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HOW MINDFULNESS COURSES CAN DELIVER WELLBEING
1 Recommendations that the steering group should:
a) Acknowledge that taxpayers pay £100 bn pa for to the 1.4 million staff of the NHS
expecting them to promote wellbeing, which is the prerequisite of happiness.
b) Acknowledge that the NHS primary care system is in crisis, with 1 in 4 patients not being
able to get an appointment with their GP, so going to A&E, where they often have to wait
more than 4 hours to be seen, and 70% are only given advice.
c) Acknowledge the scale of the mental health problem in BHC, in which:
• 30,000 depressed patients (1 in 10 of the population) are on antidepressants,
• 2,000 of whom contact their GP or A&E every day, which amounts to:
• 500,000 depressed patient contacts per year (pa), which is:
• 10,000 pa, (40 per day) per surgery, or 13 per day per GP.
d) Acknowledge that the only treatment offered to nearly all of these depressed patients is
antidepressants.
e) Recognise that the cause of the crisis is the over-prescribing of antidepressants which
do not even claim to cure depression, but only to mask the symptoms, so are not
supposed to be taken for more than a few weeks, but are often prescribed for years or
decades, and are addictive, having side effects, which make patients keep coming back,
clogging the system.
f) Recognise that the solution to this problem was identified by the government 8 years ago
in 2006, called Improving Access to Psychological Therapies (IAPT) which was supposed
to ‘end the Prozac nation.’
g) Recognise that IAPT has failed , as antidepressant prescribing has since almost doubled
from 30-54 m monthly prescriptions pa, so 4.5 million patients in England are taking them
continuously, despite headlines in 2011: ‘Prozac doesn’t work’.
h) Recognise that GPs cannot prescribe talking therapies as waiting times are too long,
because not enough are commissioned.
i) Recognise that the talking therapy adopted by IAPT is one to one Cognitive Behaviour
Therapy (CBT) for which the waiting time is 5-6 months, and which is only effective in
about 1 in 10 patients.
j) Recognise that National Institute of Clinical Excellence (NICE)-recommended Mindfulness
Based Cognitive Therapy (MBCT) courses are 100 times more cost effective than CBT,
because they are effective in 2 out of 3 patients, and one facilitator can treat 15 patients.
k) Recognise that so few MBCT courses are commissioned that the waiting time (unless you
are suicidal) is over 20 years in Sussex, so you may be given an appointment in 2035.
l) Recognise that depressed patients have the statutory right to MBCT courses if their doctor
says it is clinically appropriate.
m) Resolve to implement IAPT properly by mass-commissioning MBCT courses to reduce
the waiting time so that GPs can prescribe MBCT courses as easily as Prozac, and
patients can access a course at a meditation centre near their home within a few weeks.
n) Recognise that to provide MBCT courses in sufficient numbers to provide 1 in 10 of the
population with a course, a meditation centre near each GP surgery is needed.
o) Recognise that there is a model meditation centre at 3, Boundary Rd Hove BN3 4EH
available to serve the patients of Portslade Health Centre and Wish Park surgery.
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p) Recognise that to provide MBCT courses for the depressed patients of the other 45 GP
surgeries in the city, 45 similar meditation centres are needed near each one.
q) Recognise that to be sustainable, these meditation centres need to be publicly funded.
r) Recognise that a proposal for how such meditation centres could be publicly provided is
described in papers written by me and published on section 9 of my website
www.reginaldkapp.org.
s) Recognise that if this proposal were to be fully implemented in the city, the number of
patient contacts accessing the primary care service could be halved within a few years
from 1.5 million pa to 750,000, thereby solving the crisis.
t) Resolve to appoint a member of the public health staff team to study this my proposal, and
write a report on how the crisis could be solved by incorporating it into the operating
plans of the BHCC Clinical Commissioning Group (CCG).
u) Present that report at the next CCG board meeting on Tuesday 23.9.14.
v) Present that report at the next meeting of the Health and Wellbeing Board (HWB) on
Tuesday 14.10.14.
2 Summary of laudable conclusions regarding the Wellbeing Strategy
a) Congratulations to Paula Murray (Assistant Chief Executive, Brighton and Hove City Council,
BHCC) and Dr Christa Beesley (Accountable Officer, Clinical Commissioning Group, CCG) on
creating their report titled: ’Happiness: Brighton and Hove Mental Health and Wellbeing
Strategy’, (hereafter abbreviated to ‘the Wellbeing Strategy’) which was unanimously and
enthusiastically adopted at the Health and Wellbeing Board (HWB) meeting on 29.7.14.
b) I welcome the appointment of the Wellbeing Steering Group of 12 champions under the
leadership of Dr Tom Scanlon, (director of public health and wellbeing champion) which on
29.7.14 comprised Mr Vic Borril,( Chief Executive of the Brighton & Hove Food Partnership)
Mr Andrew Comben, (Chief Executive of Brighton Dome & Festival and Chair of the
Brighton & Hove Arts and Creative Industries Commission) Mr Tony Mernagh, (Chair of
Brighton & Hove Connected and Director of the Brighton Business Partnership) Mr Dave
Padwick, (Chief Inspector Sussex Police) Dr Darren Emilianos (GP from Woodingdean
Medical Centre) and Dr Becky Jarvis (GP and clinical lead for mental health)
c) I welcome the aims of the Wellbeing Strategy, in particular:
• to produce a single integrated strategy that encompasses mental health and

wellbeing for people of all ages,
• to create some clear goals towards improving mental health and wellbeing,
• to highlight the importance of preventative action, and create some simple guides to
enable people to help themselves,
• to engender a more holistic approach to the creation of wellbeing,
• the recruitment of more Happiness Champions.
d) I welcome the ‘establishment of an Innovation Fund which will be launched later this year
and jointly commissioned by the CCG and the City Council to bring in new partners and
resources to deliver on the aims of the strategy, change its name to a programme board
and continue to meet bimonthly, reporting annually to the Health and Wellbeing Board.’
e) I welcome the action plan, particularly section 8: ‘You want GPs to be able to offer nonmedical treatment options……Test out and evaluate social prescribing in general practice.’
Also section 13: ‘You would like increased access to counselling, talking therapies, and
mindfulness…….Reduce waiting times for talking therapies. Further promote the support
options available within the Wellbeing Service including mindfulness based CBT.’
f) The Strategy rightly puts the responsibility for wellbeing on the citizen, in the words in the
foreword: ‘Mental health is something that touches the lives of everyone, and the good
news is that there is much that everyone can do to improve happiness for themselves and
others…offering and signposting opportunities to take part in activities or events, or make
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lifestyle changes that will help them improve both health and happiness….it covers what
people can do to prevent ill health and promote happiness and wellbeing as well as
medical services that are specifically shaped and commissioned for mental
health.’
3 Summary of constructive criticism about the Wellbeing Strategy
a) While the Strategy is right that ultimately everyone is responsible for their own wellbeing
and happiness, it does not sufficiently acknowledge that patients need help to achieve
these outcomes, and pay their taxes for the NHS to employ physicians to this end. The
origin of the word ‘doctor’ comes from latin: ‘doctare’ to teach, as doctors are supposed to
be teachers. The old adage from the Bible is ‘physician heal thyself’, is true, as a sick
doctor cannot be a good teacher. The media is full of stories about the crisis in the NHS,
and of the crying need to improve the wellbeing and happiness of it’s staff, but the
Strategy does not even mention the need for the NHS to cure itself, so that it can heal
and cure patients.
b) The Strategy is not a strategy, and the Action Plan is not a plan, as there is no
quantification of how the good intentions will be implemented into impact of better
treatments for the million patients treated by the NHS every day.
c) The Strategy is just a ‘tick box’ exercise of compliance with the letter of the Health and Social
Care Act 2012.
d) The Strategy does not comply with the spirit of that law, so misses the point of having a
strategy, which is to improve public health by commissioning better treatments.
e) The treatments given daily to patients depend on the contracts let to providers, but the
strategy does not say anything about how those contracts are going to be changed to improve
treatments, particularly medication to meditation, as described below
4Summary of conclusions regarding my proposed solution to the crisis in primary care
a) I have long held the same aims as those of the Wellbeing Strategy, so 4 years ago (in
2010) I created the Social Enterprise Complementary Therapy Company
(SECTCo), whose mission is ‘provide patients with their statutory right under the NHS
constitution to National Institute for Clinical Excellence (NICE)-recommended
complementary treatment to promote wellness, prevent illness and remove health
inequalities in the city of Brighton and Hove’.
b) SECTCo’s vision is summarised in the slogan: ‘Medication to meditation. Give a man
pills and you mask his symptoms for a day. Teach him mindfulness meditation and he
can heal his life.’
c) SECTCo applied unsuccessfully in 2011 by a Pre Qualification Questionnaire to bid for
the Council’s Occupational Health contract. In July 2012 we bid unsuccessfully for the
Community Mental Health Support Prospectus, offering to run 200 MBCT 10 week
courses pa for 2.5 hours per week for £400 per patient. That offer still stands, and may
be seen on paper 9.72 of www.reginaldkapp.org.
d) Although not publicly funded, over the last 4 years SECTCo has run 16 NICErecommended MBCT courses for about 200 clients for donations. Brief case histories of
clients under pseudo names are shown in appendix 1, and the persons are willing to be
interviewed by arrangement.
e) Written feedback from 2 out of 3 of our clients (numbering 150, and available on
request) showed that their wellbeing improved, and some have been cured of their
conditions, including addictions to substance misuse.
f) This has resulted in them reducing their patient contacts, prescribing costs, adverse
drug reactions, hospitalisations, benefit claims and brushes with the criminal justice
system, which we believe has saved the taxpayer £1 million to date.
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g) Local GPs Duncan Wells from Wish Park Surgery and Susie Rockwell from Portslade
Health Centre support our endeavours, and refer patients to our MBCT courses, but
cannot pay us for our services, as the CCG has not contracted with us.
h) We are ready and willing to bid for a public sector contract to provide these services
when invited to tender. However, the CCG has told us in a written answer to a public
question on 20.5.14: ‘Whilst the CCG does not have any plans to run a procurement
exercise to secure additional MBCT at this point in time, we will continue to keep this
under constant review.'
i) A summary of a report by Exeter University (reproduced in appendix 2) shows that only
1 in 5 GPs believe that they can prescribe MBCT courses, although most would like to.
j) We believe that our proposed recommended above would meet the aims of the
Wellbeing Strategy, and also the provisions called for in the new NICE Guidelines PH49
summarised in appendix 3.
5 The Wellbeing Strategy is not a strategy,
The Wellbeing Strategy is an admirable statement of intent to improve mental health services,
but it is no more than that, and to call it a ‘strategy’ is a misnomer. The old adage: ‘the way to
hell is paved with good intentions’ is true, because statements of intentions can be used as a
distraction to avoid taking the actions necessary to implement the changes needed to fulfil the
intentions.
This avoidance is what the NHS has been doing for decades, and the writers of the Wellbeing
Strategy have done, despite my protestations at CCG Board, and HWB meetings earlier this year,
which were ignored. As always in previous documents (on which I have commented, see papers
on my website) the gap between intention and impact is vast, and has not yet been filled.
This is because the NHS has always been provider centred, and it’s 1.4 million staff are so
habituated to this, that they cannot understand the clear intentions of the Health and Social Care
Act 2012 to change the culture to make it patient centred. This is a paradigm shift, which the
public and most patients have got, but most of the NHS staff (including the authors of the
Strategy) have not.
The Strategy talks glibly in clichés about wellbeing and happiness, without mentioning the 30,000
depressed patients in the city on antidepressants. The primary care service is clogged up because
2,000 of these go to their doctor every day (40 per surgery per day) in a desperate and fruitless
attempt to find relief from their suffering, which is compounded by the side effects of the drugs
which they are prescribed. In 2011 banner headlines on every broadsheet said: ‘Prozac doesn’t
work.’
6 The action plan is not a plan
Although the so-called ‘action plan’ is a good start, (as acknowledged in paragraph 2 above) it is
not a ‘plan’, as it fails to state how the 30,000 depressed patients will be better treated as
a result of the plan.
To be a true ‘action plan,’ the number of patients to be treated each year, with which treatments
has to be stated, (for example by ‘providing 3,000 MBCT courses pa for them, and how these
courses will be contracted for, and funded from the prescribing budget’).
This detail is lacking, and the success of the plan in meeting the intentions cannot be measured,
and nobody can be held to account for failure. This is the way that the NHS has literally got away
with murder.
6

