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Paper for Prof Mark Williams, Sussex Mindfulness Centre, and the UK Network            13.5.15 

 
End the Prozac nation by allowing Mindfulness Based 
Cognitive Therapy (MBCT) teachers to teach depressed 
patients on GP referral by amending clause B4 of UK 
Network guidelines by adding: ‘unless qualified by 
experience’.  
 
By John Kapp, 22, Saxon Rd Hove BN3 4LE, 01273 417997, johnkapp@btinternet.com who is a 
teacher of 35 years standing, and founder in 2010 of a Mindfulness Based Teacher Training 
Organisation called Social Enterprise Complementary Therapy Company (SECTCo, 
www.sectco.org.uk) which to date has run 30 MBCT courses for more than 300 disadvantaged 
participants for donations. However his Clinical Commissioning Group (CCG) says (9.87) that he 
would never be allowed to teach MBCT to patients on GP referral, or bid for funds under the 
Better Care Fund (BCF) because he is not clinically qualified, hence non compliant with clause B4 
of the UK Network guidelines. References given are to the number of previous papers published 
on section 9 of his website www.reginaldkapp.org.  
 
1 Summary of conclusions – Allow 10,000 MBCT teachers who are qualified by 
experience to teach patients on GP referral to teach 4 million depressed patients 
The government has long held the vision of ending the Prozac nation, and has been steadily 
building the required legislative and funding infrastructure, like a causeway to a promised land, as 
shown in figure 1)   
FIGURE 1 FILL THE LAST GAP IN THE CAUSEWAY FROM MEDICATION TO MEDITATION 
 

Existing infrastructure paving the way to ending the Prozac nation 
a) The Improving Access to Psychological Therapy (IAPT) programme launched in 2006.  
b) Filling the democratic deficit by devolving the budget for NHS treatment to 30,000 GPs 

under Clinical Commissioning Groups (CCGs) and Health and Wellbeing Boards (HWBs) 
under the Health and Social Care Act 2012.  

c) Creating the Better Care Fund (BCF) in 2013 to give better (drug free) care for Rachel 
(depressed and isolated) and Dave (alcoholic and homeless) totalling £3.6 bn this year 
2015/16, and £1.8 bn next year 2016/17.  

d) Creating access standards from 1.4.15 that talking therapy should start within 6 to 18 
weeks of GP referral for depression, and within 2 weeks for psychosis. 

e) Endorsement by the House of Lords that the evidence base for the Mindfulness Based 
Cognitive Therapy (MBCT) 8 week course enables patients to self regulate their nervous 



system, which is the foundation of health and wellbeing,  so should be taught widely in 
schools and throughout the NHS. (www.themindfulnessinitiative.com)   

This infrastructure gives GPs the statutory duty to end the Prozac nation by offering to prescribe a 
MBCT course to all the 4 million depressed patients presently on antidepressants in England, 
requiring at least a tenfold increase on present contract provision capacity. This shortage should 
be filled by  the recruitment of 10,000 mindfulness teachers who are qualified by experience by 
presently running mindfulness courses (perhaps called yoga) in the private sector for the rich who 
pay the going rate of £100-200. The poor cannot afford this, which is the cause of health 
inequalities, reducing which is government policy with all party support.  
 
However, those 10,000 cannot be contracted to run courses for patients on GP referral because 
clause B4 of the guidelines (see appendix 1) of the UK Network for Mindfulness Based Teacher 
Training Organisations requires: ‘If delivering MBCT or other mindfulness-based course with a 

clinical population, an 
appropriate professional 
clinical training.’  This is 
interpreted by CCGs as a MSC in 
clinical psychology, (taking 2 years 
and costing £5,000) which those 
10,000 cannot afford. The clause 
thus creates a shortage of MBCT 
facilitators, and denies these 4 
million depressed patients their 
statutory rights to a MBCT course 
within the new access standards. It 
also increases inequalities, as rich 
students can pay to learn 
mindfulness, see cartoon figure 2. 

 
FIGURE 2 PATIENTS EXCLUDED FROM MINDFULNESS CLASS BY UK NETWORK 
GUIDELEINE B4 
 
This paper calls for  clause B4 be amended by adding a ‘grandfather /grandmother’ clause to 
include those qualified by experience. This would allow patients on GP referral to be taught by 
those already teaching mindfulness to students. This amendment would fill the gap in the 
causeway of figure 1, and enable CCGs to create a patient-centred primary care mental health 
service worthy of the name ‘service’. They should invite tenders from complementary health 
centres collectively employing these 10,000 to provide  MBCT courses for Rachel and Dave at 
Community Care Centres near every GP surgery.  (9.76),  
 
At SECTCo’s tariff price of £400 per patient, there is enough money in the BCF allocation to 
provide each of these 4 million depressed patients with two MBCT courses this year (costing £3.2 
bn), and one MBCT course next year (costing £1.6 bn). This would honour their statutory right to 
talking therapy under IAPT and NICE Guidelines, transform the lives of Rachel and Dave, and end 
the Prozac nation by 2017. This could save £10 bn pa of public sector costs from 2017/18, 
avoiding the need to cut £12 bn from the benefits budget. 
 
2 Recommendations to the UK Network  
a)Amend clause B4 by adding: ‘unless qualified by experience,’ to read: ‘If delivering MBCT or 
other mindfulness-based course with a clinical population, an appropriate professional clinical 
training unless qualified by experience.’  
 



b)Specify the professional clinical qualifications that are needed for MBCT facilitators to teach 
patients on GP referral under public sector contracts from CCGs. 
 
c)Seek government approved accreditation for these guidelines. 
 
d)Set up state regulation for mindfulness facilitators in the same way as osteopaths, chiropractors, 
acupuncturists and other complementary therapists have been since the House of Lords report 
(2000) on Complementary and Alternative Medicine (CAM) recommended that. 
 
e)Set up a register of qualified mindfulness facilitators for clinical populations under  an 
appropriate existing qualifying body of therapists (such as BABCP, BACP, BPS etc)  
 
f)Set up  a register of qualified mindfulness teachers who can teach the school teachers, under an 
appropriate existing qualifying body. 
 
g)Set up a working party to draft and publish a MBCT facilitator training protocol and text books 
which could be used by all MBCT facilitators running free courses on the NHS for patients on GP 
referral. (see appendix 4) 

 
3 The ‘UK Network for Mindfulness Based Teacher Training Organisations’  
The following is obtained from website: www.mindfulnessteachersuk.org.uk. Its 16 affiliated 
organisations all teach mindfulness teachers commercially, and are listed as: Aberdeen University, 
Action on Addiction,  Breathworks, Bangor University - Centre for Mindfulness Research and 
Practice, Enter Mindfulness, Exeter University, Integrated Mindfulness, Lancashire Care NHS 
Foundation Trust , London Meditation, Mindflow Solutions, Mindful Health Ltd, Mindfulness 
Association Ltd, Mindfulness Cumbria, Oxford University - Oxford Mindfulness Centre, Salford 
University, Sussex Mindfulness Centre. The following is copied from their website: 

• ‘VISION: The Network represents the leading teacher training organisations in the UK. 

• MISSION: We are committed to supporting and developing good practice and integrity in 

the delivery of Mindfulness-based approaches. 

• OBJECTIVES: We do this by: Having strong collaborative relationships between member 

organisations. Defining, upholding and disseminating standards.  

• The network meets annually to develop consensus on Good Practice Standards for teaching 

mindfulness-based courses and for training others to teach them.’ 

The convenor is named as  Christine Surawy. I have emailed her several times, but have received 
no response. My impression is therefore that the UK Network is a trade association whose 
objective is to promote their members interests. As far as I know, they are not state regulated or 
accredited by any government recognised mental health qualifying body, learned society or 
college, such as BABCP, BACP, BPS etc.  
 
All 16 member organisations make money out of training mindfulness teachers. The going rate for 
teacher training is around £1,000 for a one week teacher training course (which I did with Oxford 
in 2009) and £5,000 for a 2 year part time masters degree course giving about 25 days of training 
(as offered by the Sussex Mindfulness Centre) However, there is no guarantee of employment as 
a facilitator in the NHS  for graduates, and  I know several people who graduated years ago and 
have still not got contracts to teach patients on GP referral. Furthermore, some of the national 
trainers for the UK Network are themselves not clinically qualified.  



 
I therefore believe that the  members of the UK Network are hypocritical and setting the clinical 
governance bar too high out of self interest, and profiteering unfairly out of those who pay for 
mindfulness teacher training courses. This high bar causes an acute shortage of MBCT facilitators, 
and prevents GPs and CCGs from contracting sufficient provision of MBCT against the interests of 
patients, who are thereby denied their statutory rights to this course within the new access 
standards.  
 
4 Mindfulness is both a teaching and a therapy 
Mindfulness courses teach students the practice of watching the breath to centre oneself for 
improved health, wellbeing and performance. This technique was discovered 2,500 years ago by 
the Buddha, and is known as ‘vipassana’ in Sanscrit, meaning ‘watching the breath,’ and is similar 
to ‘pranayama’ which is yoga breathing. It has been practiced for millennia in the East where the 
predominant religions are Buddhism, Jainism, and Hinduism. The Soviet scientist, Konstantin 
Buteyko (1923-2003) founded a similar breathing technique in Ukraine (known as Buteyko 
method) which was reported to heal and cure everyone who practiced it. 
(www.learnbuteyko.co.uk)   
 
The effect on students of learning mindfulness has been extensively studied by neuroscience, 
where it has been proven to be an effective self-help way of regulating one’s own nervous system 
by widening one’s tolerance between chaos and rigidity, (www.drdansiegel.com, see figure 3 
below) There is now a large evidence base supporting the therapeutic benefits of learning 
mindfulness, (www.mindfulnet.org) so it can be accurately described as both a teaching and a 
proven therapy. 
 
