

Facilitator team 3
Assistant facilitator

MBCT courses for sick patients and staff

14 Gear wheel D Creation of companies who can bid for outcome based (rather than
performance based block) contracts
The above companies (1,2,3 etc) should be specified to serve a geographical area, (such as
Brighton and Hove, or just Hove) and/or a category of sick people (such as the patients of a
surgery, or a cluster of surgeries, or the sick staff of one large employer, such as a council, or
department of a council in a geographic area.) For example, company 1 could serve a cluster of
surgeries in West Hove, and company 2 could be for sick council staff in Hove, etc.
The commissioners should write Service Level Agreement contract specifications, which are
outcome-based to incentivise providers to help patients to heal and cure, and avoid the
disadvantages of performance-based block contracts described in paragraph 7 above.
They should go out to tender for providers in those areas and categories.
The directors of the successful companies would take the risk of the uncertainty of demand, and
organise themselves to run sufficient courses to meet the demand within the specified waiting
time, say 4 weeks. To deliver these outcomes, the company would subcontract with sufficient
MBCT facilitators to run these courses, and provide them with sufficient course books to give to
the participants. Draft model Memorandum and Articles for these companies is shown in appendix
2
These outcome based contracts specify a tariff price per patient treated, such as £400 per
patient for a 10 week MBCT course of 25 hours total tuition. Under this tariff providers have an
incentive to make their courses attractive, and pass the friends and family test, because they
would attract more patients, and maximise their revenue. For example, they would receive £0 if
no-one shows, £2,000 if 5 participants show, £4,000 if 10 participants show, £6,000 if 15
participants show, and £8,000 if 20 show. The company should be not-for-profit, so that any
surplus would be ploughed back into the business.

These outcome based contracts should be paid for by voucher prescription, which are tradable for
a course in a variety of venues with different providers who compete for custom, driving up
standards. An example of a voucher scheme is a prescription for drugs which is tradable for drugs
at chemist shops, which promises to pay the value of the drugs to the chemist shop in arrears on
presentation to the commissioner.
Drugs are the only treatment that GPs can prescribe at present because there are plenty of
chemist shops in our high streets, but a total lack of any other alternative treatment options. This
monopoly has made the drug companies the most profitable industry in the world. The teop
performing companies on the Fortuna 500 index are drug companies with a combined profit ($35
bnpa) exceeding the combined profit of all 490 other companies put together.
Creating the equivalent of chemist shops for complementary therapy centres would redress this
unbalance, and manifest the vision that Prince Charles spoke of when he called for the best of
complementary medicine to be integrated into conventional, in his keynote address to the health
ministers of the world in 2006.
This sort of contract would solve GPs problem of heartsink patients, long term unemployed, and
patients with long term conditions, because GPs could give them vouchers for MBCT courses. This
would entitle them to have 25 hours of tuition over 10 weeks in a supportive group, in which they
could learn more functional attitudes and behaviour. They could rewire their brains and cure
themselves, as described in paragraph 6a) above.
A model outcome based contract is shown in appendix 1.
15 Gear wheel C Cost saving of medication to meditation
Basically I am advocating medication to meditation, by enabling GPs to prescribe MBCT
courses, as a more cost-effective alternative to antidepressants and CBT. This change not only
reduces costs, but also reduces the risks of harm and compensation in today’s litigious society.
The estimated costs for 10 weeks of treatment by antidepressants, CBT and MBCT course are
compared in table 2 below:
TABLE 2 COMPARATIVE COSTS AND RISKS OF TREATMENTS
Treatment
a)Antidepressants
b) CBT
c) MBCT

Approx cost per patient
treated for 10 weeks
£500
£570 for 10 hours
£400 for 25 hours