Above all, the Wellbeing Strategy fails to even mention the crisis in primary care, which it should
address, and make proposals to solve.
7 The Wellbeing doesn’t mention or address the

crisis

in primary care

The staff of the NHS who wrote the Wellbeing Strategy seem to be living in another world of their
own (an ‘ivory tower’) apparently isolated from the real world of citizens, patients, and the media
who report every day on the worsening crisis in primary care. The following is brief summary,
showing that the medical profession cannot even look after their own health (‘physician heal
thyself’) and walk their talk before they should attempt to heal and cure us patients.
a) GPs are caught in a ‘toxic NHS system’. A poll of 2,000 GPs published in Pulse in June 2013
showed that 97% said that they: ‘ did not think they were positively influencing people’s
lives or accomplishing much in their role’, and 43% were: ‘ at very high risk of burnout, ‘
b) A headline in the Guardian in April 14 said that 6 out of 10 were thinking of retiring early.
In July 14: ‘doctors leaving in droves’, with 109 GP practices said to be closing, of which
80 were in London.

c) The Independent, reporting a survey of 500 GPs by Pulse magazine said on 1.8.14:

‘ More than eight in 10 GPs now believe that their local mental health teams cannot cope with
caseloads, and nearly half said that the situation in their area had got even worse in the past 12
months…..
the amount spent on the services has been cut more severely than other sectors……
Mental health receives around 13 per cent of the NHS budget, but is estimated to represent more
than a quarter of the country’s disease burden………
Most GPs said that they are now having to deal with mental health issues which are beyond their
competence and required specialist help. Half of GPs said they had to step in “often or all of the
time” because local Improving Accessing to Psychological Therapies (IAPT) services were not able
to help a patient……….
Dr Maureen Baker, chair of the Royal College of General Practitioners, told Pulse that an “urgent”
review of funding allocations for mental health was required. “There is an urgent need to
reassess the way funding is allocated so that services in the community have
adequate resources to deliver more proactive, planned care to patients with mental
illness.” (my emphasis as it is what SECTCo was set up to provide in the community by the
community)
d) The NHS now sees 1 million patients per day, and the demand for primary care services at
GP surgeries and Accident and Emergency (A&E) departments has now risen to 300 million
patient contacts pa, or 40 patient contacts per day per GP. Neither service can cope with
this level of demand.
e) On 10.8.14 the Guardian said: ‘2 out of 3 mentally sick patients go untreated ‘ following the
death by suicide of actor Robin Williams.
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f) The report by the London School of Economics said 2 years ago: ‘750,000 depressed

patients go untreated.’
The following report was published on 25 June 2014 in Human Relations, 2014; doi:
10.1177/0018726714530012.
g) ‘Business experts say the UK’s National Health Service (NHS) is a failure, kept alive by

‘unconscious social demands that it could prevent disease and death if only it were wellrun. The reality is that it is doing neither, but still swallowing vast amounts of public
money.
h) This enormous misperception is caused by organisational blind spots that are the result of
a ‘perfect storm’ of unworkable policies and defensive behaviour, say researchers from the
universities of Warwick and Durham. The voices of people at the sharp end—such as

doctors and patients—are often unheard because of the implicit belief in the workability of
the NHS. (This is the ‘elephant in the room’ which is the title of this paper)
i) The decision-makers have an emotional investment in the NHS that renders them deaf to

complaints and voices of concern. “There is enormous pressure to demonstrate success,”
say the researchers, and this is leading to greater and greater material losses.
j) Telegraph 17.8.14 said: ‘Millions needlessly clogging up A&E – 12 million (70%) leave with
just advice. Around 12 million GP appointments are missed each year, costing the NHS

£160 million annually, yet at the same time 34 million people will fail to get an appointment
this year because their family doctor is overstretched.
k) It is easy to blame the government, and health has always been a political football.
However, with an election coming up, the NHS has now become a World Cup. Politicians
blame doctors for the crisis, and promise patients ‘an appointment next day’, and threaten
doctors who miss cancer with being ‘named and shamed’. This angers the profession, but
their only solution that I have seen reported is to ask for more money, which the nation
cannot afford.
The NHS belongs to the people who fund it through their taxes (us) so we need to solve the crisis
by identifying the cause, and eliminating it, as described below. However, the problem for society
is that the NHS is in denial of the fact that there is a crisis in primary care, and that mental
health services are failing doctors, patients, and taxpayers. This is the unacknowledged
‘elephant in the room.’
8 The problem for society – the NHS is in denial of the crisis, so has dementia
One of the symptoms of mental sickness is that the patient is in denial that he is sick. There is
not a word about the crisis in the Wellbeing Strategy (or in any other NHS document that I have
read) This is proof that the authors of it (together with all NHS staff, ex officio) are in denial of the
crisis. (see ‘Paper 9.66. ‘NHS in denial. Crisis? What crisis?)
In my deputation a year ago to full Council (18.7.13) ‘The NHS is mentally sick with dementia, and
needs healing before it is fit to treat patients.’ (see paper 9.60 of my website: ‘Curing the NHS and
depressed patients by mass-commissioning the mindfulness course’, dated 9.8.13) It was referred
to the Health and Wellbeing Board on 11.9.13, and the chairman, Councillor Jarrett replied: (as
minuted)
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“Improving mental health and wellbeing has been a priority for the City Council and the Clinical
Commissioning Group and there’s considerable joint work in pursuing the same. The 2013 Mental
Health Commissioning Prospectus was, as you know, a joint initiative between the Clinical
Commissioning Group and the City Council. You will also know that there is now a Brighton and
Hove Wellbeing Service which aims to improve access to psychological and support services for
people with common mental health conditions such as anxiety and depression. This contract was
awarded following a competitive tendering process and includes as part of the specification a
range of evidence-based treatments including Mindfulness Cognitive Behavioural Therapy.
General practitioners across the city are referring patients to this new service.
The city council and Clinical Commissioning Group will be retendering mental health promotion
contracts next summer following approval of the Public Health Commissioning paper at
P&R committee on 11th July 2013. The defined outcomes will reflect the mental wellbeing
strategy that is being developed through the Health and Wellbeing Board and is likely to
follow the Five Ways route: Connect, Be Active, Take Notice, Keep Learning, Give
and the Public Health, NHS and Adult Social Care outcomes frameworks. Many other
locally commissioned programmes across the City Council and Clinical Commissioning
Group deliver on Five Ways. These include joint work of Public Health with the Sports
Development Team, Be Active, considerable City Council and Clinical Commissioning
Group community development and equalities work, Connect, Adult Learning Schools,
Keep Learning, Volunteer training and coordination, Give, and a large arts and culture
programme, Take Notice, including a proposal for specific arts and culture work for World
Mental Health day this year.
Mindfulness courses are also delivered independently by several local voluntary organisations
such as Mind and MindOut, and you will be aware that there are several local independent
practitioners of mindfulness. The City Council and Clinical Commissioning Group will
continue to work together on the mental health and wellbeing agenda, and promote
mindfulness where there is evidence for its effectiveness. Mental wellbeing will
remain a priority on the current Health and Wellbeing Strategy. I should emphasise that
Health and Wellbeing Board is a Council committee. It cannot instruct the Clinical
Commissioning Group to do anything nor would it wish to. We work in partnership.”
The problem for society is summed up in the Biblican saying: ‘physician heal thyself’ before
you can heal patients. The NHS needs to be healed and cured of it’s dementia and denial of the
crisis. This is a hypnotised state.
To cure the NHS means waking it up out of it’s hypnotised state. I hope that the councillors on the
Health and Wellbeing Board, and the non-medical champions on the Steering committee will do
this, as described below.
9 The cause of the crisis - over-prescribed drugs
The cause of this crisis is that most NHS treatments (drugs) generally do more harm than good.
Studies show that only 12% of drugs are effective, and 88% are either ineffective or harmful with
side effects. (Source What Doctors Don’t Tell You, (WDDTY) Feb 2014)
The commonest complaints, with which 2 out of 3 patients present in primary care, (each 100
million patient contacts pa in England, totalling 200 million pa) are anxiety and depression and
low back pain. GPs have no effective remedies that heal and cure these conditions, so all they
can prescribe is antidepressants and pain killers respectively.
These drugs do not even claim to cure these conditions. They only mask the symptoms, so are
supposed to be just a short term palliative for a few weeks until the patient changes their lifestyle
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to cure themselves. This often works, but can also often result in the patient becoming addicted to
the drug, and the ‘cure’ becoming worse than the disease.
NICE guidelines says that antidepressants should not be offered as a first resort for people with
mild/moderate depression, and says that such people should be referred for talking therapies,
such as CBT’.
10 The GP’s problem – There Is No Alternative (TINA) to drugs
GPs know all this better than I do, but generally have no alternative but to offer drugs to patients,
unless they are suicidal, when they may be offered CBT or a MBCT course. However, they cannot
generally prescribe talking therapies, as so few are commissioned, so keep on writing repeat
prescriptions for antidepressants for years or decades. Patients become addicted to them, so
cannot stop taking them, even though they hate them, and want to give them up.
They have harmful side effects, which make patients keep coming back, clogging the system. For
example, a new study published in June 2014 found: ‘ women who take antidepressants when
they are pregnant are twice as likely to give birth to an autistic child, ‘ This is why, (for the want
of access to effective talking therapies), drugs are massively over-prescribed, generally doing
more harm than good.
A billion monthly prescriptions were written last year, which suggests that 20 million patients (1
in 3 of the population) are on 5 drugs continuously. Drug 1 is prescribed for the condition, and
drug 2 is prescribed for the side effects of drug 1, and so on. Nobody knows what the effect is of
a cocktail of 5 drugs, but they are clearly making patients sicker, and costing the taxpayer more
than £15 bn pa.
As a billion monthly prescriptions are written pa, the average cost of a prescription is £15. The
average cost pa of 5 drugs pa is £15X12X5=£900 pa.
There are 30,000 GPs running CCGs and spending £65 bn pa on 300 m patient contacts pa. This is
10,000 patient contacts pa per GP, who has a budget of £2 m pa, or £200 per patient contact. If
many patient contacts are un-necessary (as many commentators say, see appendices 5 and 6) the
Wellbeing Strategy should aim to reduce them. I advocate adopting a target of halving them,
which theoretically could save up to £30 bn pa, and improve health outcomes.
11 The NHS is a toxic system, poisoning patients at taxpayers expense
Adverse drug reactions are hospitalising a million patients annually, and killing 80,000160,000 pa. This makes iatrogenesis (doctor-induced harm) the biggest killer, exceeding heart
disease and cancer. I say more about this in paper 9.74 ‘From death by medication to wellbeing
by mindfulness meditation’ on the above website.
Sir Robert Francis (author of the Francis report on Mid Staffs hospital in Feb 2013) said in June
2014 reported in the Telegraph: if the NHS were an airline, its planes would be falling out of the
sky. People pay their taxes and go to their doctor to be healed and cured of their conditions, not
to be poisoned and killed by drugs. It is time to change this system from medication to
meditation, as this report advocates.
However, before describing the solution, (mindfulness courses) I first need to describe the
psychology of political correctness, known as the ‘elephant in the room’ (see cartoon below) The
medical profession is in denial of the fact that overprescribing of drugs is the cause of the crisis
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in the NHS. This is their ‘blind spot’, and the reason for their dementia, so is a taboo which I am
now breaking.
Historically, since about 1900, when drugs were first manufactured and sold, they became the
‘magic bullet’, so are a ‘sacred cow’. Drugs replaced bloodletting as the treatment of choice, which
had previously held sway for milenia. To ask the medical profession to come into the 21st century
and accept talking therapies may therefore be a big ask, but they are dying a decade early for this
belief, so have the most to gain from the change.
This reminds me of a joke: ‘why do doctors have a decade less life expectancy than average, and
pharmacists have a decade more? Because living on a pedestal is not healthy, and pharmacists
never take anything that they dispense because they read the patient information leaflet in every
packet.’