It was first introduced into western public healthcare in 1979 in the USA by yoga and Buddhist 
teacher Dr Jon Kabat Zinn as an 8 week teaching course called Mindfulness Based Stress 
Reduction (MBSR)  whose facilitators do not need to be clinically qualified. In 1995 Prof Mark 
Williams (then of Bangor University) visited Dr Jon Kabat-Zinn, saw the potential, and introduced 
the MBSR course into the NHS in England. 
 
He renamed it Mindfulness Based Cognitive Therapy (MBCT) to get funding to trial it as a therapy 
on patients who had had 3 previous bouts of depression, and found that it halved their five year 
relapse rate. This was far better than any drug, so it achieved NICE recognition as CG 23 (2004), 
and CG123 (2011). Mindfulness has since been found helpful to almost every client group to 
which it has been taught, and there have been virtually no contra-indications reported, as it is not 
done to you.  
 
School teachers Richard Burnett and Chris Cullen developed a 9 week mindfulness course for use 
in secondary schools called ‘.b’, and a similar course was developed for primary schools called 
‘paws b.’ (www.mindfulnessinschools.org) I took the 4 day teacher training for the .b course with 
them in April 2013. Chris Cullen also ran courses for members and staff of the Houses of 
Parliament, which gave rise to the House of Lords report: ‘Wellbeing in 4 policy areas’ (Sept 2014) 
and the ‘Mindful Nation’ Report (Jan 2015) (www.themindfulnessinitiative.com) A final report is 
expected to be published in June 2015.  
 
5 Trials on mindfulness courses as therapy 
There is confusion about calling mindfulness courses ‘therapy’, as in conventional medicine and 
the NHS the word usually means an intervention that is done to you, whereas mindfulness is a 
self-help technique of watching your breath, which you have to learn to do for yourself.  
 
However, mindfulness should not be thought of just another gimmick or passing fashion, but as a 
panacea, because it has been rightly described as the most important discovery ever made. The 



breath is the bridge between the mind and the body, and watching it has been scientifically found 
to regulate the amygdala and the nervous system on which the body’s entire physiology depends. 
This leads to self regulation which is the prerequisite of health and wellbeing, and has also been 
found to improving performance in all areas of human endeavour, (not just health) which is why 
interest in learning it is exploding everywhere. 
As with any practice, if you keep doing it long enough, (a quarantine, 40 days, or 6 weeks, which 
was the length of service of a crusade) it becomes hard wired into the neural circuits of your 
brain. You then don’t have to remember to do it any more, as it has become habitual, and healing 
has become a cure. That is why mindfulness courses are for 8 weeks, as you learn the technique 
in the first 2 sessions, and practice it with supervision for the next 6. Ideally you will have learned 
how to build the practice into everything you do, so go on practicing it for the rest of your life. It 
becomes a virtuous spiral, the better it gets, the better it gets. However, most people have to 
repeat the course several times and do supporting meditations before they get to this stage of 
being self-starting. 
 
6 How does mindfulness improve performance and health? 
Many people are not fulfilling their potential (and may have become ill) because they are living too 
much in their head (mind), ruminating on awful things (trauma) that happened in the past, and 
worrying about what might happen in the future. The way that Dr Dan Siegel 
(www.drdansiegel.com) describes the science behind this in his book: ‘The Mindful Therapist’ 
(2010) is that the window of tolerance of their nervous system has become too narrow, so that 
they get triggered to lose it, (see red, fly of the handle, freak out) into chaos or rigidity, as shown 
in figure 3. Then their amygdala either releases adrenaline, which creates the flight or fight manic 
reaction (‘chaos’) or acetylcholine which creates the freeze (‘rigidity’) reaction. Both switch off 
their neocortex, so that they cannot hear a word that is said, or read a word that is written before 
them, or remember it afterwards. They have had a temporary lobotomy, as a doctor described it. 

 
 
FIGURE 3 ENERGY FLOW IN 
BRAIN INTEGRATING INTO 
WELLBEING, HEALTH AND 
HARMONY BY PRACTICING 
MINDFULNESS 
 
The mindfulness practice of 
watching our breath centres our 
awareness in our body in the 
present (here and now) enabling 
us to regulate our nervous system 
and bringing it back to the centre, 
as shown in the wavy line in  

figure 3. This enables our neocortex to reconnect, so that we can think logically again, and our 
physiology to function in the integrated way that nature intended. Only then do our cells get the 
oxygen they need to work optimally. The more we practice mindfulness, the wider our window of 
tolerance, and the longer our attention span becomes, so we can cope with the ‘slings and arrows 
of outrageous fortune’ (such as emotions, affect, loss, separation, betrayal, shame, rejection, etc) 
We then develop resilience, which is fundamental to health, wellbeing, and productivity.  
 
Konstantin Buteyko (1923-2003) found that every disease could be attributed to disfunctional 
breathing, (hyperventilation) which could be healed and cured by learning to watch the breath 
and breathe less (‘less is more’) Hyperventilation starves cells of oxygen, which can be 
scientifically explained by the Bohr effect, (9.53) which is that the transfer of oxygen from the 
haemoglobin in the blood cells to the cells of the body works best at a partial pressure of carbon 



dioxide of about 20 mm of mercury. This requires calm, slow breathing, which mindfulness 
enables.  
 
7 How can patients be healed and cured by learning mindfulness? 
People go to Buddhist centres and spiritual retreats as students for guided meditations to calm 
their nervous system, whereas patients go to the doctor for therapy to be healed and cured of 
their symptoms and conditions. This is why clause B4 makes the distinction between mindfulness 
as a teaching, and mindfulness as a therapy, called MBCT.   I fully agree with the UK Network 
guidelines that this distinction needs to be made in clause B4. It probably came from Prof Mark 
Williams who introduced mindfulness to England in 1995, with whom I took the teacher training in 
2009, and subsequently corresponded on this point in 2011. 
 
I fully agree that in therapy (the MBCT course, rather than a mindfulness class) the facilitator 
should do more than just give guided meditations telling students to watch their breathing in body 
scans. I have met people who have done this for decades in Buddhists centres without healing or 
curing their conditions. This is because centres want students to keep coming back (‘a student 
cured is a customer lost’)  
 
If you want to heal, your attitude has to change in a ‘eureka’ moment of revelation, which enables 
you to change your disfunctional behaviour temporarily. Curing means making the change 
permanent, by persisting with this new attitude for 40 days so that the neural circuits have 
become hardwired in your brain. This is why I agree with the principle of Clause B4: ‘If delivering 
MBCT or other mindfulness-based course with a clinical population (meaning patients on GP 
referral), an appropriate professional clinical training.’    
 
What I am questioning is the rigid way that this clause is interpreted, both by the UK Network 
members, and by my CCG (and probably others, or even all 200 of them, and maybe NHS 
England) who are responsible for contracting sufficient provision of talking therapies to meet the 
new access standards. My local Sussex Mindfulness Centre under clinical psychologist Robert Marx 
interprets it as a 2 year masters degree giving 25 days tuition over 2 years, and costing £5,000.  
 
This is a nice little earner for the organisations providing the training, but is beyond the means of 
most of the tens of thousands mindfulness teachers in England who have studied Buddhism or 
yoga, and have been teaching students successfully for years. These people should be regarded in 
clause B4 as ‘grandfather’ or ‘grandmothers’ who are qualified by experience, and given 
exemption from taking lengthy and expensive further professional training or exams. A precedent 
for this happened when the driving test was introduced in the 1920s, as those already driving a 
car were exempted from having to take it.  
 
Their names should be allowed to be added to a register of MBCT facilitators when a government 
approved regulating body is established, as called for in paragraph 2d) above. In the meantime, 
they should be allowed to be employed teaching patients on GP referral, so that CCGs can meet 
their statutory duty of contracting to provide talking therapy to depressed patients to the new 
access standards. 
 
8 What is the most important quality needed in a MBCT facilitator? - Presence 
People learn most by copying a good role model, so the most important attribute of a MBCT 
facilitator is the ability to lead by example (walk their talk) by staying present,  and not get 
triggered into chaos or rigidity (figure 3) for the duration of each session. The clinical population 
of patients on GP referral is much more demanding than the client group of a typical Buddhist 
centre, or mindfulness evening class, who are paying £100-200 for an 8 week course.  
 



Some patients are attention seeking, querulous, angry, ‘on a short fuse’, so that they easily ‘lose 
it’, and ‘fly off the handle’. Some of them try hard to ‘push your buttons’, and ‘knock ole Buddha 
off his perch,’ and would ‘try the patience of a saint’ . Facilitators should mindfully see  these 
patients not as enemies, but as friends from whom they can learn the most in ‘keeping their cool’. 
This ability to ‘keep your head while those around are losing theirs and blaming it on you’ (from 
Kipling’s If, see appendix 4) has to be learned in the university of life. The MBCT facilitators 
course should teach how to deal with this client group, preferably by on the job training (see 
appendix 3) However, this is not taught at present under clause B4. 
 
The traditional way to learn mindfulness is from an enlightened master, as they are the best role 
models  in dealing compassionately with real people in the real situation of leading a group,  
minute by minute. Masters still abound, including online, (such as www.osho.com). However 
online courses are virtual reality, and should be regarded as an addition to (rather than a 
substitute for) joining a group of real people in real time.    
 