Risk of harm from
treatment
Adverse drug reactions
Nil
Nil

Effectiveness
? addiction?
1 in 10 patients
2 in 3 patients

Notes to the table
a) The IAPT programme of talking therapies (CBT) was introduced in 2006 to end the Prozac
nation, and the harm of adverse drug reactions. However, CBT has not proved effective in
curing most patients, and anti depressant prescribing has since nearly doubled from 30-54
million. A billion monthly prescriptions were written for drugs in England in 2012, and
adverse drug reactions hospitalised a million patients in 2012.
b) The Wellbeing contract in Brighton and Hove costs £4 million pa, and assessed/treated
7,106 patients pa with CBT, hence cost £570 per patient treated. Assuming that they
received on average of 4 hours of treatment, the cost of CBT was £140 per hour of
treatment.

c) Assuming that MBCT courses cost £400 per patient treated for 25 hours treatment (10
weeks at 2.5 hours per week) the cost is £16 per hour of treatment, which is 9 times less
than CBT. As MBCT is about 7 times more effective than CBT, the cost effectiveness of
MBCT is 63 times higher than CBT.
16 Gear wheel B Reducing the waiting time by opening up the market by inviting third
sector companies to bid for outcome based contracts by vouchers
The Government has included in the NHS Mandate to NHS England a plan that by 2015, treatment
for mental health should be brought up to the same access standard as for physical health
treatment. This is a maximum of 18 weeks from referral by a GP, (much less in an emergency,
such as if a patient is feeling suicidal).
18 weeks is 4 months, and the majority of patients are not seen within this access standard at
present. In Sussex the waiting time for CBT is 5-6 months, on grossly underestimated demand,
and over 20 years for a MBCT course, so far more talking therapy, particularly MBCT courses
should be commissioned and provided by contract to meet this new access standard.
Commissioners should open up the market to third sector companies (called Any Qualified
Providers, AQPs) to bid for contracts, as described in paragraphs 13 and 14. The trade unions
and vested interests may oppose this as privatisation by the back door, but it is only reallocating
public money from international drug companies to local MBCT facilitators.
16 Conclusions Gear wheel A Reducing anti depressant prescribing to end the Prozac
nation
The purpose of this paper is to help commissioners to solve the crisis in primary care by
empowering GPs to prescribe MBCT courses for all their mentally sick patients on vouchers.
Patients should then be able to access these courses within 4 weeks of GP referral.
To do this, they need to mass-commissioning them, and mass-provide them by opening up the
market to existing mindfulness facilitators in the third sector, on the model contract in appendix 1,
paid for with vouchers, shown in appendix 2.
If the recommendations in this paper are adopted through England, and GPs prescribe MBCT
courses rather than antidepressants (medication to meditation) it is reasonable to predict by 2020
a 10 fold reduction in antidepressant prescribing (from 54 to 5 million pa)
If the principles of this paper are widened to reduce prescribing of all drugs by 2020 to one tenth
of present (from 1 bn to 100 mpa) saving 90% of the drugs budget (about £14 bn pa) the
outcome could be a massive improvement in public health and the halving of public health
statistics, at less cost to the taxpayer. It would also create jobs for scores of thousands of
complementary therapists. This is described in many other papers of mine on section 9 of
www.reginaldkapp.org.
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Appendix 1 Model Service Level Agreement (SLA)
outcome based contract between the commissioner and