PART 2 THE SOLUTION OF MINDFULNESS
MEDITATION COURSES
12 Breaking the taboo by acknowledging the elephant in the room as over-prescribed
drugs, (such as antidepressants)

Western governments have known for decades that drugs are over prescribed, and do more harm
than good. However, solving this problem is very difficult, as the whole medical profession and
perhaps 1 in 3 of the population is addicted to them. Addicts deny that they have a problem,
which is known as ‘the elephant in the room’ , as the consequences are enormous.
To ‘end the Prozac nation’ was the laudable intention of the American government more than a
decade ago, and the English government adopted the same slogan 8 years ago in 2006, when the
Labour health secretary Patricia Hewitt launched the Improving Access to Psychological Therapies
(IAPT) programme with all party support.
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However, IAPT has not achieved it’s objective, as antidepressant prescribing has since nearly
doubled from 30-54 million monthly prescriptions pa. This means that there are now 2 million
more patients on antidepressants than there were 8 years ago, despite banner headlines 4 years
ago: ‘Prozac doesn’t work, following publication of Irvine Kirsch’s book in 2009: ‘The Emperors
new drugs’ , after a lifetime of research.
13 Why IAPT failed – CBT is only effective in 1 in 10 patients
IAPT failed not because drugs are better than talking therapies, but because the talking therapy
adopted was one to one Cognitive Behaviour Therapy (CBT) This is very expensive in therapist’s
time, as many patients need weekly sessions for years, and it has only been found effective in
about 1 in 10 patients. Commissioners are rightly reluctant to commission it, and GPs are reluctant
to prescribe it. Furthermore, in Sussex the waiting time is 5-6 months, and patients are
sometimes told at the outset that they may be rationed to only 6 sessions, which is not conducive
to healing.
The real reason for the current crisis in the NHS is the doubling of the number of patients
poisoned by antidepressants to more than 4 million. This is in addition to the doubling of the
number poisoned by other drugs (such as statins) of more than 10 million. This number is
calculated from the billion monthly prescriptions that were issued last year. This implies that 20
million patients in England are on 5 drugs continuously, of which only 12% are effective, and 88%
are ineffective or harmful.
Summarising, the crisis in the NHS is caused by the poisoning of up to 20 million patients
with over-prescribed drugs. The solution is to offer patients the alternative of prescriptions for
effective talking therapy, which teaches them how to take responsibility for their own health,
as described below. This would restore the medical profession from it’s hijacked position in society
as ‘pill pushers for the drug companies’ to it’s rightful place, as implied by the name: ‘doctor’,
which comes from latin ‘doctare’ to teach.
14 The panacea solution – mindfulness courses
Luckily there is a talking therapy which is 100 times more cost effective than one to one CBT,
but which has been ignored by the medical profession. It is called the Mindfulness Based
Cognitive Therapy (MBCT) 8 week course.
Like CBT, it also has the gold standard of evidence, having been awarded NICE recommendation
for patients who have suffered 3 previous bouts of depression in 2004 in Clinical Guidelines CG23
(Dec 2004). It has since been updated in CG123 (May 2011) and has been found effective in
many other conditions, such as Irritable Bowel Syndrome, low back pain, and addictions.
The MBCT course incorporates the principles of CBT, but also teaches patients mindfulness (which
is watching their breath) so that they can access the Altered State of Consciousness (ASC) called
meditation. This improves it’s effectiveness to 2 out of 3 patients, making it 7 times more effective
than CBT. Furthermore, one facilitator can teach up to 15 patients in a class, all of whom also
receive peer support from the others. This makes MBCT 7 X 15 = 100 times more cost-effective
than one to one CBT.
The solution to the crisis is therefore to mass-commission the MBCT course to reduce the waiting
time from over 20 years in Sussex to a few weeks, by adopting the proposals set out in this paper.
The costs of these courses should be taken out of the prescribing budget, which gets a double
benefit for the taxpayer and doctors – the avoidance of the poisoning of up to 20 million patients,
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and the provision of education in self help techniques, which reduces their dependence on the
NHS, and other public services.
15 Reduction of health inequalities by providing free NICE-recommended CAM on the
NHS
The Marmot report (2010) showed that the rich suffer long term conditions (LTCs) 18 years later,
and die 9 years later than the poor. This is unacceptable health inequalities, and political pledges
to eliminate it have all party support. However, hitherto, nobody has identified the root cause of
health inequalities, which is the prerequisite of reducing and eliminating them.
The cause of health inequalities is that the rich can and do access Complementary and Alternative
Medicine (CAM) because they can afford to pay for them, but the poor can’t afford them, so suffer
the consequences. Basically CAM teaches people how to take responsibility for their own (and
their family’s) health. This is mostly done by attending courses and classes such as yoga and
MBCT.
The obvious way to eliminate health inequalities is to make the best of CAM (NICE-recommended)
free at the point of use on the NHS. The charity: ‘Foundation for Integrated Health’ (FIH)
campaigned for this for nearly 20 years between 1993 and 2010. In 2000, they achieved the
Warner report by the House of Lords Select Committee, and conducted polls which showed that 3
out of 4 patients want free CAM on the NHS.
As the public pay for the NHS in their taxes, and ‘he who pays the piper should call the tune,’
there is an overwhelming moral argument that NICE-recommended CAM should be provided
free on the NHS. Public sector contracts to provide treatment can only be let to corporate
bodies, which is why I created SECTCo in 2010 to bid to provide them.
Prince Charles was the patron of FIH charity, and made this point strongly in his keynote address
to the health ministers of the world 8 years ago, in May 2006. His speech got front page media
coverage, but was ridiculed by the medical establishment. They accused him of abusing his royal
position by meddling in politics, thereby shooting the messenger and ignoring the message.
However, he was absolutely right that the solution to the NHS crisis is the integration of the best
of CAM.
Many other commentators have stressed the importance of involving patients in their own care,
but giving them community support. NICE guideline Public Health PH 49 does this, summary
reproduced in appendix 3. See also: ‘Inequality is our greatest challenge’, by John Ashton
(President of the UK Faculty of Public Health), reported in the Guardian, 3.7.14, reproduced in
appendix 5, and the Charter for Community Development in Health, reproduced in appendix 6,
which shows that for every £1 invested in community, £15 could be saved in public service costs.
16 Refusal to grant 30,000 depressed patients their statutory right to a MBCT course.
The problem is that CAM is still shunned by the medical establishment, who have been
brainwashed by the drug companies to believe the Victorian myth that all CAM is quack remedies
practiced by charlatans.
As with other deniers, NHS commissioners simply ignore (and refuse to look at) the evidence that
at least 6 CAM treatments have already attained the gold standard of evidence, (NICE
recommendation) and are therefore clinically appropriate and indicated for up to 3 out of 4
patients in primary care. These treatments include MBCT courses for depression, Irritable
Bowel Syndrome (IBS), and low back pain, when spinal manipulation has failed. Also spinal
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manipulation, acupuncture and Alexander Technique as the first treatment of choice for low back
pain. Details are given in earlier papers of mine, published on my website.
Commissioners hitherto have bought token amounts of these CAM treatments so that they can
tick the box: ‘complies with NICE guidelines’. However, the amount contracted for is so small that
waiting times for these treatments are measured in decades. They claim ‘compliance’ with the
letter of the law, but they do not comply with the spirit of the law, which is to give patients their
statutory rights within reasonable access times (such as 18 weeks, as required from 1.4.15 for
mental health) so are guilty of wilful legitimacy deficit of non-compliance dressed up as
‘compliance’.
CCG commissioners were called to account by the chairman of NICE (Sir Michael Rawlin) did 2
years ago, when he said publicly on the Today programme (2.8.12): commissioners who fail to