For mindfulness to be useful (not just an academic exercise that ‘goes in one ear and out of the 
other’) it should be learned in groups of people who are present week by week in the here and 
now in the structure of a real time course. We need the company of our peers to push our buttons 
to test how mindful we really are in responding 
rather than reacting automatically to life’s emotional 
triggers. This is well illustrated in the saying: ‘You 
don’t have to go to India to find a guru. A 
neighbour, mother, father, boy friend, girl friend, 
son or daughter will do just fine.’   (See figure 4) 
However, we need a teacher to remind us.  Clinical 
qualifications are needed in most specialities of the 
NHS, but not in MBCT facilitators, and undue striving 
for them may be counterproductive, as it engenders 
the paternalistic attitude of ‘doctor know best’.                                    
 
 
                                                         
                                                                                              FIGURE 4 YOUR GURU 
                                                                                                    
9 What is taught in a Network 2 year MSc teacher training? – Paternalism? 
The guidelines do not specify what is meant by ‘appropriate professional training’, or what exams 
need to be passed, or what clinical qualifications need to be obtained in order to be employed as 
an MBCT facilitator teaching patients on GP referral. This leaves it open to the member 
organisations to set the bar as high as they like, and move the goal posts at will, at the expense 
of would-be facilitators. This is unfair, hence my recommendation 2b) that the clinical 
qualifications should be clearly set out in the guidelines with open transparency. 
 
I have talked to several people who have been through the 2 year MSc courses that the Sussex 
Mindfulness Centre require, and my impression is that much of the material is academic, and not 
necessary for teaching patients on GP referral. It tends to focus on clinical qualifications which are 
judgemental, and might set the teacher apart and superior to the student.                                                                 
                                                                             
No healing is possible with this cultural attitude of paternalism,  (see figure 5) of ‘father knows 
best.’ This is the polar opposite of mindfulness teaching, which is to drop all judgements, as they 
prevent the energetic connection between two people who see themselves as in the same boat of 
the human condition. Healing is attitude change, which is only possible if the  



therapist forgets his qualifications and technique, and tunes 
into to the patient empathetically with an open and 
compassionate heart, and the patient likewise forgets his 
illness and the secondary gain that he gets from being a 
victim.  
 
This empathy is also healing for the therapist, so does not  
burn out. This is in sharp contrast to GPs, who report that 
43% ‘are on the verge of burnout’ and 6 out of 10 that they 
are considering early retirement. (Pulse 2013 and 14) 
                                                                       
                                                                           

Paternalism (9.34) is the cause of the crisis in primary care, 
because it keeps patients in the illusion that health is a 

commodity which can only be  accessed at surgeries and A&E 
(like food banks)     

                                                                          FIGURE 5 ‘KEEP TAKING THE PILLS’ 
This overwhelms them, and causes GPs to burn out and retire early, as two recently (28.2.15) did 
at Eaton Place surgery in Brighton, leaving a thousand patients unable to register. A practice is 
said to have closed in Crawley, and a hundred practices in London. This indicates that primary 
care is unsustainable in the present paternalistic culture, irrespective of promises of future funding 
that politicians make. 
 
The health secretaries of the last government  (Andrew Lansley and Jeremy Hunt) keep saying 
that the intention of their legislative reforms is primarily to change the culture of the NHS from 
target driven (head) to compassionate care (heart). This is what mindfulness is all about, so those 
who need mindfulness courses most are GPs and members of CCG boards, (9.87) who tend to 
suffer from the paternalistic attitude. An exception is GP, Dr Jonty Heaversedge 
(www.drjonty.com) who has written a book with Ed Halliwell called: ‘The Mindfulness Manifesto.’  
He is chairman of the Southwark CCG, and gave evidence to the House of Lords committee on 
mindfulness. 
  
10 Where can we find 10,000 MBCT facilitators with presence to teach 4 million 
depressed patients, and get them off antidepressants? 
There is no shortage of teachers, as mindfulness is now being taught everywhere as evening (and 
day) classes (£100-£200 for a 16 hour course over 8 weeks), in meet up groups, (£5- £10 per 
hour) and in online courses (such as £60 www.bemindfulnonline.com from the Mental Health 
Foundation). Reading books is a good back up (there are now over 6,000 titles on Amazon) but 
books and online courses should not be regarded as a substitute for joining a mindfulness class or 
group. As with any skill, the best way to learn it is to teach it (which is why I am doing it).  
 
However, at present, the only people who can take a MBCT course are those who can afford to 
pay the going rate, namely the rich. Those who need it most (unemployed, off sick, homeless,  
etc) do not have enough disposable income, so are excluded by inability to pay.   
 
This is why I founded SECTCo to provide MBCT courses and supporting meditations for donations, 
and why I am lobbying the CCG to open up the market to enable mindfulness teachers to contract 
to provide it on GP referral and be paid from the public purse out of the prescribing budget (£15 
bn pa nationally, and £55 mpa for the city) However, the barrier to this is the above mentioned 
high bar interpretation of clause B4, which needs to be softened to allow experienced 
grandfathers and grandmothers to teach patients until state regulation is in place. 
 



11 The cause of health inequalities is that the rich can afford to learn mindfulness and 
the poor cannot.  
The Marmot report (2010) found that on average, the rich get long term conditions (LTCs) 18 
years later (aged 56) than the poor (aged 38), and die 9 years later (aged 80) than the poor 
(aged 71) The reason for this is that the rich can and do access complementary therapy, the 
active ingredient of which is mindfulness meditation.  
 
Doctors might be seen as an exception and anomaly to this statistic, as they are not poor, but 
highly paid. However, they have the same health inequality statistics as if they were poor, namely 
suffering long term conditions (aged 38) 18 years before the rich (aged 56), and dying at 71, 9 
years before the average (aged 80)  
 
The reason for this anomaly is that many doctors were taught (programmed) at medical school 
that complementary medicine is quackery practiced by charlatans. Mindfulness is complementary 
medicine, which is why doctors generally will have nothing to do with it. This negative belief 
prevents them from learning its lessons, so they are the sickest profession in society, suffering 
and dying as if they were poor.  They neglect the old adage which is in the Bible (but originated in 
ancient Greece) of ‘physician heal thyself’, and they drag their patients down with them, by 
overmedicating them. 
 
This is illustrated in a joke question: ‘Why do doctors have a decade less life expectancy than 
average, and pharmacists have a decade more life expectancy than average? Answer. Because 
living on a pedestal taking pills is not healthy, and pharmacists read the information leaflet, and 
never take anything that they dispense.’  
 
For decades reducing health inequalities it has been government policy with all party support, but 
these continue to increase. The only way to solve any problem is to find and eliminate the cause, 
which is the inability of the poor to afford to learn mindfulness. The solution is to provide MBCT 
courses free on the NHS, for which SECTCo has been campaigning.  
 
12 What sort of professional clinical training should teachers of MBCT have? 
This is the requirement of clause B4: ‘If delivering MBCT or other mindfulness based course with a 
clinical population, an appropriate professional training.’ This clause implies that students are 
examined, and those that pass are awarded a clinical qualification. However, what qualification is 
not specified, so the bar can be moved at the will of the UK Network. Having spent £5,000 and 2 
years on a MSc, they could raise the bar to £10,000 for a PhD. 
 
This clause appears at first sight to protect the interests of vulnerable patients against being 
mistreated or mistaught by charlatan mindfulness teachers. It might be thought that teachers with 
clinical qualifications would be more trustworthy to have the interests of patients at heart. 
However, this impression does not stand up to scrutiny. We showed in paragraph 8 above that the 
culture of clinical qualifications is against the principles of mindfulness, and in paragraphs 10 and 
11 that doctors can’t be trusted, as their paternalistic attitude leads them and patients astray.  
 
The motivation to write this paper came from a meeting with senior officers (directors of 
operations and public health) of my CCG (Brighton and Hove) on 24.3.15, who told me to my face 
(9.87) that I and my SECTCo trained MBCT facilitators will never get a job teaching patients 
because I am ‘not clinically qualified’. They had corresponded with Mark Williams and Robert Marx 
(who runs the training for the Sussex Mindfulness Centre) and found me wanting, despite the fact 
that the clinical qualifications they require are not specified. They also use this to exclude me from 
any further communication with them, as they have appointed someone (Owen Floodgate) to 
terminate all further correspondence. At that meeting, I reminded Geraldine Hoban that she met   
SECTCo 5 years ago on 11.3.10 (see minutes published on 9.48) when she was doing the same 



job for the Primary Care Trust, when she asked me to help review mental health services. I have 
written more than 30 papers for her since, and she has ignored all of them. 
 
The CCG are using the ambiguity of clause B4 as a way to shoot the messenger, so that they can 
ignore the message, which is that the law requires them to increase provision of talking therapy to 
meet the new access standards. They ignore my 35 years experience in teaching, and my track 
record of teaching the MBCT course to hundreds of students for donations for nearly 5 years, and 
the similar experience of thousands of other mindfulness teachers like me. Furthermore, the UK 
Network is hypocritical, and not practicing what they preach, as I know several of the national 
trainers who run mindfulness workshops for the UK Network, who told me that they are not 
clinically qualified.  
  
The CCG interpretation of clause B4 is unfair to the following people: 

a) Me, SECTCo, and to thousands of other mindfulness facilitators who are just seeking to 
teach patients on GP referral.  

b) The 4 million patients, (as illustrated on the right of the cartoon in figure 2 above) who 
cannot access the MBCT courses to which they have the statutory right.  

c) GPs, who cannot prescribe MBCT to their depressed patients because the CCG has not 
made sufficient contract provision. My GP (Duncan Wells) and a GP in Portslade Health 
Centre (Susie Rockwell) have put in writing that they would refer patients to SECTCo if the 
CCG would authorise them in writing, which they have refused to do.   

It is also against the law, as the CCG has to make plans to meet the access standards enacted 
from 1.4.15. Amending clause B4 and my other recommendations would enable a new profession 
of mindfulness facilitators to be formed.  
 