the provider for the provision of therapeutic courses by
voucher prescription
The parties to this contract
We…………………………………………………………………………………………………………….commissioners
of………………………………………………………………………………..hereafter called ‘the commissioners’
hereby contract with
…………………………………………………………………………………….of…………………………………………………
……..hereafter called ‘the provider’, or ‘the company’,
to provide a menu of therapeutic courses, hereafter called ‘the menu of courses’
In the region of…………………………………………………………………...(eg the city of Brighton and Hove)
At the following venues, hereafter called the ‘schedule of venues’
for the period from……………………………………to…………………………………………….(eg 31.3.141.4.15)
According to a programme of courses, hereafter called ‘the programme of courses’.
According to the standards agreed and published in the literature of the parties,
In exchange for payment by prescription vouchers which are promissory notes whereby the
commissioner agrees to pay the provider for the services rendered in arrears in accordance with a
tariff schedule of prices and surcharges, hereafter called ‘the tariff schedule’.
Part 1 Duties of the commissioners
1 Prescription vouchers
The commissioner undertakes to furnish GPs and occupational health doctors with prescription
vouchers which they can give to patients and sick staff, which said patients and sick staff can
trade for courses with the provider. A model prescription voucher is shown in appendix 2.
2 Legal basis for the prescription vouchers
Patients have the right under the NHS constitution to NICE-recommended treatment if their doctor
says it is clinically appropriate. Implicit in this is the right that it shall be free at the point of use to
the patient bearing it, and that the therapist providing the treatment shall be paid for it at the
going rate by the commissioners according to the tariff.
3 NICE-recommended treatment
These prescription vouchers may be used for the following National Institute for Clinical Excellence
(NICE) recommended treatments: For low back pain under CG88 (5.09): spinal manipulation by
chiropractic, osteopathy, and acupuncture, and Alexander Technique(11.09), and MBCT course.
For irritable bowel syndrome (IBS) under CG61 (2.08): hypnotherapy and MBCT course. For
depression under CG23 (12.04): Mindfulness Based Cognitive Therapy (MBCT) 8 week courses,
and such other treatments as agreed under the contract.

4 Provision of an office for the company.
The commissioner shall assist the company by providing an office, preferably in the building where
patients and sick staff are seen and assessed, (such as a GP surgery, or occupational health room
in a public sector building) where the company can explain to patients bearing vouchers the
services and courses they offer, and help them to book.
5Reimbursement for services rendered
The commissioners undertake to reimburse the company at the tariff price per participant agreed
in the contract, on presentation by the company of the used voucher to the commissioners, or
their agents, not more than 2 months after the receipt of the used vouchers.
6 The menu of MBCT courses each of 10 weekly sessions and the tariff prices
Course

Timings on the
same day each
week

Hours per
course

Mindfulness Based Cognitive Therapy
(MBCT) standard course
Sandwich course Extra meditations
before and after standard MBCT course
Enhanced course. Extra family
constellation meditation group
Total

0930-1200

25 hours

0800-0900 and Extra 25
1200-1300
hours
1400-1700
Extra 30
hours
80 hours

Tariff price per
participant per
course held in the
commissioners
venue
£400
Extra £200
Extra £400
£1,000

7 Venue surcharge
The above tariff prices shall apply at venues provided by the commissioners, free of charge to the
provider, including an extra 15 minutes before the start time of the course, to 15 minutes after
the finishing time of the course, to allow time for the provider to set up, and clear away. If the
provider has to provide the venue, the above tariff prices will be subject to a venue surcharge of
10% to cover the price of room hire.
8 Administration cost surcharge
If there are not enough patients being referred to these courses to cover the costs of the
provider, and administrative surcharge may be added to the above tariff prices, as a negotiated
extra to the contract.
Part 2 Duties of the company providing the courses4.
9 The company providing these courses
The company is an agent enabling doctors to provide their patients with NICE-recommended
treatments free at the point of use at public expense. The company shall not assess patients, but
shall take all the patients who come to them with a voucher signed by a doctor, who shall take
responsibility for the clinical appropriateness of the course prescribed.
10 Programme of courses
The above menu of courses shall be provided by the company to a programme according to the
demand, with the intention that no patient shall have to wait for more than 4 weeks for a course
starting somewhere in the district covered by the company.
11 Number of participants per course