commission enough NICE recommended treatments are breaking the law, and are vulnerable to
be put in the hot seat of judicial review without a legal leg to stand on.
17 Answers to my public questions
For years I have been drawing the attention of the PCT and CCG to this apparent legal blind
spot, and their vulnerability to be challenged, but they claim verbally in answers to my public
questions that they are fully compliant with the law. However, Dr Geraldine Hoban (chief
operating officer of the CCG) did admit verbally at the CCG board meeting on 22.7.14 that
depressed patients do have the statutory right to the MBCT course.
I also asked a public question about this at the HWB on 29.7.14, and the following is an extract
from the draft minutes of the meeting from the Council’s website, with my emphasis:
14.2 Mr John Kapp asked the following question: ‘ Patients’ statutory rights “Please will the
HWB confirm that the 30,000 depressed patients in the city have the statutory right under the
NHS Constitution to a NICE-recommended Mindfulness Based Cognitive Therapy (MBCT) 8 week
course if their doctor says it is clinically appropriate?”
The Chair gave the following response: “Mindfulness Based Cognitive Therapy is one of a range of
evidence based therapies offered by the Brighton and Hove Wellbeing Service for the treatment of
depression in people who have experienced depression on 3 or more occasions (in keeping with
NICE Guidance). The Wellbeing Service offers 9 week courses of MBCT and there is currently no
waiting list for this service.”
14.3 Mr Kapp stated that there were only two facilitators for the Brighton and Hove Wellbeing
Service. He asked if the answer to his first question regarding eligibility was yes or no.
14.4 The Chair replied that patients did have a statutory right to NICE recommended MBCT
courses if this was considered appropriate treatment.
14.5 Tom Scanlon informed Mr Kapp that courses were run three times a year for 12

persons. There was currently no waiting list. Clinicians needed to make a judgment as
to whether MBCT was an appropriate option for patients.
14.6 RESOLVED- That the written question be noted.’
This answer show that the CCG is passing the responsibility for clinical appropriateness onto local
GPs, but without acknowledging that they have only commissioned 36 MBCT course places pa for
30,000 depressed patients in the city.
This answer shows that the CCG continue to refuse to admit the scale of mental sickness in the
city, which is 30,000 depressed patients on antidepressants, of whom only 1 in 1,000 can be
granted their statutory right to a MBCT course, and 999 are left wanting. This show that they
continue to deny the crisis caused by the over-prescribing of drugs, making it an ‘elephant in the
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room’ issue, that is not acknowledged, nor addressed, and no solution is even considered, let
alone implemented.
As I write, the news is full of the shame of Rotherham council and police, who systematically
turned a blind eye to 1,400 girls who were sexually abused over 5 years by mainly Muslim men.
This is another example of an ‘elephant in the room,’ which has at last been acknowledged, and
those responsible are being held to account.
18 MBCT courses are Complementary and Alternative Medicine (CAM) which is the
alternative to drugs (the elephant in the room)
A few years ago I was at a conference at the Kings Fund in London, when Stephen Dorrell MP,
then chairman of the Health Select Committee was addressing a conference on integrated care. I
asked him: ‘what about the integration of the best of complementary care, as Prince Charles
called for in his keynote address to the health ministers of the world?’
He answered: ‘ In the interests of safety, I will not answer that question.’ He spoke in a frightened
voice, as if we were a lynch mob who would string him up on the nearest lamppost if he even
mentioned CAM. This answer indicates the enormous emotional charge surrounding CAM, and the
way that the drug companies have brainwashed (hypnotised) the medical profession of the world.
David Tredinnick MP (as a member of the Health select committee) has been championing CAM.
On 8.5.14, the back cover of the Health Service Journal showed a cartoon of him saying:
‘I envisage a time when homeopathic treatment will be commonplace on the NHS.’ Two pink pigs
are seen flying over his shoulder. It is reproduced in paper 9.74 ‘From death by medication to
wellbeing by mindfulness meditation’ dated 20.5.14.
The rich buy CAM because it is safer and more effective, with no side effects or adverse drug
reactions (ADRs). To solve most of the problems in the NHS, all that commissioners need to do is
to drop the above prejudices, and integrate the best of CAM into NHS treatments, namely NICErecommended ones, such as the MBCT course.
I have been saying this for many years to PCT and CCG commissioners, but none of them can
receive this message, or engage with me in any way (even to tell me I am wrong) because of this
hypnosis. That is why I am calling on people who do not suffer from this hypnosis (the councillors
on the Health and Wellbeing Board, and the non-medical champions on the Wellbeing steering
group), to look at the issues with fresh eyes, and open minds, and redesign mental health services
in the interests of patients and taxpayers, as below.
19 What is mindfulness, and how does it work as a panacea to create wellbeing and
cure mental sickness?
Doctors are not the only ones to be hypnotised disfunctionally. Most of us live in a hypnotised
state of mind, living in the past or future, ruminating on past problems, and worrying about future
anxieties.
The staff in the NHS have been hypnotised in their training to believe the ‘medical model’ in which
only the body exists, and neither the mind nor the soul exist. We are mechanical machines, which
once we have a Long Term Condition (LTC) we are broken and cannot be fixed. Our body
chemistry therefore need to be managed with drugs for the rest of our lives. This is good for
trade, as ‘a patient cured is a customer lost.’
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This is provider centred, and is an out-dated Victorian belief, which neuroscience and quantum
physics has disproved a century ago when Pavlov established the mind/body connection with his
experiments on dogs. Doctors with this belief system are contemptuous of mentally sick people,
who they see as malingerers. Patients pick up this patronising attitude immediately, and naturally
resent it, as it is the opposite of healing. It is bad for the doctor too, and accounts for the high
burn out rate.
To explain the new paradigm, I tell the participants in my MBCT classes that we are basically
energy waves which have condensed into particles of matter in our bodies, like everything else in
the universe. I explain this using the computer system model of humanity, which extends
Decartes’ mechanistic model. (see figure of computer system below)
Our body is our hardware, our mind is our software, our soul is our operator, and spirit (life force,
chi, prana, etc) is the internet, together with it’s infrastructure of power supplies, and
technological support systems.
Sickness is dysfunctional software programming from trauma, which is often inherited from our
ancestors, creating disharmony (incompatibility) between our component parts, which cannot talk
to each other as they should, and are sometimes a war zone.

Healing is downloading more functional attitudes (software), which can only be done in
meditation, in which we go beyond our mind. We can then access the cosmic internet, in which
everything is known, and can be brought into consciousness for healing, as we do in family
constellations.
Mindfulness cultivates the practice of living in the present moment, in the here and now, by
watching our breath, which centres us. As with any practice, being mindful eventually becomes
automatic, as our brain rewires, so we don’t have to think about it any longer. Doing this practice
becomes a virtuous circle, the more we do it, the easier it gets, and the better we feel, and the
happier we become. Our physical health improves.
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We learn in the MBCT course that we are not our body, or our mind (thoughts) or our
emotions (heart) but our soul (consciousness, awareness, inner self, higher self, being, etc)
Applying this approach to the issue of healing our citizens. In our city of Brighton and Hove, we
have about 300,000 people, which is one 200th of the population of England (62 million) We also
have about 150 GPs working in 46 practices, which is one 200th of the total of 30,000 GPs and
10,000 practices in England. Pro rata, our GPs have about 1.5 million patient contacts pa.
20 The evolution of mindfulness as a public health intervention
‘Mindfulness’ is a translation of the Buddhist practice called ‘vipassana’, which is Sanscrit for
‘awareness of the breath’. The benefit of this practice was discovered by the Buddha 2.5 millennia
ago. Studies have shown that watching the breath on a split screen with whatever else one is
doing improves our performance, because it grounds and centres us in the present moment in our
body. This is the way that all animals are, and it maximises their performance. It is only man who
lives in his head disfunctionally, because he is screwed up in his mind.
Dr Jon Kabat-Zinn introduced mindfulness as a public health intervention in 1979 in Massetusetts
Medical School in the USA. He called it Mindfulness Based Stress Reduction (MBSR) and presented
it as an 8 week course for 2 hours per week. It has since swept the world, because it works.
Dr Mark Williams introduced it into Bangor University in 1995 and rebranded it MBCT. He
organised trials on it on patients who had had 3 previous bouts of depression, and showed that it
halved their 5 year relapse rate, which was a far better outcome than any drug had achieved. It
was awarded NICE recommendation in 2004 under Clinical Guidelines 23, repeated in 2011 as CG
123. It is also recommended when other interventions have failed for Irritable Bowel Syndrome
under CG 81, and low back pain under CG 88, so should be considered for most patients in
primary care.
Mindfulness courses have since been tried and found effective in improving performance in all
areas of life, so have spread rapidly throughout the world. It is now being taught in schools,
(www.mindfulnessinschools.org) at both secondary and primary level, and in the Houses of
Parliament, where there is an all-party group considering how it can be mainstreamed into all
walks of life, including the PHSE curriculum in schools. Goldie Hawn spoke about it to the
Economic Summit in Davos last January 2014.
In Jan 2010, the NHS Constitution was adopted into law, and gives patients the statutory right to
NICE-recommenced treatments if their doctor says it is clinically appropriate. The author believes
(and has been saying publicly) that the MBCT course is clinically indicated for all depressed
patients on antidepressant medication, so they have the statutory right to be offered an MBCT
course. That statutory right was confirmed verbally by Dr Geraldine Hoban at a CCG Board
meeting on 22.6.14 in answer to a public question by the author.
In April 2011 a Department of Health (DoH) conference was held in Manchester attended by 200
people, in which 5 former drug addicts publicly presented on how they had been able to quit their
habit after a MBCT course by Breathworks. I was not there, but a colleague was, and told me.
However, I was in the audience in a DoH conference in London in 2012 when a director of DoH
said publicly: ‘one of my clients was a drug dealer, and he is now sharing a platform with me,
telling others how they can quit the habit’. I have also treated drug addicts and dealers who have
quit as a result of my courses.
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The MBCT course was introduced into Sussex Partnership Foundation Trust (SPFT) about a
decade ago by clinical psychologist Brenda Roberts, who founded the Mindfulness interest
Network. They held bimonthly meetings from 2005, which the author attended from 2006,
becoming the secretary from 2008-11, when it folded for lack of a chairman from SPFT.
However, commissioners were slow to commission and provide MBCT courses in the NHS in
Sussex. Until 2010 there was only one facilitator (Robert Marx) commissioned to run 4 courses pa
for up to 20 patients per class (80 patient places pa) for the whole of Sussex with population of
1.5 million and 160,000 depressed patients, so the waiting time was 2,000 years. I said this
publicly, when people would laugh, but the waiting time is still over 20 years, as shown below.
However, in the private sector, mindfulness classes are abundant, and run frequently (mostly as
evening classes) for those who can pay the going rate from £120- 200, although the Priory charge
£370. I took a course in 2008 for £185, and it transformed me. I took the teacher training from
Oxford University in 2009, and have been facilitating courses since 2010, and have run 15 courses
for about 200 people to date.
21 Public provision of MBCT courses in Sussex and Brighton and Hove since 2012
In 2010, Robert Marx was appointed as mindfulness trainer for SPFT, and has since trained about
40 clinical staff of SPFT as mindfulness facilitators, some of whom are commissioned to run
courses in Sussex. I have tried unsuccessfully to find out how many courses are run for how many
patients, but assuming that 30 facilitators run 20 courses pa for 13 patients per course, 8,000
patient places pa are commissioned in Sussex. As there are 160,000 depressed patients (10% of
the population) all of whom have the statutory right to be offered a course, the waiting time is 20
years. The average patients can get a course in 2034, unless they are suicidal, when they can get
one sooner. I have said this publicly, when people laugh, but commissioners do not believe me,
and do nothing about it. Dr Xavier Nalletamby told me to my face at a HWB meeting that I was
wrong, but neither he, nor anybody else has showed me the error of my beliefs, hence I go on
writing papers like this one.
The Brighton and Hove Wellbeing Service started 2 years ago in July 2012. It now (2014)
employs 2 MBCT facilitators who were trained by Robert Marx, and who qualified at the end of
2013. I asked Tom Scanlon to find out how many, and he said publicly on 5.8.14 that they are
commissioned to run 3 MBCT courses for up to 12 per course, which is up to 36 patient places pa
for the city.
As mentioned, I asked public questions about this at the CCG Board on 22.6.14, and the Health
and Wellbeing Board (HWB) on 29.7.14, and the official answer keeps getting repeated like a
mantra: ‘there is no waiting list for this course, because it is undersubscribed.’ (see the draft
minutes of the HWB meeting on 29.7.14 reproduced in paragraph 17 above.
Nevertheless, neither Dr Tom Scanlon, nor any commissioners acknowledge that the MBCT course
is clinically indicated for all the 30,000 depressed patients in the city on