13 What should determine who can teach mindfulness to patients on GP referral? 

As mentioned in paragraph 8 above, the most important quality of a mindfulness teacher is their 
presence.  I define this as their ability to be present in their body (compassionate heart) as well 
as in their mind (head) for the duration of the sessions of the course.  While watching TV 
coverage of the general election (7.5.15) I realised that on street interviewers and studio 
news reporters are common examples of the qualities required by a MBCT facilitator seeking to 
teach patients on GP referral.   

Their presence can be felt and seen because they are fully engaged with whoever they are 
talking, and with whatever subject they are talking about, and never get emotionally triggered to 
‘lose their cool’. This gives them a light touch, and a sense of humour which inspires the 
interviewee to shine, and the viewers to feel good. These qualities were well expressed by 
Rudyard Kipling in all 8 verses of his poem ‘if. For example, verse 7 is: ‘If you can talk with crowds 
and keep your virtue, Or walk with kings - nor lose the common touch, If neither foes nor loving 
friends can hurt you, If all men count with you, but none too much.’  (see appendix 4 for all 8 
verses)  

As already mentioned, clause B4 says that appropriate professional clinical training is needed to 
teach MBCT to patients on GP referral, which is interpreted as an academic MSc. However, 
although you need your head (mind) to dream and think, it is easy to be misled to regard clinical 
qualifications as ends, as expressed in verse 3: ‘If you can dream - and not make dreams your 
master; If you can think - and not make thoughts your aim; If you can meet with Triumph and 
Disaster; And treat those two impostors just the same.’ 

This poem acknowledges the positive attitude of being that we are trying to cultivate in MBCT 
courses. When I am in the Altered State of  Consciousness (ASC) which we call ‘meditation’, I can 
feel presence as something invisible, but  present , and centred a little distance above me, 



which I indicate by raising my left (receiving) hand above my head.  I call it my soul, 
consciousness, or eye of awareness, (which is symbolised by Turkish glass eyes which abound on 
the wall at 3, Boundary Rd where we teach) and it is watching everything that is happening 
dispassionately, without getting emotionally involved or identified. Sportsmen call this ‘in the 
zone’, and MBCT facilitators should be able to centre themselves in the zone to be good role 
models to their class. 
 
Patients go to doctors to be healed and cured of their suffering, which can only happen if they are 
listened to and heard with empathy and compassion as fellow human beings who are in the same 
boat. This requires presence, which is the opposite of the patronising manner (see figure 3) which 
heals neither the patient nor the doctor, causing both to burn out eventually. The Francis report 
(2013) found that this was generally lacking in Mid Staffs hospital, because of the culture was of 
judgement in our head (on such things as clinical qualifications) rather than empathy in our heart, 
(as cultivated by learning mindfulness)  
 
However, I tell those who come to my MBCT facilitator training courses that they don’t have to be 
saints or gurus to teach for SECTCo, because the basic criteria by which I judge them adequate is 
determined by the competition, namely whether or not they can be better than Prozac. (see 
appendix 4) An example is Anthony, who had a history of mental problems since a teenager. He 
did my MBCT course in 2013. then took my facilitator training, and started running courses for 
SECTCo in 2014. He has since run more than 6 courses for about 60 people, getting good results. 
He was elected chairman of the board of directors on 6.5.15, and sent a chairman’s oration to all 
the directors on 9.5.15, which I have published as appendix 5, as it expresses what SECTCo has 
done for him, and it’s potential for future healing of the local NHS, and our community. 
 
The Network should greatly expand their guidelines to fully specify the protocol for this talking 
therapy in the light of the findings of neuroscience. They should also set up a working party to 
draft and publish an authorised MBCT course book, as called for in recommendation 2g) and as 
outlined in appendix 4 .  
 
The Royal Yachting Association (RYA) set up a scheme in the 1950s to teach people how to sail 
small cruising boats. For 20 years (1984 -2003) I was one of thousands of yachtmaster instructors 
teaching the RYA cruising scheme from the text books in evening classes, and on 5 day live- 
aboard practical courses. This scheme was the envy of the world, and was exported to many 
other countries. I hope that the Network will emulate this, as the MBCT facilitators course could 
be developed (see paragraph  below) and exported worldwide to end the whole Prozac world, as 
mental sickness is already the biggest health issue according to the World Health Organisation. 
 
14 Why not take antidepressants rather than learning mindfulness? 
Every school child is taught that street drugs are dangerous, and is warned about their use. 
However, prescription drugs are just as dangerous, yet doctors hand them out like sweets at a 
children’s party, pretending that they are safe and beneficial. However, only 12% of prescription 
drugs are effective in curing the ailment for which they are prescribed (www.wddty.com). This 
means that 88% are either not effective, or harmful from side effects and adverse drug reactions, 
which hospitalise a million patients, and kill hundreds of thousands annually (9.74). This is a gross 
abuse of the doctors’ Hippocratic oath (‘do no harm’), which is more honoured in the breach than 
in the observance. The guilt from this is another reason why doctors get sick, burn out, retire and 
die a decade or two earlier than average. 
 
I am not a fan of Big Pharma, but in their defence, antidepressants do not even claim to be a 
cure for depression, but only mask the symptoms while the patient is supposed to remove the 
cause (stress) by changing their life style. However, most doctors do not tell them this, and most 
patients do not use them like this, but continue with business as usual. The masking effect wears 



off, so they increase the dose. They get addicted to them, and end up in a vicious spiral, the 
worse they get, the worse they get.  They try withdrawal, but it is so painful that it is perceived as 
impossible, so patients resign themselves to taking them for the rest of their lives. This is not a 
good outcome for either them, or their doctors, of the NHS, or the taxpayer. A report ( 11.14) 
showed that 43% of men and 50% of women are taking prescription drugs, which Dr Clare 
Gerada (former chairman of the RCGP) described as: ‘shocking.’ (9.85) 
 

I believe that the root cause of several 
unprecedented events could have been the 
side effects of these drugs making the 
patient suicidal / homicidal. A year ago 
(28.4.14) Will Cornick (then aged 15) knifed 
to death his teacher (Ann Maguire) in front 
to his class, while his parents were going 
through a divorce. A month ago, (27.3.15) 
Andreas Lubitz (aged 27) locked out his co-
pilot and flew his Germanwings aircraft into 
a mountain killing all 150 people on board, 
on the day that he was supposed to be off 
sick with bipolar. (see figure 6) 
 

FIGURE 6 COULD ANTIDEPRESSANTS OR ANTIPSYCHOTICS BE THE ROOT CAUSE OF 
THIS? 
 
The UK government recognised the dangers of prescription drugs in 2006 when they tried to end 
the Prozac nation by introducing the IAPT programme.  Irvine Kitsch published a book in 2009: 
‘The Emperor’s New Drugs’ which gave rise to headlines at the time: ‘Prozac doesn’t work’.  In 
spite of IAPT and this adverse publicity, the number of monthly prescriptions for antidepressants 
has since doubled from 30 to 60 million.  If all these pills were taken as prescribed, 5 million 
patients would be on them continuously, but allowing for 1 million not taking them, I assume in 
this paper that 4 million patients are taking them regularly.  
 
Because of their harmful side effects, NICE guidelines say that GPs should preferably offer 
patients with mild to moderate depression talking therapy under IAPT (including MBCT).  The 
same conclusion was reached from a meta study of 105 trials on more than 5,000 patients with 
Social Anxiety Disorder (SAD) published in Autumn 2014. 

The latest trial on mindfulness was reported in the Guardian on 21.4.15, as follows: ‘ The 

trial, published in The Lancet, a medical journal, involved a group of 424 adults from GP practices 

in the south-west of England, who were willing to try either the pills or the therapy. Half were 

randomly allotted to each. Those assigned to mindfulness had eight group sessions of more than 

two hours plus daily home practice and the option of four follow-up sessions over a year. The 

course involved mindfulness training, group discussion and cognitive behaviour exercises. The 

patients gradually came off their medication. Those assigned to the other group stayed on the 

tablets for two years. The relapse rates in the two groups were similar, with 44% in the 

mindfulness group and 47% for those on the drugs. In each group there were five adverse 

events, including two deaths.’  (The difference between 44% and 47% is 3 percentage points 

apart in favour of the MBCT course, which if it had been a drug compared to placebo would have 

got it a licence. I am surprised that this report does not make this point, which suggests that the 

writer did not like the result of this trial.) 



15 Patients go to the doctor to be healed and cured, not medicated 
This and previous research shows that antidepressants can enable patients to function normally as 
long as they keep taking them to mask their symptoms. In terms of Dr Dan Siegel’s diagram 
(figure 3 above) this means that the drug does the job of regulating the amygdala to prevent 
them going into chaos or rigidity when they ‘lose the plot’ and become disfuntional. However, 
patients generally do not want to have to take medication for the rest of their lives, and taxpayers 
do not want to have to fund this, which is already £15 bn pa, and rising. The research shows that 
those who withdraw from medication revert to the same relapse rate as before they started, so all 
that the medication has done is to buy time, at considerable cost to both the patient and the 
taxpayer.  
 
However, those who take a MBCT course are not just masking their symptoms, but addressing the 
root cause of their mental sickness. This is their tendency to over-react to emotional triggers and 
veer into chaos and rigidity, as shown in left side of figure 3.  The MBCT course teaches them 
(their soul) to recognise when they are triggered, and to remember to take 3 deep breaths to 
regulate their amygdala to stay in the middle, as shown in the right side of figure 3. The more 
they do this, the more their window of tolerance widens, so that they are less triggered, and their 
resilience increases. They get into a virtuous spiral, the better they get, the better they get, as 
their brain gradually rewires beneficially. 
 