The number of participants per course shall be between 10 and 20.
12 Number of facilitators per course
This shall be a minimum of 2, as all courses shall be led by a facilitator and an assistant facilitator.
13 Course materials to be provided to participants
At the start of each course, each participant shall be provided with a course book containing the
material to be covered by the course, and a CD of meditations to be listened to for home practice.
14 Payment disclaimer to therapists providing treatments.
The company will use its best endeavours to pay the value of this voucher, less the administration
fee, if any, to the therapist who provided the treatment as soon as possible after receipt of this
voucher. However, this payment is conditional on the company being paid for it by the
commissioners, so is not guaranteed, and is at the therapist’s risk.
15 Clinical governance disclaimer to patients.
The company will use its best endeavours to ensure that the therapists listed on this voucher are
qualified to provide the stated treatments, and that the rooms used for the treatment are fit for
purpose. However, the company is an agency, not a qualifying body, and is not certifying the
appropriateness or efficacy of the treatment provided, or the ability of the therapist to cure the
condition, or the suitability of the treatment room used, which are all at the patient’s risk.
Agreement
Both parties hereby agree to the above terms and conditions, and such other terms and
conditions as set out in the commissioners and the company’s literature, to which they have put
their signatures below,
on ……………………………………………………………………………….date
On behalf of the commissioners
………………………………………….Name……………………………………………….Job title on behalf of the
commissioners………………………………………………of………………………………………………………………..
On behalf of the provider
……………………………………………………………………………………
…………………………………………………………………………………………………………………
….

Appendix 2 Model prescription voucher for doctors to
give to patients for whom the course is clinically
appropriate.
VOUCHER FOR NICE-RECOMMENDED MINDFULNESS BASED
COGNITIVE THERAPY (MBCT) COURSE
The commissioners promise to pay the provider bearer on demand the price of this
prescription voucher according to the tariff agreed under contract …………….……

with company………………………………………. ….................dated ………………………..
For doctor’s use
This voucher is prescribed by…………………………………………………………………………..(doctor)
For…………………………………………………………………….(patient) on…………………………..(date)
For the following Mindfulness Based Cognitive Therapy (MBCT) 10 week course:
A Standard MBCT course of 2.5 hours per week (25 hours total) from 0930-1200.
B Sandwich course of 5 hours per week (50 hours total) from 0800-1300
C Enhanced sandwich course of 9 hours per week (90 hours total) from 0800-1700
(doctor to delete what does not apply)
Patient to sign their satisfaction with the course
I am very satisfied / satisfied / unsatisfied with the course, and would / would not
want my friends or family to be treated as I was (patient to delete what does not apply and sign
Signed………………………………Name……………………………………………on……....……………………..(date)
For company use.
The above course reference number…………………………………………………………

was provided

by………………………………………………………………………(facilitator) of………………………………………
at………………………………………………..venue from ………………………… to………………………. (dates)
Voucher sent to commissioners ………………………………..on……………………………………………..date
Reverse side (for patient’s use) Please contact the facilitators named below to check
availability of courses offered, and to book to attend a taster day.
List of registered facilitators with whom this voucher may be exchanged for the
course specified.
Course