antidepressants and that the Wellbeing Service is only treating 1 in 1000 of the
indicated potential demand, leaving 999 without being given the option, thereby
denying their statutory right to a course if they want one.
It also denies GPs the right to prescribe a MBCT course to anyone who is not suicidal, which is
crippling them, as described in paragraph 7 a), b) and c)
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This answer indicates that there is a disconnect between the perceived supply and demand for
the MBCT course. GPs want to prescribe MBCT courses, but cannot do so because they perceive
that the waiting time is too long. Commissioners of mental health services, Anne Foster, and Anna
McDevitt, perceive no demand, so commission very little supply. This is a catch 22, which is
described further in paper 9.71 ‘Ending the Prozac nation with outcome-based contracts by
voucher prescription for mindfulness courses.’ 6.3.14.
The Wellbeing Service is stuck on the IAPT model, so concentrates on the provision of one to one
Cognitive Behaviour therapy (CBT) which is only effective in about 1 in 10 patients. However, as
mentioned above, the MBCT course (which is basically Mindfulness CBT) is effective in 2 out of 3
patients, and is taught in a class of 15 patients, so is 100 times more cost effective than CBT.
22 Solution to the crisis – ending the Prozac nation by outcome based contracts for
MBCT courses.
The intention of IAPT in 2006 was to ‘end the Prozac nation’ with one to one CBT, which did not
work, as antidepressant prescribing has since doubled. However, it could succeed if the main
treatment of choice was changed to the 8 week MBCT course. A system should be devised
whereby GPs could prescribe it as easily as Prozac, and patients should be able to access a course
near their home within a few weeks. This course should be mass-commissioned from money
displaced from the prescribing budget, as it is a better treatment for mental sickness than
antidepressants and antipsychotics.
The contracts for provision of the course should not be like the present contracts with SPFT and
the Wellbeing Service, which are performance based block contracts for fixed terms of 3-5
years. This method of contracting is provider-centred, and gives providers a monopoly of provision
over Sussex and the city respectively. This type of contract dis-incentivise healing and curing, and
are one of the reasons for the crisis, as they simply don’t work for patients or doctors, as
described in more detail in paper 9.71 above.
The new contracts for provision of the MBCT course should be outcome-based contracts, which
are patient centred, and incentivise the provider to heal and cure the patient. They should be for a
tariff price per patient treated (such as £400 for a 10 week MBCT course of 2.5 hours per week,
and £1,000 for a package of supporting meditations of 9 hours per day for 10 weeks, as quoted
by SECTCo)
23 The co-determinants of health should be addressed by social prescribing
The contracts should also address to co-determinants of wellbeing, namely housing, education,
social care and health. SECTCo are planning to do this by acquiring the use of 2, Boundary Rd
Hove BN3 4EH in addition to our present premises at number 3, for creation of staff housing, and
employment training, thereby integrating these services under one roof. This is in accordance with
the Charter for Community Development in Health, by NHS Alliance, July 2014, reproduced in
appendix 6.
Providers should be paid by results in arrears on presentation of the voucher prescription,
completed by the patient and signifying that the course was satisfactory, and that that they would
recommend the course to their friends and family. In this way quality monitoring will be built in
The procurement procedure should be changed from Pre-qualification Questionnaires (PQQs)
lengthy tender documents, to brief statements of standards required (such as the course shall be
for 2.5 hours per week for 10 consecutive weeks) and the tariff (as above)
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Tenderers should register their intent to provide courses at designated venues, (preferably
meditation centres close to GP surgeries) and negotiated contracts awarded to all those who meet
the criteria. This will establish a free market in MBCT courses, in which good providers will
thrive, and bad providers will go to the wall for lack of customers.
The Wellbeing Strategy should not just be an expression of good intentions (as is the CCG
Strategic Plan 2014/19 and Operating Plan 2014/16, which perpetuates the disconnect between
intentions and impact in ‘business as usual’) but should be amended to add the following:
a) Recognise that public services (Housing, Education, Social Care, NHS) are presently failing
to improve public wellbeing because they operate in silos, and do not properly address the
b) Set out a 5 year plan showing how those public services are to be integrated to address
those co-determinants, by pooling the budgets (totalling about £1 bn pa in the city)
c) Implement the plan by re-letting new outcome-based contracts accordingly (rather than
ticking the box ‘has a wellbeing strategy’ and ignoring it to gather dust on a shelf.
It will then comply with the spirit (as well as the letter) of the Health and Social Care Act 2012,
(HSCA) which is to improve public services and public health outcomes at less cost to the
taxpayer. Under it, the democratic deficit in health was filled by the creation of Health and
Wellbeing Boards (HWB) in every Local Authority which oversee the whole of public expenditure,
in order to integrate all public services to get best value for service users and taxpayers.
One of the new statutory requirements of the HSCA is that every Local authority has to have a
Wellbeing Strategy, which is the subject of this paper. A draft Strategy was submitted to the last
HWB on 5.2.14, which meeting I attended in the public gallery. The draft was accepted without
much discussion.
24 The 5 steps to wellbeing should be formally taught to patients in MBCT courses
After the HWB meeting on 29.2.14, I wrote to Dr Geraldine Hoban saying that I welcomed the
document as having admirable intentions, as set out in the 5 steps to wellbeing, as follows:
a) Connect through social and community links.
b) Be active physically.
c) Take notice with curiosity about the world and how you are feeling.
d) Keep learning with new interests, education and employment.
e) Give by joining in and/or giving something back to the wider community.
These are admirable ideas, (which are on a par with the ‘Eat 5 a day’ campaign for a healthy diet)
and it is right that the promotion of them should be at the core of the Wellbeing Strategy. Like the
‘Eat 5 a day’ campaign, the Strategy should promote them to the citizens of Brighton and Hove
with a public education campaign, which teaches how to do them.
This is primarily the job of the Education department. However, it needs to go further than just an
education campaign to beneficially affect public wellbeing. However, self care is not learned by
reading a pamphlet (although pamphlets are needed) but by continuous learning with courses
such as the MBCT course, which gives patients 25 hours over 10 weeks.
To close the gap between intention and impact, public services have to be redesigned to
teach the poor the 5 ways of wellbeing. (the rich already learn them through yoga classes etc)
For example, the ‘5 a day’ campaign made little impact in children until Jamie Oliver’s programmes
on TV influenced the provision of healthier school dinners, and resulted in the contracts for school
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dinners being relet to alternative providers who properly understood the way the meals were
presented.
In the same way, the 5 ways of wellbeing should be integrated into housing, social care and
health, by re-letting the contracts to contractors who properly understand them, (such as my
company – SECTCo).
25 How SECTCo’s MBCT courses meet the Strategy’s 5 ways of mental wellbeing
The 5 ways of mental wellbeing are met by SECTCo’s MBCT courses as follows:
a)Connect through social and community links
SECTCo courses create a supported group atmosphere, including a buddy system, in which
participants (such as patients referred to us) connect with each other socially, before and after,
and in the refreshment breaks, particularly if the option of the enhanced sandwich course is taken.
We have been running this programme at our own therapy centre at 3, Boundary Rd Hove BN3
4EH, which is an open house for participants to meet, drink, eat and socialise together.

b)Be active physically.
The sandwich course offers dynamic and kundalini, which are active meditations done on the feet
(dancing) to music lasting 1 hour from CDs. During the MBCT course we have yoga and tai chi
exercises, and stretch breaks, and participants stand and move around during the refreshment
breaks. We encourage participants to travel to the centre on foot or cycle, swim together in the
sea, and sail on our dinghy at Shoreham sailing club.
c)Take notice with curiosity about the world and how you are feeling.
The main activity during the MBCT course is practicing looking inwards with curiosity and without
judgement at our thoughts and feelings. Each participant shares what they find with one other in
a diad, and optionally also with the whole group. The facilitator holds the space, and encourages
active engagement of each participant by inviting them in turn to read a paragraph from the
course book, and discuss their thoughts and feelings about it.
d)Keep learning with new interests, education and employment.
The SECTCo MBCT course book (about 60
pages, available on request) has many ways to
help ourselves to become more resilient. We
encourage participants to challenge their
conditioned beliefs, and change them if they
no longer serve. SECTCo is a group run by the
community for the community, and is open to
all. We invite participants to join our board of
directors, and become facilitators and
managers, hence co-creating employment
possibilities. Our Memorandum and Articles
and rules for directors are available on
request.
e)Give by joining in and/or giving
something back to the wider community
SECTCo is a group of people from the community in the city who have got together because they
are all seeking mental wellbeing, and healing from stress and sickness. This increases the social
21