Students who take a MBCT course are generally found to reduce their 5 year relapse rate to half, 
which implies that half of them are ‘cured’ (meaning that they recover their previous normal 
mental state) and the other half don’t get it, so are unaffected by the course.  They should repeat 
the course, when again half will be cured, so the resulting recovery rate will increase to 3 out of 4, 
or 75%. Those that did not get it the second time should repeat it for a third time, when the 
recovery rate will increase to 7 out of 8, or 88%, and so on. This would create a mental health 
service worthy of the name ‘service’ because it works for all patients who persevere.  
 
However, the reverse is true with the present policy of prescribing antidepressants. Medicating 
patients doesn’t work because they are not cured, so keep coming back with side effects in a 
revolving door (9.78), which overwhelms primary care, causing the crisis.  
 
This is why I have been running a campaign since 2010 called ‘medication to meditation’ which 
calls for all 4 million patients presently on antidepressants to be offered a MBCT course, so that 
they can start the process of detoxification and withdrawl. Half of them will need to repeat the 
course, and so on, as described above. Within a few years, this mindfulness course programme 
England could really manifest the 2006 IAPT dream of ending the Prozac nation, which would 
have immense benefit on the country’s wellbeing and productivity.  
 
It would not cost anything, as the cost of the MBCT courses (about £400 per patient, which is 
SECTCo’s offered tariff price) would come out of the prescribing budget of £15 bn pa (£55 m pa in 
the city). I estimate (9.76) that every £1 spent would save £7 in reduced public expenditure in GP 
contacts, hospital admissions, benefit claims, unemployment benefits, and criminal justice costs. 
The BCF of £3.8 bn this year and £1.8 bn next year is enough to give 2 courses this year and 1 
course next year to all 4 million patients on antidepressants, which could end the Prozac nation by 
2017, and save the £20 bn pa, enabling George Osborne to end his austerity package of cutting 
benefits by £12 bn over the 5 years of the next Parliament.  
 
 
16 How many MBCT facilitators are presently employed in the NHS?? 
As yet there is no qualifying body for MBCT facilitators, so as far as I know there are no records of 
how many MBCT facilitators are qualified or practicing, or how many courses they are running, for 
how many patients annually. For a decade I have been meeting my peers by attending training 



days at what became the Sussex Mindfulness Centre (founded in 2012). From conversations I 
estimate there are about 20 working in Brighton and Hove, about 60 in Sussex, and about 1,000 
in England. The average facilitator seems to run about 3 MBCT courses annually for about 10 
starters and 5 finishers.  
 
This is a provider-centred service, whereas it should become patient centred in the way that the 
government has been calling, and I have been campaigning (9.81). I gross up these estimates up 
to get some idea of how many patients are being taught mindfulness annually in table 1. If any 
readers can correct these figures, please let me know. 
 
TABLE 1 ESTIMATE OF THE NUMBERS OF FACILITATORS AND PATIENTS TAUGHT 
ANNUALLY IN 2015 
 
 

 Brighton and Hove 
City 

England 

Number of clinically qualified MBCT facilitators 
employed in the NHS to run courses now 

         20       1,000 

Number of courses run pa  (see note)          60       3,000  

Number of patients starters pa        600     30,000 

Number of patient finishers pa        300    15,000 

Note. Those I have met have said that they are only employed to run about 2-4 courses pa, 
whereas I believe that a full time facilitator could teach 25 courses pa. 
 
17 How many MBCT facilitators are needed to meet the new access standards? 
Time to Change (www.time-to-change.co.uk) estimates that 1 in 4 of us will have a mental health 
problem in any one year. As England has a population of over 60 million, this totals 15 million 
patients who could go to their GP asking for treatment annually. They all acquired on 1.4.15 the 
statutory right to be offered talking therapy (such as the MBCT course) and not antidepressants, 
to the same access standards as physical health problems of starting treatment within 6 weeks for 
3 out of 4, and within 18 weeks for the remaining 1 out of 4.  
 
Assuming that only those presently on antidepressants will actually ask for a MBCT course, the 
number of facilitators required to meet this potential demand is one to two orders of magnitude 
(between ten and a hundred times) more than the present supply capacity, as shown in table 2. 
 
 TABLE 2 ESTIMATED POTENTIAL DEMAND FOR MBCT COURSES 
 

 Brighton and 
Hove 

England Multiplying factor 
from 2015 capacity 

Number of patients on antidepressants   31,000    4 million    100 

Number mentally sick    75,000  15 million    400 

Number of MBCT facilitators required 
assuming 25 courses pa per facilitator 

    100 10,000      10 

 
 
 
 
18 To meet the new access standards needs 10,000 more MBCT facilitators 
In 2006 Lord Layard called for 10,000 CBT facilitators to be trained to deliver the IAPT 
programme, which was achieved by 2010. I estimate (9.88) that a similar number of MBCT 



facilitators will be required to be employed full time to honour the statutory right to talking 
therapy accorded to the same access standards as physical health from 1.4.15.  
 
This number was calculated by assuming that each full time facilitator could and would teach one 
10 week MBCT per week day on a repeated cycle of 5 courses pa, namely 25 courses per 
facilitator pa, for 16 patient starters and 8 finishers per course. This means that each full time 
facilitator can teach 400 patient starters pa. Grossing this up, 10,000 facilitators could teach 4 
million patient starters pa. This capacity would allow every patient now on antidepressants (4 
million) the offer of one course each year. 
 
My experience of teaching the MBCT course to over 200 people is as follows. About 12 start a 
course, and 6 finish it. About 2 out of 3 finishers seemed to find the course effective in reducing 
their symptoms sufficiently for them to feel normal. A few have dramatic results, including 
recovering from addictions that they had had for decades. Most needed to repeat the course 
several times over a year or two. They also needed to do supporting meditations either side of the 
MBCT course, which is why we offer dynamic before (kundalini meditation), and family 
constellations after, over a whole day, once per week from 8am to 5 pm, which we call an 
‘enhanced sandwich’ MBCT course.  
 
To fulfil the dream of IAPT to end the Prozac nation, and provide a mental health service worthy 
of the name, another Layard target should be adopted to qualify 10,000 MBCT facilitators by 
2020. Each one of these facilitators should be contracted to detoxify 400 patients on 
antidepressants pa, by running 25 courses pa for 16 patients per course, thereby collectively 
treating 4 million patients pa. 
 
19 Where will these 10,000 mindfulness teachers come from? My experience 
Mindfulness is a fundamental part of the teaching of Buddhism and yoga, so most of these 10,000 
new MBCT facilitators should be recruited from those presently teaching Buddhism and yoga. 
There are probably at least a thousand of these in the city of Brighton and Hove, (population 
300,000) and a hundred thousand in England. My own experience may be typical of these people. 
 
I was born on 17.11.35, to a psychiatrist mother, and a consulting engineer father. I followed my 
father’s career, working overseas at times until 1980. In 1963 I married Janet, who bore me 3 
daughters in 1965,76 and 70. In 1979 I founded and ran Marabu Sailing Club and sea school, 
teaching the RYA cruising scheme to thousands until 2003. In 1991 when I was 56, my health 
broke down with arthritis. I had 8 breakdowns, each lasting 2-6 months intermittently recovering 
and relapsing until I did a MBCT course in 2008, since when I have been pain free. However, I 
was lucky to be able to afford complementary therapy for it, and estimate that I have spent 
£5,000 every year on it for the last 24 years (totalling £120k)  
 
In 1987 my wife got cancer, and I retired early to care for her until she died on 15.5.00. I saw a 
poster fro the Sussex cancer patients forum, and worked with them as a patient representative 
until 2006, including doing peer reviews. I then joined the Patient and Public Involvement Forum 
(PPIF) and in 2008 it changed to the Local Involvement Forum (LINk) I was elected to represent 
Sussex on the National Association of LINk Members (NALM) in 2009 until Healthwatch was 
formed in 2010. 
  
In 2005, I joined the Mindfulness Interest Network at Hove Polyclinic under clinical psychologist 
Brenda Roberts, becoming its secretary from 2008-11. In 2008, I took the 8 week MBCT course at 
the Centre for Mindfulness Based Education in Brighton for £185, and it changed my attitude to 
my body. Inspired to help others as I had been helped, in 2009 I took the 5 day teacher training 
course with Prof Mark Williams for £950. The continued practice and teaching of MBCT has cured 



all my previous mental and physical sickness. I have attended a study day with Vidyamala Burch, 
who founded Breathworks in Manchester, and see that my life has followed a similar path to hers.   
 
In 2010,  I created a company - the Social Enterprise Complementary Therapy Company (SECTCo) 
to teach the MBCT course, and teach teachers. From 2013 we have rented a shop at 3, Boundary 
Rd Hove BN3 4EH. Since the beginning of 2015 we call it a ‘Community Care Centre’ (see photo, 

figure 7) as this is the name given by the Better 
Care Fund legislation for innovative treatment for 
Rachel (depressed and isolated) and Dave 
(alcoholic and homeless). I have personally taught 
about 20 MBCT courses in the voluntary sector 
since 2010 to date, to about 250 starters and 150 
finishers. I have run many facilitator training 
courses, and two facilitators that I have trained 
(Anthony Coyne and Helen Johnson) have already 
run 12 courses for SECTCo. Penelope Lawrie and 
Michelle King are starting to run courses this 
month.  
 

FIGURE 7 COMMUNITY CARE CENTRE AT 3, BOUNDARY RD HOVE 
  
In 2012 SECTCo bid unsuccessfully for the Community Mental Health Prospectus, and since then 
we have been calling on the CCG to increase contract capacity so that GPs can prescribe MBCT 
courses as easily as Prozac, and patients can access a course within a few weeks near where they 
live. To do this they need to open up the market by inviting tenders from the third sector 
(including SECTCo). The CCG officers have repeatedly refused to do this, believing that their 
current contract provision of 6,000 talking therapy interventions pa is fully compliant with the new 
access standards.   
 