Facilitator

Centre

Address

Phone

website

E mail

MBCT
course
MBCT
course

Therapy
Centre

3, Boundary Rd Hove
BN3 4EH
Brighton

417997

www.reginaldka
pp.org

johnkapp@btinternet.com

MBCT
course

John
Kapp
Heiner
Eisenbart
h
Lotus
Nyguyen

MBCT
course
MBCT
course
MBCT

Asha
Pabinah
Anne
Pether
Anthony

Brighton

Hove
Saltdean
Alala

38, Baker St,

385228
07833
926518
571806
07947
070598

heiner@onetel.com

www.deepconne
ctions.net

lotus@deepconnections.net

course

Coyne

Brighton

Appendix 3 Model Memorandum and Articles of company
1 Name
The name of the company shall be the ……………………… hereafter abbreviated to ……………… or
‘the company’.
2 Type of company
The company shall be not for profit, such as a social enterprise, or a community interest company.
3 Purpose/mission
The purpose of the company shall be to promote wellness, prevent illness and remove
health inequalities in ……………………………… hereafter abbreviated to ‘the district’.
4 Aims
a) To provide patients with their statutory right under the National Health Service (NHS)
constitution to National Institute for Clinical Excellence (NICE)-recommended
complementary treatment free on the NHS within a 18 week wait.
b) To provide patients with such other complementary treatments as shall be decided by
commissioners, free on the NHS within a 18 week wait.
c) To increase the social capital in the district by co-producing the provision of the company’s
services with service users.
5 Objectives
a) To win contracts with public sector commissioners in the district, such as the NHS, the Council,
to enable doctors to prescribe or refer their patients for the above-mentioned complementary
treatments and courses, by vouchers, or by other means.
b) To set up a network of registered complementary therapy centres wherein patients can receive
the treatments or courses prescribed.
c) To set up a system by which the expenses of providing the services (such as staff or therapists,
course facilitators, administrative staff, directors and overheads) can be paid at agreed tariff rates
under the contract.
d) To publish a directory of registered centres, therapies, therapists, courses and teachers,
in a website and in hard copy to publicise and promote the treatments and courses available
under the system.
e) To work in collaboration with other bodies with similar purpose, aims or objectives.
6 Powers of the company
a) To contract with public sector and other commissioners of services.
b) To procure premises from which to manage the company.
c) To open a bank account.

d) To employ administrative staff, and engage therapists, course facilitators, and assistant
facilitators (hereafter called ‘teaching staff’)
e) To take such other powers as are necessary to fulfil the above purpose, aims and
objectives.
7 Organisation of the board of directors of the company
a) The Company shall be managed by a board of up to 15 directors, the majority of whom shall
preferably be complementary therapists so that the company is clinically led.
b) The directors shall be subject to re-election annually at an Annual General Meeting (AGM)
at which additional directors may be elected.
c) The board shall have the power to dismiss existing directors and appoint other directors
at directors meetings between AGMs.
d) The directors shall give themselves such responsibilities, job titles, and remuneration as
they shall collectively from time to time decide.
e) The directors shall use their best endeavours to manage the company as a co-operative
enterprise, with all directors being equal, in a flat pyramid structure, under a facilitator.
f) The directors shall endeavour to take all decisions by consensus, rather than by voting.
g) All meetings of the board shall be held in public, at times and places as advertised in
advance on the company website, giving 2 weeks notice. The quorum shall be 4. The
proceedings shall be transparent and open, and the minutes shall be published on the
company website.
h) Members of the public may attend board meetings in a public gallery, and may submit
written and oral questions to the board, which shall be answered publicly.
i) The board shall engage and employ a chief executive officer (CEO) who shall attend board
meetings, and manage the business of the company under the direction of the board of
directors.
j) The CEO shall engage and employ such deputy managers and administrative staff as shall
be required to efficiently provide the services for which the company is contracted.
k) The CEO shall engage such therapists, course facilitators, and assistant facilitators as shall
be required to efficiently provide the services for which the company is contracted.
l) It shall be the general policy of the company to recruit local administrative staff,
therapists, course facilitators and assistant facilitators from participants (including patients
and service users) on the company’s courses, where possible.
m) The profits of the company shall be ploughed back into the business.
n) The company shall employ open book accounting as far as possible.
o) These memorandum and articles may only be changed by order of an AGM or SGM.
8 AGM
a) The board of directors shall convene an AGM within 15 months of the previous AGM, by
giving at least 21 days notice of the date, place and time on the company’s website. The
quorum for an AGM shall be 6.
b) The AGM agenda shall include:
 The annual report by the company secretary.
 The annual accounts by the financial director.
 The re-election of the directors. Existing directors and new directors may nominate
themselves. Voting shall be by secret ballot.
 To transact such business as the board shall have decided, and advertised in the
notice convening the AGM.
 To transact such other business as shall have been notified to the company secretary
in writing one week or more before the meeting.
9 Special General Meeting (SGM)
a) The board of directors shall convene a SGM, stating the business to be transacted, by

giving at least 21 days notice of the date, place and time on the company’s website. The
quorum for a SGM shall be 6.
b) If 10 or more persons write to the company secretary requesting a SGM, together with
the business to be transacted, the board shall be required to convene one within 3 months
of the receipt of that proposal.