capital in the city. Most of our board of directors are former participants, and complementary
therapists, making us clinically led. Hitherto, no-one has been paid, and everyone has given their
time freely and voluntarily. The price of all our courses has been donations, so that no-one has
been excluded from attending courses by inability to pay. One grateful participant gave us free
use of his shop at 3, Boundary Rd, which we have been using rent-free for nearly 2 years.
26 Case histories of participants in SECTCo’s courses
SECTCo has run 16 MBCT courses (each of 10 weeks) for the 4 years of our existence to date, for
about 200 participants. We invited the director of public health, Dr Tom Scanlon, (who is a GP in
West Sussex 1 day per week) to a meeting on 5.8.14 at our meditation centre at 3, Boundary Rd
Hove. A dozen of our participants were present, and I invited Tom to interview them, which he did
as if they were patients. Each in turn gave Tom their own brief case history, including the
following case.
She (Ann, not her real name) said that she had alcoholic, violent parents, and was diagnosed in
childhood with ADHD and fibromyalgia. She had long bouts of chronic depression, was
agrophobic, and needed a daily social worker for years. She was on 30 tablets costing over £100
daily. (£40,000 pa) She was referred to a MBCT course in West Sussex, but found it helpful, but
too prescriptive. Since Jan 14 she did SECTCo’s 10 week MBCT enhanced sandwich course,
followed by the facilitator training, and is now qualified as a facilitator and is ready to run courses.
She said that SECTCo had enabled her to manage her emotions, and take herself off all her
medications a month ago (beginning of July). She now feels mentally clearer, and had been
discharged by her consultant the day before. I believe that she had been costing public services
over £100,000 pa for decades, and that her future need will be less than the average of £3,000
pa.
Others participants described how drugs such as Prozac had helped them to cope temporarily, but
had not cured their conditions. Some had suffered for decades from substance misuse, including
heroin addiction. They told Tom how SECTCo’s meditations among other interventions had
enabled them to go ‘cold turkey’ and quit their addictions, which had transformed their lives.
All perceived that the waiting time for NHS MBCT courses is too long, and asked Tom to make
them freely accessible within a few weeks for all who need them. Brief case histories of 4 others
are given in appendix 1. They have agreed to be interviewed by researchers who would like
further details on application through me.
Tom said that the Brighton and Hove Wellbeing Service employ two MBCT facilitators to run 3
courses pa for 12 patients (total 36 patient places pa). He said that these courses are presently
undersubscribed, so there is no waiting list for them.
27 What is the true waiting time for NHS MBCT courses in the city?
John responded that there is a disconnect between perceived supply and demand, which is a
catch 22.
a) GPs do not know that MBCT courses are available from the Wellbeing Service, so don’t
offer them to patients, so the courses provided are under-subscribed. GPs continue to overprescribe antidepressants, making patients keep coming back with side effects, clogging
the system.
b) Mental health commissioners (Anne Foster and Anna McDevitt), and Wellbeing Service
director Helen Curr never see patients, or meet GPs, so they perceive little demand for
MBCT courses. They cannot fill their own courses, so do not need to contract for more. I
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met with Anna and Helen last January and offered to subcontract SECTCo’s services to
them, but they refused, as they see no demand for more.
This conclusion of disconnect is confirmed by a study in 2012 by Exeter University, summarised in
appendix 2, titled ‘Only 1 in 5 GPs can prescribe MBCT courses’.
John said that this disconnect is the cause of the failure of the NHS to meet the needs of
mentally sick patients for effective treatments, (such as MBCT courses) and the crisis in which
‘doctors are leaving in droves’, because they cannot prescribe effective treatments.
28 Depressed patients have the statutory right to MBCT courses
The MBCT course is clinically indicated for all 30,000 depressed patients of them, and they
have the statutory right to it under the NHS constitution, as confirmed verbally by Dr Geraldine
Hoban in answer to John’s public question to the CCG Board on 22.7.14. The Wellbeing Services’
provision of only 36 patient places, and statement of ‘no waiting list, .shows a thousand fold
discrepancy between supply and true demand. John said that if the waiting time was
recalculated on this basis, it would be at least 20 years, so they could get a course in 2034, which
is no use to depressed patients.
Tom disputed these figures. John asked Tom for evidence that ‘there is no waiting list’, as stated
publicly by Dr Xavier Nalletamby, chairman of the CCG, at the CCG Board meeting on 20.5.14 in
an answer to John’s public question. John asked Tom to reconsider this discrepancy on behalf of
Xavier, who had written to John on 21.5.14 asking him to meet Tom to resolve their differences. .
29 Tendering procedure for contract procurement
Tom said that all providers have to bid to a strict specification for 3 year contracts, and that
SECTCo would not be favoured over any other provider. John said that SECTCo is not asking for
favours, but only that patients are given their statutory rights to MBCT courses within statutory
access standards, which under the NHS Mandate this will be 18 weeks from 1.4.15, in parity with
physical health.
To meet this standard the CCG should give providers (such as SECTCo) the opportunity to tender.
However, the CCG say they have no plans for this until the existing Wellbeing Service contract
runs out in July 2015, or later if extended.
30 Pilot meditation for West Hove and South Portslade at 3, Boundary Rd Hove
Dr Christa Beeseley, (chief accountability officer of the CCG), spoke to John after the HWB
meeting on 29.7.14, and suggested that SECTCo runs a pilot meditation centre for West Hove, to
which John agreed.
This could be arranged by Portslade Health Centre and Wish Park surgery on a trial basis without
a formal invitation to bid procedure. John has already proposed this to his own GP, Dr Duncan
Wells, of Wish Park surgery, and Dr Susie Rockwell of Portslade Health Centre, and both have said
that they are willing in principle to refer patients, if the CCG agrees in writing.
I e mailed Dr Geraldine Hoban about this, and she re-iterated that the CCG have no plans to
tender for more MBCT courses, but are keeping the issue under constant review. I fully appreciate
and accept that formal procurement procedures have to be followed for all public sector contracts,
and that we at SECTCo are ready and willing to tender when invited.
31 Proposal for outcome based contracts
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However, the old performance block contracts of 3 or 5 years have failed to provide the health
outcomes that patients, doctors and taxpayers expect, so need to be changed. We recommend
that the CCG thinks innovatively outside the box of previous procurement arrangements, and
redesigns the tendering procedure on a completely different basis from previously.
I have set out proposed terms and conditions in SECTCo’s brochure for commissioners, published
as paper 9.72 of www.reginaldkapp.org, titled ‘Social commissioning of 10 week mindfulness
courses’, dated 28.5.14, of which the following is a brief summary.
These new contracts would not need to be for any fixed term, and could even be for a single
MBCT course, from a single GP, and be extended by arrangement if the surgeries so desire.
A simple outcome-based contract could be negotiated by which GPs could prescribe a MBCT
course for a patient on a voucher form (such as appendix 4) and payment by results received at
agreed tariff prices on receipt of satisfactorily completed voucher form received.
SECTCo’s proposed tariff is £400 for A Standard, £600 for B sandwich, and £1,000 for C enhanced
sandwich MBCT courses provided..
32 Our vision for 2-3, Boundary Rd Hove
Notwithstanding the above, we would like to secure a contract which would enable us to get a
mortgage of about £0.5 million, to purchase the freehold of our present premises at 3, Boundary
Rd, and also the adjoining property at 2, Boundary Rd, which is derelict. The combination would
give us more than 3,000 square feet of covered space with which we could have several group
rooms, a café, an office and accommodation for up to 12 staff. This would increase the number of
homes in the city, which are badly needed, and for the lack of the inspector has refused our City
Plan.
33 Conclusion - the disconnect between supply and demand – the real waiting list
The government did not require every Council to have a Wellbeing strategy for it to be just a tick
box exercise of creating a list of good intentions which can sit on a shelf gathering dust.
It intended that the Wellbeing Strategy should change outcomes by providing better treatments,
by changing the culture of service provision from provider centred to patient centred. The present
Strategy does not do this, and this paper shows how it can.
I see the crucial difference between us as described in paragraphs 17 and 21, namely the
disconnect between perceived supply and demand for the MBCT course. You believe there is no
waiting list, and I believe that the real waiting list is the 29,974 depressed patients out of
the 30,000 who are waiting to be offered a course by their GPs.
The best way to settle this difference is to ask your GPs to ask their depressed patients: ‘would
you take a MBCT course if it was available near you?’ This is what Exeter University did, whose
conclusions were that only 1 in 5 GPs believe they can prescribe MBCT courses for their depressed
patients, as reproduced in appendix 2.
Basically, the exchanges I have had with Geraldine Hoban and Tom Scanlon show me that you
haven’t yet implemented the main reform in the Health and Social Care Act 2012, which was to
remove the disconnect caused by managerial commissioning.
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PCT managers commissioned all treatments, but never knew whether they worked or not, and
many did not, doing more harm than good (such as antidepressants) because they never saw a
single patient, so never got feedback. Those managers were supposed to be replaced by clinical
commissioning by GPs, who know what works from 40 patient contacts every day, who are
supposed to commission better treatments that their patients ask for, such as CAM, rather than
drugs.
This disconnect still reigns supreme. The same managers (Anne Foster, Anna McDevitt) are still in
charge of commissioning, with the same old performance based block contracts in place, with no
plans to change any of them. The GPs who should be leading (Xavier Nalletamby, Becky Jarvis,
Christa Beeseley, Duncan Wells, Susie Rockwell etc) are too busy fire fighting to ‘get their feet
under the desk’ and take responsibility for treatments they are prescribing, which requires them to
decommission medication which does not work, and commission meditation which does.
I realise that this is a big ask, and a huge step into uncharted waters, requiring great courage
from both the CCG and the councillors, who need the support of each other. We in the city are
uniquely lucky to have the only Green Council in the country, who without the party baggage of
Blues or Reds, could make history by making our city the healthiest in England by taking the risk
of being the first to adopt this proposal.
34 Conclusion – please listen to what I write, and come and see what we are doing
Please consider what I write carefully, and act on my recommendations, particularly the
appointment of a member of staff to study my proposals and write an independent report for the
CCG and HWB.
We at SECTCo would be pleased to discuss any of these issues with you, particularly the new
contract arrangements that we hope that you will require from your procurement department. We
are ready and willing to negotiate any type of contract for provision of MBCT courses at your
convenience. We would also be pleased to receive any visitors to see our meditation centre at 3,
Boundary Rd, by arrangement or unannounced. I teach there all day every Tues and Thursday.