At the meeting we had with the director of operations (Dr Geraldine Hoban) and the director of 
public health (Dr Tom Scanlon) on 24.3.15 they told us to our face (see draft minutes, paper 
9.87) that even if and when they go out to tender for increased provision, neither I nor any 
SECTCo trained MBCT facilitators could ever be contracted as providers by the CCG, 
because we are not clinically qualified to treat patients on GP referral. We asked for a 
further meeting, but they have appointed an intermediary (Owen Floodgate) who has terminated 
all further communication with us. I believe that this is in contempt of their statutory duty to 
engage with patients and the public, so I filed a formal complaint against them on 17.4.15. (9.89). 
 
20 SECTCo’s experience and campaign to teach patients on GP referral 
To date I and my colleagues in SECTCo have taught 32 MBCT courses to over 400 citizens, 
(students, clients, participants, call them what you will) most of whom are also patients from local 
surgeries. We teach all comers without assessment, so do not ask what diagnosis they might 
have, or what drugs they might have been prescribed, or recreational drugs they may be taking.  
 
Nearly all are unemployed, and many have drug and alcohol addiction problems. Many have been 
homeless in the past, and we have allowed one at a time to sleep in the back room of the shop 
since Nov 2013. We have had 4 sleepers to date, staying a few months. The latest one (Matthew 
Coles dob 24.11.86) has been alcoholic and homeless since he was 11, and came to us last Oct. 
He is working on himself by doing some of our meditations.  
 
Our client group are accurately represented by the Rachel and Dave named in the Better Care 
Fund legislation (9.79) From a GP perspective, most of them present with Medically Unexplained 
Symptoms (MUS) and some could be described as ‘heartsinks ‘ (the doctor’s heat sinks when he 



sees them, as he knows that there is nothing he can do for them, but they seem addicted to 
attending, and are attention seeking).  
 
They tell us casually that they are dissatisfied with the primary care service, saying that they tend 
to be over-medicated. Some asked for talking therapy, such as a MBCT course, but it was not 
offered, and they could not afford the going rate (£100-£200) in the private sector. We provide 
them with as many MBCT courses plus supporting meditations as they want for donations, and 
most are slowly recovering their health as a result.  
 
Those who graduate from a MBCT course are invited to attend a facilitators course with me. 
Dozens have graduated from this course, and 5 of them are now employed as staff of SECTCo, 
and are running our MBCT courses at various venues in the city as a trial of a new licencing 
system (9.81) They are expected to attend my facilitators course as supervision and continuous 
professional development (CPD)  
 
Collectively we seem to be achieving the same health improvement outcomes as reported in the 
studies literature. About 2 out of 3 clients who complete our courses (at least 5 sessions out of 
10) demonstrate in before and after questionnaires a significant (averaging 20%) improvement in 
positivity. We see ourselves as teachers in self care, and cannot see any reason to spend £5,000 
over 2 years to get a MSc in clinical psychology to teach MBCT to this (or any other) client group.  
 
21 SECTCo’s applications to bid for the Better Care Fund (BCF) to transform the lives 
of Rachel and Dave 
The BCF was launched by the government in July 2013, and exists to trial innovative better care 
for Rachel and Dave, who represent our most vulnerable citizens. This client group may comprise 
1% or 3,000 in the city, but individually cost the most to public services, perhaps averaging 
£100,000 pa each, or £300 mpa, which is a quarter of the combined budget of the NHS (£500 
mpa), and the Council (£750 mpa) totalling £1.25 bn pa. The allocations for the BCF are shown in 
table 3.  
 
TABLE 3 BETTER CARE FUND (BCF) ALLOCATIONS 

Year Brighton and Hove England 

2015/16 £19.6 m £3.6 bn 

2016/17  £9.8 m £1.8 bn 

   

 
Throughout 2014, I attended meetings of the CCG Board and Health and Wellbeing Board (HWB) 
and followed the progress of the CCG’s BCF application. I wrote emails and letters complaining 
that there was no better care in it but only more assessments. I tried repeatedly to bid for the 
BCF, but got no acknowledgement or response.  
 
In spite of my protests to the HWB spoken verbally from the public gallery at their meetings, and 
tabling my papers, they signed off the CCG’s application last Sept. Dr Geraldine Hoban publicly 
told the meeting that the CCGs had held a meeting to consult with stakeholders on 29.8.14. 
However, I was not invited to that meeting, with hindsight presumably because they considered 
me unqualified. However, she knew that I wanted to bid, so I believe that she deliberately did not 
invite me to this meeting to exclude SECTCo from bidding. 
 
I wrote a paper entitled: ‘Transform Rachel and Dave’s lives by accepting SECTCo’s bid dated 
19.9.14 for the Better Care Fund application.’ (9.79) which I sent to all members of the CCG board 
and HWB, and tabled at their meetings, but received no response or acknowledgement. I believe 
that the CCG acted unlawfully in this regard. I called for a public enquiry last Oct (9.80) again with 



no response. I complained to the ombudsman on 11.3.15, who told us to file a formal complaint 
to the complaints manager of the CCG, (Ken Adams) which I did on 17.4.15. We hope to be told 
the outcome within 20 working days, ie by 15.5.15. 
 
22 European Social Fund (ESF) Building Better Opportunities (BBO) programme 
I recently (29.4.15) attended a European Social Fund (ESF) awareness workshop with 75 others 
from the city’s voluntary sector. SECTCo is seeking partners to put in a joint bid for a 3 year grant 
under the Building Better Opportunities (BBO) programme, whose object is to tackle poverty and 
social exclusion for the most disadvantaged people in England, which is the same client group as 
the BCF. We were told that invitations to bid will be issued this autumn 2015, and awarded for 
next financial year (2016/17).  
 
It is interesting to note that the BCF allocation for this year is about 20 times larger than the 
ESF, and the BCF allocation for next year is about 10 times greater than the ESF, as shown 
below. The total available for the Coast to Capital area (Croydon to Brighton, including West 
Sussex) is £61 million over 7 years (under 9 million pa) which means that Brighton and Hove 
could get around £1 m pa as shown in table 4.  
 
TABLE 4 EUROPEAN SOCIAL FUND (ESF) ALLOCATIONS FOR BUILDING BETTER 
OPPORTUNITIES (BBO) FOR TACKLING POVERTY AND SOCIAL EXCLUSION IN MOST 
DISADVANTAGED 
 

 Brighton and Hove Coast to Capital (Croydon to 
Brighton including W Sussex 

Total for 7 years 2014-2020 Perhaps about £6 m £61 m 

Total annually from 2016/17 Perhaps about £1 m   £9 m 

 
We were told that the average grant size will be £0.5-1 million over 3 years, which is £200,000-
£300,000 pa. The successful applicant could thus expect to employ about 5-10 full time equivalent 
staff for 3 years from 2016/17 to 2019/20 on this grant.  
 
23 The ostrich attitude of the CCG officers 
The ostrich is said to cope with unknown situations by burying its head in the sand, as ‘out of 
sight is out of mind’.  This seems to be what the CCG officers are doing.  I am a messenger telling 
them the unwelcome news that the law under which the NHS operates has changed, and that 
they have to redesign services accordingly, including increasing contract provision of talking 
therapy by a factor of ten.   
 
They don’t want to hear this, so they ‘shoot’ the messenger by silencing him, so that they can 
continue with ‘business as usual’. However, they are a good example of what SECTCo is teaching. 
They cannot make eye contact, because they are triggered by the sight of me into chaos (flight or 
fight) by fear. At the above meeting, they did not seem to be able to hear a single word that we 
said, because their neocortex was switched off. This is the opposite of presence. 
 
As mentioned above, I was a councillor from 1995-99, and learned about the workings of a local 
authority. Almost every section of the Council has a legal department whose job it was is to see 
that their officers comply with the law. However, I have been working as a patient representative 
in the NHS for the last 15 years, and have yet to meet a lawyer anywhere. My general impression 
is that the whole NHS organisation seems to regard itself as above the law. None of the normal 
checks and balances that are present in every other sphere of corporate business seem to operate 
in the NHS. This is illustrated by the following examples of remarks made in my presence. 
 



a) A researcher into patient safety (9.74) who had been working in the airline industry, said: 
‘the levers of power in the NHS are not connected to anything.’  
 

b) Health secretary Jeremy Hunt opened a NHS Alliance conference on 29.11.14 with the joke: 
‘I feel I am talking in a cemetery. Everyone’s underground, and nobody’s listening.’  
 

c) Sir Robert Francis QC (author of the inquiry into Mid Staffs hospital) said publicly: ‘if the 
NHS was an airline its planes would be falling out of the sky.’  

 
These are the most scary remarks that I have ever heard said publicly about a public institution. 
The Better Care Fund (BCF) is a flagship initiative of the last government, and is supposed to be 
administered in an open, transparent way. However, SECTCo was deliberately excluded from 
bidding for it, showing that the CCG are administering it behind closed doors, illegally.   
 
The only explanation for this is that the NHS has grown up since 1948 in a world of its own, above 
the law. It is the last dinosaur of provider centred monopoly of treatments, which is basically 
Hobson’s choice of drugs or drugs costing us £15 bn pa, of which only 12% are effective 
(www.wddty.com). We pay 10% of our taxes for the NHS, whose treatments now do more harm 
than good, and are now the cause of sickness and addiction, rather than the cure.  It is time that 
it is called to account, and made to comply with the law. 
 