Draft rules for directors (to be appended to the Memorandum and Articles)
Those who accept appointment as directors of the company commit to:
1 Allowing their name, contact details, and biographical notes to be published on the company’s
documents, such as letterhead, website, and bids.
2 Attending every board meeting, or sending apologies for absence to the secretary beforehand
stating why they cannot come.
3 Taking effective action to fulfil and implement what they have agree to do.
4 Accepting joint and several liability for the decisions made by the board, whether they agreed
with them or not, notwithstanding that the company is a limited liability company, so that the
directors are not personally financially liable for the company’s debts.
5 Promoting the success of the company, considering:
(a) The likely consequences of any decision in the long term,
(b) The interests of the company’s employees,
(c) The need to foster the company’s business relationships with suppliers, customers and others,
(d) The impact of the company’s operations on the community and the environment,
(e) The desirability of the company maintaining a reputation for high standards of business
conduct, and
(f) The need to act fairly as between members of the company.

Job descriptions and responsibilities of the officers of the board
Facilitator/chairman
To manage the company efficiently and sustainably. To arrange and faciltate the business of the
board meetings, by chairing them, ensuring that the business is accomplished, and that all
members who wish to speak are heard, and that decisions are made, understood, and recorded.
Clinical director
Set appropriate clinical governance standards, and ensure that they are adhered to.
Secretary
To organise the board meetings, including agenda, minutes, and actions taken.
To know the terms and conditions of the contracts, and ensure that they are adhered to.
To manage the correspondence and record keeping of the company.
Technical
To organise and manage the website. To advise the board on the purchase, storage and
maintenance of all technical equipment.

Financial
To pay all bills, and receive all money owing to the company. To keep accounts and present the
financial position of the company to all board meetings. To advise the board on financial matters.
Qualifications for facilitators of the company’s MBCT courses
1 Maintain a daily mindfulness meditation practice.
2 Have attended at least one 8 week MBCT course or equivalent as a participant.
3 Have been an assistant facilitator at a MBCT course, or attended a MBCT facilitator training
course, or equivalent.
4 Be willing to attend regular supervision of their mindfulness teaching from other MBCT
facilitators.
5 Agree to Continuous Professional Development (CPD) from attendance at peer group
sessions, seminars, workshops, conferences, retreats, and reading.
6 Uphold the standards of the company so that participants want a friend or family to be
treated there.

Appendix 4 Only 1 in 5 GPs can prescribe MBCT courses.
The following statistics come from a report in 2012 by Rebecca Crane and William Kuyken, see
www.mentalhealth.org.uk,

72% of GPs think it would be helpful for their patients with mental health problems to learn
Mindfulness meditation skills

68% of GPs think it would be very or quite helpful for their patients in general to learn
Mindfulness meditation skills;

More than two-thirds (69%) of GPs say they rarely or never refer their patients with
recurrent depression to MBCT. 5% refer to it very often. By comparison, 47% say they very
often prescribe antidepressants to this patient group;

Three-quarters (75%) of GPs have prescribed antidepressants to patients with recurrent
depression believing that an alternative approach might have been more appropriate. Twothirds (67%) did so because there was a waiting list for the suitable alternative treatment,
57% because they didn’t have sufficient access to other suitable treatments, and 50%
because it was the treatment option preferred by the patient. Nearly all (93%) the GPs
surveyed agreed that it would be valuable to have more effective treatment options for
patients with recurrent depression;

A fifth (20%) of GPs say they have access to MBCT courses for their patients (48% say
they do not, and 32% don’t know if they have access or not);

66% of GPs say they would support a public information campaign to promote the potential
health benefits of Mindfulness meditation; and

64% of GPs think it would be helpful for them to receive training in Mindfulness skills
themselves.
So the picture becomes clearer: doctors feel that mindfulness meditation would benefit most
patients with mental health problems, and although they would like to prescribe it instead of antidepressants in many cases, they are restricted by barriers such as waiting lists, lack of access or
at other times by patient preference.
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