Appendix1 Case histories of participants treated by
SECTCo
Case history 1 John Kapp (author) Date of birth 17.11.1935.
My health broke down in 1969 when I was 34, and was made redundant for the third time, and
was diagnosed with glandular fever. It lasted about 6 months, and went with rest and getting
another job. I had a second breakdown in 1991, when I was 56. I had a bad back, went to my
GP, and was put on Ibuprufen, which switched off my pain, until I fell a month later and broke my
back with a compression fracture of the lumbar vertebrae. I was found to be acutely osteoporotic
with 30% lower bone density. I found a reflexologist who treated me weekly for about 3 years,
who cured my osteoporosis and restored my bone density.
I also had had further physical breakdowns osteoarthritis and ankolosing spondylitis. My wife died
of cancer in 2000, and I married again in 2003. I had 5 breakdowns when I was housebound for
months, and twice when I was wheelchair bound for a month. I had a hip replacement in 2004.
I had no other conventional treatment, but had about £5,000 pa worth of CAM treatments each
year, including ayerveda, cranio-sacral, Alexander Technique, acupuncture, and spinal
manipulation. I had cararacts in both eyes in 2002, which have healed on their own. My last
breakdown of arthritis was in 2008, and I feel better now than I did in 1991.
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I started meditating in 2002, doing the following meditations regularly to date: dynamic
meditation, (1,800 times) kundalini meditation (900 times), and residential groups and retreats.
(400 days) I started doing family constellation groups in 2005, and completed the facilitator
training in 2008. (800 hours in training). I have been running these groups regularly since, (600
hours, for about 600 clients).
I did a MBCT course in Brighton in 2008, paying £185 for it, which transformed me. I did the
teacher training with Oxford University in 2009, and started teaching it in 2010. I have since run
15 courses for about 200 people. My physical and mental health has steadily improved since 2008
when I started practicing mindfulness meditation.
The following are real people who have been participants in my SECTCo courses, but the names
given are not their real names. They have authorised me to give a researcher their contact details,
so that they can be interviewed, to verify and amplify the following impressions of what they told
me:
Case history 2 Ann
Date of birth 29.6.1975 England, of English parents
Parents alcoholic, violent, and separated when she was 6. She lived with her father until she was
11, when she lived with her mother, until she left home at 16. She was diagnosed ADHD when
she was 6, and put on Ritalin. She lived in Australia with her father for many years. She misused
substances for many years.
She was traumatised when her boyfriend drowned in the river Adur when she was 15, provoking a
nervous breakdown. She became agrophobic, and needed a social worker daily for many years.
She was prescribed 13 different drugs (30 pills) per day costing £100.
She did SECTCo’s MBCT course 10 from Jan –April 2014, and MBCT 13 from April to June 2014,
together with dynamic, kundalini and family constellations, qualifying as facilitator in June.
Insights gained from family constellations enabled her to quit all medication in July, and she was
signed off by her consultant on 4.8.14. She is now very much calmer, and her health has
improved.
Case history 3 Alan
Date of birth 1975 In England of English parents, but grandmother was from Belarus.
Father left his mother when he was 4, and died when he was 11. He had a nervous breakdown
when aged about 20. He had CBT for 4 years from about 2006 to 2010. He was a substance
misuser for many years.
He started meditating with SECTCo in Nov 13, and did MBCT course 8 from Nov 13 to Jan 14,
and MBCT 10 Jan –April 2014, also doing dynamic, kundalini and family constellations. He
qualified as facilitator in April 14, and ran a MBCT course for SECTCo in the London Rd with an
assistant from April –June 2014, which was completed by 3 students. He is planning to run
another course in Sept.
Case history 4 Adriana
Date of birth 1975 North Poland. Her father was away at sea a lot, and her mother and
grandmother were alcoholics, and very strict. During the German occupation her grandfather had
to sign papers sending people to gas chambers.
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She and her younger sister started misusing drugs including heroin from their late teens, and both
came to London in their early twenties. She had a child in 2000, but separated from his father
when the child was 2. Her sister had a child in 2011, still lives in London, but visits Brighton
regularly.
She started doing SECTCo meditations in May 13, and did MBCT course 7 from May to July 13,
and MBCT 8 from Nov 13 to Jan 14, and MBCT 10 Jan –April 2014. She also did dynamic,
kundalini and family constellations regularly and frequently. In a family constellation in May 14 she
realised that the cause of her addiction was the guilt inherited from her grandfather, and since
June has been able to stop misusing drugs. She is expecting a baby in Nov 2013. She is trying to
help her sister to quit drugs.
Case history 5 Joseph
Date of birth 1974 near Lisbon, Portugal of Indian parents, who are Christian. When aged 12, with
3 friends, he was gang raped, and soon after started misusing drugs, including heroin. He was
kicked out of his home when he was 16 and came to London with his sisters.
He started meditating with SECTCo in May 2013, and did MBCT course 7 from May to July 13
MBCT 8 from Nov 13 to Jan 14, and MBCT 10 Jan –April 2014. He did dynamic, kundalini and
family constellations regularly and frequently, and the insights gained enabled him to stop using in
June 2014. He now feels much better in health, and is helping others to kick the habit. He
qualified as a MBCT facilitator, and is running his first MBCT course in Sept. He joined ther board
of SECTCo last January. He is the father of a baby expected in Nov 2013.

Appendix 2 Only 1 in 5 GPs can prescribe MBCT courses.
The following statistics come from a report in 2012 by Rebecca Crane and Prof. William Kuyken, of
Exeter University 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.
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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.’

Appendix 3 Summary of PH49 Behaviour change:
individual approaches. NICE public health guidance 49
SECTCo’s proposal is in keeping with this NICE Guideline, published in Feb 2014.
‘This guidance makes recommendations on individual-level behaviour change interventions
aimed at changing the behaviours that can damage people's health. It includes a range of
approaches for people aged 16 and over, from single interventions delivered as the opportunity
arises to planned, high intensity interventions that may take place over a number of sessions.
The guidance aims to help tackle a range of behaviours including alcohol misuse, poor eating
patterns, lack of physical activity, unsafe sexual behaviour and smoking. These behaviours are
linked to health problems and chronic diseases (such as cardiovascular disease, type 2 diabetes
and cancer). This means interventions that help people change have considerable potential for
improving health and wellbeing. This includes helping them to:
• improve their diet and become more physically active
• lose weight if they are overweight or obese
• stop smoking
• reduce their alcohol intake
• practice safe sex to prevent unwanted pregnancies and a range of infectious diseases such
as HIV and chlamydia.
The recommendations should be implemented together, using a person-centred approach and
taking into account duties set out in the Equality Act 2010. They are for all those involved in
helping people to change their behaviour. This includes those who provide training on behaviour
change. (For further details, see Who should take action?). In addition, they may be of interest to
members of the public.
See About this guidance for details of how the guidance was developed and its current status’.

Appendix 4
VOUCHER FOR A NICE-RECOMMENDED MINDFULNESS BASED
COGNITIVE THERAPY (MBCT) COURSE FROM AGENCIES (SUCH
AS SECTCO, in accordance with SECTCo literature, see
www.sectco.org.uk)
The contractor promises to pay the provider bearer on demand the price of this prescription
voucher according to the tariff agreed under contract …………….…………. dated
………………………………..
For doctor’s use (or participant, if self-referring)
This voucher is prescribed by……………………………………………..(doctor, or participant if selfreferring) For………………………………………………….(patient, or participant)
on…………………………..(date)
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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 MBCT course of 5 hours per week (50 hours total) from 0800-1300
C Enhanced sandwich MBCT course of 9 hours per week (90 hours total) from 0800-1700
(doctor or participant to tick appropriate box or delete what does not apply)
Patient (participant) to sign their satisfaction with the course
I am very satisfied / satisfied / unsatisfied with the course I attended.
I would / would not want my friends or family to be treated as I was

(patient (participant) to delete what does not apply and sign
Signed………………………………Name……………………………………………on……....……………………..(date
Patient/participant’s address……………………………………………………………………………………………………
Phone number………………………………………….E mail Address………………………………………………….
For contractor SECTCo’s use.
The above course reference number…………………………………………………………

was provided

by………………………………………………………………………(facilitator) of………………………………………
at………………………………………………..venue from ………………………… to………………………. (dates)
This voucher number…………………………………………………………………was sent to commissioners
(contractor) on……………………………………………..date, and payment of the facilitation fee was sent
on………………………..
Reverse side for patient (participant) to 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.
Cour
se no

Facilitator

Centre

Address

Phone

website

E mail

1

John Kapp

www.reginaldka
pp.org

johnkapp@btinternet.com

Anthony
Coyle

3, Boundary Rd Hove
BN3 4EH
38, Baker St, Brighton

417997

2

Therapy
Centre
Alala

07879
682203

Anthonycoyle9@gmail.com

3
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Appendix 5. Guardian 3.7.14 John Ashton:
'Inequality is our greatest challenge'
President of UK Faculty of Public Health identifies poverty and plight of young people as his top
health concerns. (My emphasis)
When the British Medical Journal recently asked John Ashton to describe himself in three words,
the president of the UK Faculty of Public Health, chose "visionary, outspoken, impatient". An hour
in his company confirms all three characteristics, and "loquacious" and "political" must have been
close contenders for inclusion too. If garrulousness was an Olympic sport, he would have a gold
medal. His answers routinely but engagingly veer way off-topic, and become part history tutorial,
part personal story and part refreshingly original diagnosis of the nation's most pressing health ills
– many of which, in his view, are not medical in origin.
Asked to identify the country's biggest public health challenges Ashton does not cite obesity,
smoking or alcohol. "One is the growing inequalities in people's position, income and control over
their lives over the last 20 or 30 years. Lots of people are being left behind. Outside the
wealthy parts of the country people are living miserable, short lives, with a lot more ill-

health than people in the more advantaged parts of the country.
"Being a northerner, I'm aware that a lot of people in the more advantaged parts of the southeast have no awareness at all of what people are up against in some other parts of the country.
I'm talking about people on the west coast of Cumbria or in parts of north Liverpool or east
Manchester where nobody's worked for two or three generations, they can't put food on the table
and the children can't take part in school trips, so those children are growing up as second-class
citizens relative to other young people", he stresses. All this matters, he adds, because of the
huge differences in life expectancy between rich and poor; up to a decade between
Glasgow and Surrey, for example.
Ashton's training in psychiatry before he turned to public health emerges when he talks, with both
passion and frustration, about what he says is the growing burden of mental ill-health. He blames
that on a disparate list including the "intransigent" epidemic of obesity that can be both a cause of
and effect of depression, addictive behaviours, the changing roles in male-female relationships
and the increasing sexualisation of young people, especially girls.
"The condition of adult males is of increasing concern because suicide has been going up in
working-age men, especially the under-40s. There's something in the dramatically changed
position of men in society vis-a-vis women and vis-a-vis the labour market that's affecting men's
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self-esteem and self-confidence as a result of this dislocation, with the reduction in their
traditional role as breadwinners", he says.
His main worry, though, is young people. Rising divorce rates, living away from your family, a lack
of support for parents, widespread youth unemployment, and fact that "bringing up children is a
very lonely business" are all producing children and young people who, unsure of their place in
the world, are increasingly troubled, he says.
"We've got young people who are self-harming, whose lifestyles will result in problems