24 Conclusion – create a new profession of MBCT facilitators 
SECTCo has applied to join the UK Network, but we have not had any response to date. There are 
probably scores of other organisations in England who are also teaching teachers of mindfulness, 
but who are not members of the UK Network. We hope that the leaders will act on our 
recommendations above, and will open up membership to all those who are bona fide. The final 
criterion should be: ‘Is your MBCT course better than Prozac?’  
 
This will implement the vision of the House of Lords reports (www.themindfullnessinitiative.com) 
by opening up the market to at least 10,000 new mindfulness teachers from the private sector 
and enable the 4 million patients on antidepressants to get off them and recover their mental 
health and wellbeing without reliance on drugs, ending the Prozac nation. We are willing to play a 
full part in the development of the new profession of teachers of mindfulness.  
  
 

Appendix 1 UK Network for Mindfulness-Based Teachers 
Good practice guidelines for teaching mindfulness-based courses 
(our emphasis added, see clause B4) 
These guiding principles have been developed to promote good practice in teaching 
mindfulness-based courses. Mindfulness courses are intended to teach people practical 
skills that can help with physical and psychological health problems and ongoing life 
challenges. The main approaches used in the UK are Mindfulness-Based Stress 
Reduction (MBSR), Mindfulness Based Cognitive Therapy (MBCT) and the 
Breathworks Mindfulness Based approaches to Pain and Illness (MBPI), all of which 
are normally taught over eight 2-3 hour sessions. MBSR is a group-based programme 
developed by Jon Kabat-Zinn and colleagues at the University of Massachusetts Medical 
Centre, Centre for Mindfulness (CFM) for populations with a wide range of physical and 
mental health problems (www.umassmed.edu/cfm/home/index.aspx). MBCT is an 
integration of MBSR with Cognitive Behavioural Therapy (http://mbct.co.uk/). It was 
initially developed by Zindel Segal, Mark Williams and John Teasdale to help recovered 
recurrently depressed participants and has been recommended by NICE for this 
group. MBCT is evolving to be taught to a broader range of people based on 



psychological understandings of what causes human distress and in a range of settings 
(e.g., health service, schools, forensic settings). The Breathworks MBPI course is a 
development of MBSR, specifically for people with chronic pain and / or other long-term 
(physical) health conditions (www.breathworks-mindfulness.org.uk). Developed by 
Vidyamala Burch, it combines key elements of MBSR and MBCT with particular 
approaches to mindfulness in daily life and mindful movement that are suitable to this 
population. It also includes compassion meditation as a core component. 
------------------------------------------------------------------------------------------------------------ 
A teacher of mindfulness-based approaches should have the following: 
 
A. Mindfulness Based Teacher Training 
1. Familiarity through personal participation with the mindfulness-based course 
curriculum that they will be learning to teach, with particular in-depth personal 
experience of all the core meditation practices of this mindfulness-based programme. 
 
2. Completion of an in-depth, rigorous mindfulness-based teacher training programme or 
supervised pathway over a minimum duration of 12 months. 
 
B. Training or background required in addition to mindfulness-based teacher 
training 
1. A professional qualification in mental or physical health care, education or social care, 
or equivalent life experience recognized by the organization or context within which the 
teaching will take place. 
 
2. Knowledge and experience of the populations that the mindfulness-based course will 
be delivered to, including experience of teaching, therapeutic or other care provision with 
UK Mindfulness-Based Teacher Trainer Network. Good Practice Guidance for Teachers.Nov 2011 
groups and/or individuals, unless such knowledge and experience is provided to an 
adequate level by the mindfulness-based teacher training itself. An exception to this can 
be when teaching with the help of a colleague who knows well the population to whom 
the course will be delivered and has a relevant qualification. They would also need to 
have an understanding of mindfulness-based approaches. 
 
3. If delivering MBCT, knowledge of relevant underlying psychological processes, 
associated research and evidence-based practice, unless these are provided to an adequate 
level by the mindfulness teacher training programme. 
 
4. If delivering MBCT or other mindfulness-based course with a clinical population, an 
appropriate professional clinical training (my emphasis) 
 
C. Ongoing Good Practice Requirements 
1. Commitment to a personal mindfulness practice through 
− daily formal and informal practice 
− participation in annual residential teacher-led mindfulness meditation retreats 
 
2. Engagement in processes which continue to develop mindfulness-based teaching 
practice: 
− ongoing contacts with other mindfulness practitioners and teachers, built and 
maintained as a means to share experiences and learn collaboratively 
and 
− regular supervision with an experienced mindfulness-based teacher including: 
i. Opportunity to reflect on/inquire into personal process in relation to personal 
mindfulness practice and mindfulness-based teaching practice 



ii. Receiving periodic feedback on teaching through video recordings, supervisor 
sitting in on teaching sessions or co-teaching with reciprocal feedback. 
 
3. A commitment to ongoing development as a teacher through further training, keeping 
up to date with the evidence base, recording and reflecting on teaching sessions, 
participation in webs forums etc. 
 
4. Adherence to the ethical framework appropriate to the teacher’s professional background and 
working context:  
UK Mindfulness-Based Teacher Trainer Network. 
Good Practice Guidance for Teachers. Nov 2011 
 

Appendix 2 UK Network for Mindfulness-Based Teacher Trainer 
Organisations  
Good Practice Guidelines for Trainers of Mindfulness-Based 
Teachers  
Trainers need to meet and adhere to the Good Practice Guidelines for Teachers.  
In addition they need to meet the following Good Practice Guidelines for Trainers of 
Mindfulness-Based Teachers:  
 
1. Have had full teaching responsibility for at least nine mindfulness-based courses over a 
minimum of three years.  
 
2. To be offering training pathways which have a minimum of 12 months duration.  
 
3. To be a proficient teacher of mindfulness-based courses as assessed by experienced colleagues 
and potentially through the use of the Mindfulness-based Interventions: Teaching Assessment 
Criteria (MBI: TAC).  
 
4. Have trained to be a trainer via an apprenticeship with a more experienced trainer and 
demonstrated a competency in training others.  
 
5. To continue to teach mindfulness-based courses to people with varying levels of experience as 
a teacher, alongside training teachers.  
 
6. Be in a regular supervisory relationship in relation to teaching practice and its interface with 
personal mindfulness practice, and engage in peer relationships with other trainers.  
 
7. Attend annual retreats which facilitate practice at depth, some of which are at least 7-10 days 
in duration.  
 
8. Stay up to date with the current and developing evidence base for mindfulness-based 
interventions, with a particular emphasis on the training organisation’s area of expertise.  
 
9. Be up to date with current methods of assessing mindfulness-based teaching competency and 
maintaining good practice.  
 
10. Be steeped in the practice and understanding of mindfulness which is informed by both 
relevant current scientific and/or clinical understanding as well as its historical antecedents from 
relevant spiritual and philosophical traditions, the most common example of which is the Buddhist 
tradition.  



 
11. Be a compassionate and strong team player - willing to operate in the context of a training 
team and in connection with others who are training teachers in the UK context.  
 
Mindfulness-based teacher trainers need well developed skills, understandings and attitudes in the 
following areas:  
 
1. An experientially gained understanding of the complexity of mindfulness as an approach and its 
transformational potential.  
 
2. An in depth understanding of the aims and intentions of the full range of curriculum 
components within the mindfulness-based course they are training others to teach.  
 
3. An understanding of the underlying theoretical principles of the mindfulness-based courses they 
are training others to teach.  
 
4. Understand and have the capacity to train others in the principles underpinning the adaptation 
of mindfulness-based courses to different contexts and populations.  
 
5. Skill in working with groups, especially the creation of a safe and challenging learning 
environment.  
 
6. The ability and skill needed to support trainees in identifying their strengths and learning 
needs, and providing feedback which facilitates new learning.  
 
7. An understanding of the complex interface between MBAs taught in a therapeutic context and 
mindfulness as taught in traditional or specific cultural contexts.  
 
                                                                                                               

Appendix 3  Recommended changes to the MBCT facilitators 
course  
a) Teaching students how to self regulate (which is the object of a MBCT course). 

As stated above, the key difference between mindfulness as meditation (as taught at Buddhist 
centres and evening classes, which is guided meditation) and MBCT courses, which is therapy, is 
the teaching of self regulation. This means teaching the ability to notice when we are triggered 
emotionally, (‘see red’, ‘fly off the handle’ etc) and respond appropriately, rather than react 
habitually on autopilot. This keeps us in the middle zone of integration, and out of chaos or 
rigidity (see figure 3) To do this, our attitude to our problems and symptoms has to change from 
seeing them as enemies, from which we react habitually by turning away, to seeing them as 
friends, to whom we respond mindfully by turning towards them with love and gratitude.  
 
The usual acronym to teach this change of attitude is RAID. These letters stand for:  Recognise 
that you have been triggered. Accept and Allow it, by turning towards it. Inquire into why it is 
emotionally charged with childlike curiosity (beginners’ mind). Disidentify and Distance yourself 
from it by acknowledging: ‘I am not my emotion, or my thoughts, but just a watcher of them’.   
This is the way that we learn to stay in the functional middle zone of the window of tolerance 
between the disfunctional extremes of chaos or rigidity in which we previously ‘lost our cool’. Then 
our symptoms (such as pain) become the signals reminding us to breathe into our body to centre 
ourself, and self regulate 
 
For example, I cured my arthritis (from which I suffered 8 breakdowns from 1991-2007,) by 
mindfully using the symptoms of pain to remind me to consciously let go of the tensions causing 



it, by exhaling them on each outbreath with an audible sigh ….’aaahhh’, and still need to practice 
this when I exert myself.  
 
To teach like this, we in SECTCo give every MBCT participant a course book of around 70 pages 
(see 9.91 which we call volume 1) which includes the theory, so that they can understand how 
their mind works. This is also what the .b and .paws b courses do for school children. We 
recommend that all patients on GP referral should be given such a book for reference. The 
facilitator can choose moment by moment whether to work from the book, or ad lib. We have 
found that beginner facilitators tend to work from the book at the beginning, but  as they 
progress become less reliant on it. 
 
b) How to cope with patients on GP referral 
As mentioned in paragraph  8 above, the clinical population of patients on GP referral is much 
more demanding than the client group of a typical Buddhist centre, or mindfulness evening class, 
who are paying £100-200 for an 8 week course. I recommend that how to deal with this client 
group should be an essential issue taught in every MBCT facilitator course.  
 
We in SECTCo teach it as on the job training or apprenticeship, and recommend that this 
becomes the UK Network protocol. We run our facilitator training courses at our Community Care 
Centre at 3, Boundary Rd Hove, and advertise them as drop in facilitator MBCT courses on 
Thursday mornings, 930-12. I hold the space, but let the would-be facilitators run sections of the 
course in turn, and hold a debrief afterwards, to inquire into how it went, and learn from doing it. 
They do this as if it is a course for patients on GP referral, and frequently have an odd mixture of 
students turning up, which simulates this. We never turn anybody away, like A&E.  
 
Our facilitators course book (about 75 pages, which we call volume 2) is published on 9.92. This 
contains all the paperwork needed, as if we had a public sector contract to provide it for patients 
on GP referral, and we go through it on Thursday afternoons from 2-5pm. I simulate the 
commissioner by paying facilitators £100 for each satisfied participant as signed for on a 
prescription voucher. (9.76) In this way we have been trialling a whole new system of mass-
commissioning and mass-providing MBCT courses on outcome based contracts, which incentivises 
healing and curing. 
  

  Appendix 4 Kipling’s: ‘if’, expressing the qualities of presence 
required of a MBCT facilitator.  

1 ‘If you can keep your head when all about you 
Are losing theirs and blaming it on you, 
If you can trust yourself when all men doubt you, 
But make allowance for their doubting too; 

2 If you can wait and not be tired by waiting, 
Or being lied about, don't deal in lies, 
Or being hated, don't give way to hating, 
And yet don't look too good, nor talk too wise: 

3 If you can dream - and not make dreams your master; 
If you can think - and not make thoughts your aim; 
If you can meet with Triumph and Disaster 
And treat those two impostors just the same; 



4 If you can bear to hear the truth you've spoken 
Twisted by knaves to make a trap for fools, 
Or watch the things you gave your life to broken, 
And stoop and build 'em up with wornout tools: 

5 If you can make one heap of all your winnings 
And risk it on one turn of pitch-and-toss, 
And lose, and start again at your beginnings 
And never breathe a word about your loss; 

6 If you can force your heart and nerve and sinew 
To serve your turn long after they are gone, 
And so hold on when there is nothing in you 
Except the Will which says to them: 'Hold on!' 

7 If you can talk with crowds and keep your virtue, 
Or walk with kings - nor lose the common touch, 
If neither foes nor loving friends can hurt you, 
If all men count with you, but none too much; 

8 If you can fill the unforgiving minute 
With sixty seconds' worth of distance run - 
Yours is the Earth and everything that's in it, 
And - which is more - you'll be a Man my son!’ 

Appendix 5 Unsolicited testimonial dated 9.5.15 about SECTCo 
from Anthony Coyne, who was elected chairman of the board of 
directors at the AGM on 6.5.15. 
 
Having been involved with Sectco and present as Deputy/Acting Chairman for the past few 
months I have seen how we have moved beautifully, through becoming more and more mindful, 
from erratic and semi efficient and semi productive meetings to making larger steps towards 
becoming a professional and productive organisation that makes a very strong positive 
contribution as a provider to the whole city. 
John has been the fulcrum for Sectco for so long and has done a stern job. 
I see (and hear from John himself) that he feels as though he has been somewhat carrying Sectco 
by himself and I see how he has been inviting myself and others to enrol into helping Sectco grow 
and expand - this is fantastic John. Your heart is so big. You are such a warm person. I feel that. I 
see it is felt by many. I am grateful for this opportunity. I feel inspired and excited to as what we 
can potentially create. 
 
I brought to the meeting on Wednesday that I feel to make progress as we move forward that we 
need to make collaborative decisions and work together as a much stronger and cohesive unit. 
ANY DECISION HAS TO BE A COLLECTIVE DECISION. It feels as though John has been on a 
crusade to heal himself and his mothers early retirement as a psychiatrist through gunning down 
the HWB and CCG. I fully understand this. It is amazing how we each have things in our life that 
inspire us to create positive changes and transform our lives and lives of others by things that 
happen to us. My involvement in Sectco and reasons for being a facilitator and healer in life is 
because of my journey through the perils and hells of medication through to being a self realised 
human being. For me, this is what I see mindfulness is offering us all. The opportunity to heal 
fully and become at one with ourselves and all of humanity on this planet. I hold that vision 
passionately. I hold the torch for that. I see that Sectco is helping people make amazing changes 



to their lives- at 3, Boundary Road and now in three more locations in Brighton and Hove. This is 
amazing. 
 
HOWEVER!... We need to remember we are in the midst of a huge paradigm shift out of fear 
based doctrine and rules, into the freedom of love, community, oneness. It will take time. We 
need to understand this. We therefore need to practice what we teach - mindfulness. In the most 
beautiful way. With love in our hearts. With compassion and forgiveness.  
W need to let go of the pain/anger we may be holding onto regarding how we may think/feel/see 
those who have wronged us, our families, etc and allow a clean slate. To move forward we have 
to move away from making the HWB and CCG our enemy. They are not. They are our ally. They 
have done their best, with the education and belief systems that they were taught. Within the 
system that exists, which was (I say in past tense because it is changing!) very rigid - based on 
fear based rules and medication provided by Big Pharma that did not help improve mental health 
and wellbeing.  
 
Those involved such as all the GPs, Geraldine Hoban and Tom Scanlon are most likely suffering 
from shock, guilt and fear as they realise what a mess they have been a part of. They need time 
to absorb all that is happening. I can see how their perception of the world has been torn apart. 
They need time to process the changes and be given the space and time to see how to move 
forward. They know very well that mindfulness is part of the way forward and they also know that 
what we do is powerful work - including the Osho meditations and family constellations. Can we 
have compassion and see how this may be a tough pill for them to swallow (excuse 
the pun) and allow them to see we are not their enemy but a trusted provider who 
they can rely on to help our city liberate itself from the suffering, anxiety and 
depression that has been brought about by living in this crazy world that we live in? 
 
We need to build a bridge now. To change our strategy as I, Indi, Mark, Paul, Ati, Steve (DB) 
and others have rightly requested. I feel we need to show them what we do. Present evidence of 
what we do and show that in Holland Osho's humaniversity way of life is accepted and funded by 
the government, and that family constellations is as common and accepted practice in Germany as 
CBT here is here in the UK. Let us remember Tom Scanlon and Geraldine Hoban need to heal too, 
as we all do. We are all the same. We are all in this together, This is about healing separation and 
divide and creating unity and harmony. 
Let us have compassion and understand that it takes courage to change, as we remember the 
quote: ‘Our deepest fear is that not that we are inadequate, but that we are powerful beyond 
measure' http://www.goodreads.com/author/quotes/17297.Marianne_Williamson 
 
Creating the bridge and forming new strategy 
We need to feel that this is a collective collaborative organisation. I see that John needs to know 
we are here and can be trustworthy and reliable in order to feel he can let go and trust. John, i 
ask that you have the courage to let go of how you feel you should see Sectco and allow it to 
shape itself by the people that have come together and are clearly here for a purpose. We each 
need space to feel into what it is we feel we can each bring to Sectco and bring it strongly and 
powerfully to maximise our potential as an organisation that can bring healing to thousands.  
We need to show we can do this together. To know what our boundaries are. How much we can 
each commit to this. Are we in or are we out? 
I know that I feel a little reluctant but I see this as a positive as it is here where I can grow 
stronger by making a commitment. What happens when we step in fully and allow ourselves to be 
held by the group? Powerful things occur.  
We build trust and unity. I am seeing that more and more with us as a collective and within the 
mindfulness groups.  
We are creating miracles! We need to celebrate this! 
 



Communication during Meetings 
I see that there are some contentious issues that trigger each of us (speaking mainly from my self 
and observationally also). 
I see that Sectco and the projects we are working towards are close to our hearts and we are 
passionate about making the right changes. I also clearly see that this journey is a healing journey 
for each of us also. I know I am working on healing myself through being a mindfulness facilitator 
and the progression and expansion of Sectco and all these things we are doing is 
healing/correcting each of our individual issues and at the same time, mass consciousness - 
microcosm macrocosm. 
I see we are doing our best. To move forward in unison and in harmony, during these meetings 
we need to practice the mindful ways we are teaching. It is natural for us to experience triggers. 
When we are triggered I suggest we breathe deep and take a step back before we speak and act 
so as to see what the highest truth is for each thing we are discussing. 
I feel we each need to put aside our personal feelings and tap into our special gifts and expertise 
that we each hold to form a really strong unified presence and professional organisation.  
This is a real gift as we continue to grow in honouring each other by practicing deep listening and 
cohesiveness. 
 
We each hold a very special set of keys that will help Sectco progress steadily. 
I am excited to see how we create the next stage in our individual and collective development. 
The potential is great. 
Therefore, let us move mindfully and steadily as come together and find the answers. 
 
Thank you for hearing me. Lots of love,  Anthony 

 

                                                                                                    28 pages, 15,100 words 