later in life – the alcohol, the drugs, the lack of self-esteem – but our child and
adolescent mental health services are a disgrace. They're in crisis. We're not preventing
problems in young people and we're not responding to them when they get them. People can't
get seen, even when they're really ill".
The FPH's annual conference, which starts today in Manchester, includes a debate on what public
health professionals can do to tackle the objectification of young men and women, notably the
latter, through clothing, music, especially promotional videos, the pornography industry and the
media.
"The fact that a third of girls have now had sex by the time they are 13 is part of a sexualised
culture that can sometimes be negative in outcome, such as pregnancy and disease, but can also
be measured in its impact on mental health", says Ashton.
He bemoans that National Institute for Health and Clinical Excellence guidelines on sex education
for young people have gathered dust on education secretary Michael Gove's desk since 2010.
"Classroom teachers will tell you that boys are looking at pornography on their iPhones at the age
of 11,12 and 13. This is where they're getting their sex information from, because we're not giving
them proper sex and relationships education."
If only credit card companies such as Visa would, on ethical grounds, stop allowing customers to
pay for porn with their cards, the multibillion pound industry would no longer be so able to do its
damage, Ashton suggests.
He is easily the most colourful of the senior doctors at the helm of the medical royal colleges and
their constituent groups. (The FPH represents 3,300 public health experts across the UK working
in the NHS, academia, NGOs and English local government). That's partly because no other
medical big cheese would ever wear a pink shirt, pink stripy tie and cream jacket, but also
because he speaks his mind to a degree his peers may consider reckless.
The Liverpool-born Labour party stalwart is an almost identikit leftwing public health doctor,
describing his politics as "pragmatically radical", though he surprisingly names Denis Healey
alongside Tony Benn and Ken Livingstone as politicians he admires.
The Sunday Times was wrong to report last year that he supports reducing the age of consent
from 16 to 15, he insists. What he actually said, he maintains, is that if Britain does not tackle the
roots of "early sexualisation", then legalising sex at 15 may be necessary.
Ashton is not shy about detailing unconventional ideas. "When you look at the way we lead our
lives, the stress people are under, the pressure on time and sickness absence, mental health is
clearly a major issue. We should be moving towards a four-day week because you've got
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a proportion of people who are working too hard and a proportion that haven't got
jobs. The lunch-hour has gone; people just have a sandwich at their desk and carry on
working", he explains.
"So we need a four-day week so that people can enjoy their lives, have more time with their
families, and maybe reduce high blood pressure because people might start exercising
on that extra day. It would mean that people might smile more and be happier and
improve general health."

Appendix 6 Charter for communities
I have included this, because it echoes many of my views (my emphasis):
OnMedica News Caroline White Thursday, 10 July 2014

CCGs and Health and Wellbeing Boards need to bolster community development to
improve local health outcomes, says a joint charter launched by the NHS Alliance and the
Department of Health sponsored Health Empowerment Leverage Project (HELP).
The Community Development Charter for Health calls on national and local health bodies to

enable people to work together to identify their own needs and aspirations, and take
action to exert influence on the decisions that affect their lives.
The joint charter asks health organisations to commit to developing policies that would make

community development a routine part of improving the health of local populations,
and states that public services should be judged on the extent to which they help
citizens, families and communities achieve the health and social outcomes they want.
The evidence suggests that stumping up for community development could provide a return on

investment of 15:1, meaning that a sum of £233,655 invested in this way could turn
into £3.5 million.
Dr Brian Fisher, of the NHS Alliance executive, said: “If we are to address the current NHS crisis, it
is essential that people are seen as the NHS’s most important asset. Involving people in

their own health and wellbeing is more likely to create sustainable change, greatly
improve health and social care outcomes, and save a considerable amount of money in
the process.
“We now have good evidence that working alongside local people to improve health is

much more effective than top down ‘prescription’, as communities become health
sustaining.”
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Debbie Abrahams, Parliamentary Private Secretary to Shadow Health Secretary Andy Burnham,
added: “From my previous work in public health I see community empowerment as a core
component of any strategy to improve health and reduce health inequalities. Community
development is a key mechanism to achieve this.

“Having control over one's health - one's life - is a psychological necessity. In addition
with the increasing pressures on the NHS and social care, keeping everyone as healthy as long as
possible is essential. As the World Health Organisation have long advocated, community

development could actually help with this.”
Lord Victor Adebowale, chief executive of charity Turning Point said: “We know how important it is
to involve communities in the design and delivery of health services. I would strongly encourage
other organisations to sign up to [the Charter]. Co-production in health and social care should
become the norm rather than the exception, we need to work together to make this a

reality.”

A CHARTER FOR COMMUNITY DEVELOPMENT
IN HEALTH
This charter is both a challenge and a solution to making it easier to improve equitable access to
health for all. It is addressed to all those with decision making power at local and national levels,
primarily in England and Wales, including Clinical Commissioning Groups, Commissioning
Support Units, Health and Wellbeing Boards, Foundation Trusts, Local Authority Public
Health departments, Local Education and Training Boards and their members, Councils, local
councillors, local GPs, NHS England, the Department of Health and the department for
Communities and Local Government.
It also addresses those with a duty and role to influence those decision-makers – organisations
like Healthwatch and governors of Foundation Trusts. The approach championed by this charter
will help them in the delivery of their duties to local people, which includes consultation and
engagement more broadly as well as their new duties around the social determinants of

health, quality of life, isolation, reducing obesity, mental health, and pre-mature
mortality.

WHY NOW?
1. We welcome the improved health, longevity and health behaviours over the last 20 years,
brought about by intelligent increased spending on the NHS and public services. However, these
gains are under threat.
2. Health inequalities persist. People in our least affluent neighbourhoods face earlier death and
higher rates of ill-health, and these inequalities will worsen as the weight given to deprivation in
funding formulae is weakened.
3. The NHS and LAs face deep financial cuts. This, combined with what sometimes appears to be
inappropriate outsourcing of the public sector, threatens services to our most vulnerable
communities.
4. High cost, high-tech services may show diminishing benefits unless they are complemented

by community action.
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5. We now have robust evidence that involving individuals and communities in defining
problems and solutions with statutory agencies leads to better outcomes, often at lower
cost. The quality of life in a community (its level of social capital) and the level of involvement
of individuals, as residents, volunteers or workers, have a marked impact on health and life

expectancy.
6. Working with communities of geography, interest and identity can make life easier for
commissioners and providers by inviting responsibility, increasing agency, autonomy, and

reducing dependency.
PRINCIPLES FOR SOCAL ACTION IN HEALTH
1. Enable people to organise and collaborate to:
a. identify their own needs and aspirations;
b. take action to exert influence on the decisions which affect their lives; and,
c. improve the quality of their own lives, the communities in which they live, and societies of
which they are a part.
2. Address imbalances in power and bring about change founded on social justice, equality and
inclusion.
3. Active communities make a marked difference to their own health and life expectancy.
4. Co-production between communities and service providers thrives if communities are enabled
to become leading players in their own interests.
5. A needs-and-assets based approach – look for the strong, not the wrong. Even the poorest
communities will have some footholds in terms of community groups and willing activists, but they
have fewer than well-off areas, facing more obstacles, and with great development potential.
6. Community development and related activities play a key role in helping develop strong

social capital in communities, and therefore have a positive impact on the health and
wellbeing of residents.

WE CALL ON NHS ENGLAND, PUBLIC HEALTH ENGLAND AND THE DEPT OF HEALTH TO:
Develop policies that would make community development part of the normal approach to
participation, change, health improvement and reducing health inequalities. These should include:
1. Every HWB and CCG to have a community development strategy, linking with
community engagement by Local Authorities, police, community sector organisations and other
services.
2. Joint Strategic Needs Assessments to become Joint Strategic Needs and Assets Assessments,
with a profile of the strengths of the local community as seen in the condition of its groups,
organisations and partnerships and in the protective factors for health and wellbeing.
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3. Support investment in community development and social value.
4. Seek opportunities that support devolvement of power and decision making about service
commissioning, delivery, monitoring and resource allocation to communities in a way that is not
distorted by competition rules, nor by commercial confidentiality.
5. All CCG constitutions and plans to include a requirement to collect evidence of community
development in their area. All Foundation Trusts to demonstrate in their Annual Quality Report
to the community how the evidence collected by CCGs has been used to enhance services
delivered by the Foundation Trust.
6. The continuing assurance process for CCGs to highlight needs and assets-based work.
7. The CCG Quality Premium to reward evidence of needs and assets-based approaches.
8. Health Education England and LETBs should ensure workforce capacity and capability in
community development.
9. Public Health England should highlight assets-based approaches and community development
in its guidance and develop a community development work programme.
10. Public Health England should support local authorities and other public health bodies to
commission and deliver evidence based community development.
11. Local Area Teams should promote community development in their constituent CCGs.
12. Needs and assets-based working should be incorporated into work on integration. We have
seen how communities stimulate cross-sector working.
WE CALL ON HEALTH AND OTHER AGENCIES TO:
1. Inspire residents to become key players in developing their own health and well-being.
2. Be prepared to listen, respond and begin to work in new ways. This can be turbulent but is
highly productive both for communities and the agencies who serve them.
3. Harness the interventions (such as MBCT courses) that have the best evidence and
are most reproducible. These include community development or community building or
community transformation. Community development can be mainstreamed to a much wider
group of agencies than ever before. Initiatives often coalesce into resident-led partnerships.
4 . Develop, through community building, community led neighbourhood partnerships of
residents and service providers (such as SECTCo). These can:
a. play a key role in improving heath and wellbeing in local communities;
b. reduce silo thinking;
c. improve services and make them more accountable to local people;
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d. bring the whole system of residents, services and elected representatives to bear on
complex issues and problems; and,
e. encourage a greater level of accountability between residents and services.
5. Active communities need expert support. Community development workers could play a key
coordinating / senior practitioner role in supporting other public sector staff to work as effective
partners alongside communities.
6. Consider making the following commitments:
a. People are keen to take more responsibility for the quality of their own lives – we undertake to
promote people’s ability to do so;
b. People are keen to be of service to others in their community – we undertake to find ways to
enable people to do so;
c. People are keen to learn to manage their own health and wellbeing – we undertake

to facilitate this learning and work with people to support self care (such as by
supporting SECTCo’s MBCT courses); and,
d. People are keen to get to know strangers and extend the range of their community – we
undertake to promote public events where people can meet each other.
Produced by the Community Development Group of the NHS Alliance with the
assistance of the Health Empowerment Leverage Project.
For further information and discussion about how you can help take this agenda forward, please
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Gabriel Chanan gabriel.chanan@talktalk.net
Colin Miller colin.miller@macdream.net
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