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1 Recommendation
The chairman of the HWB should call a special inquiry meeting (on the lines of a Select Committee
of Parliament) to call the GGG to account by answering the accusations made in my paper 9.96:
‘Call for the CCG to be put into special measures regarding the Childrens Mental Health
Transformation Plan.’ The key officers of the CCG (Xavier Nalletamby, Christa Beesley, Geraldine
Hoban, Tom Scanlon) should be mandated to attend, and the councillors on the HWB and HWOSC
be invited. Its remit should be to decide whether or not the CCG is compliant with the law, and if
not, what action should be taken to make the Council compliant. It should be video recorded, and
the public invited to observe from a public gallery.
2 Summary conclusions – the CCG is non-compliant with the law.
The NHS has been in crisis for decades because it is provider centred and out of touch with the
needs of patients, doctors and taxpayers. Reforms to cure the crisis by making it patient
centred by commissioning treatments that meet the QIPP criteria (see paragraph 9 below)
are enshrined in the Health and Social Care Act 2012, and subsequent legislation that took effect
on 1.4.15.
However, instead of acting on the statutory requirements of new law, and curing the crisis, the
CCG have ignored it, hence have been in contempt of it, and acted as if it had not changed. The
crisis in primary care in the city has deepened to become an emergency, with the closure of
Goodwood Court surgery on 9.6.15, leaving thousands of patients without being able to register
with a GP. This is unprecedented, and bad for everyone (except the drug companies) with
patients waiting far longer than the targets for treatment, and GPs leaving in droves.
3 How should the meeting you call for be conducted?
In order for both sides to prepare for the inquiry meeting, I have written a script of the meeting
for the chairman (presumably Cllr Daniel Yates) to follow by asking the following questions of the
people named below. I have set out my own answers, (A JK) so that the CCG can prepare theirs.
4 Mr Kapp, (JK) why have you been complaining about the CCG?
A JK. I am a former councillor (1995-99) and patient representative since 2000, when my first
wife died of cancer. My mother, sister, daughter, and many cousins are (or were) doctors, but I
followed my father into consulting engineering, so have had a career of fixing broken systems. My
own bodily health broke down 25 years ago when I was 55, and I have had 8 breakdowns of
arthritis, for which I had Complementary and Alternative Medicine (CAM) My last breakdown was
7 years ago in 2008, when I discovered NICE recommended Mindfulness Based Cognitive Therapy
(MBCT) 8 week courses, which cured me. I started SECTCo in 2010 to share MBCT and other
meditations with others, and have since successfully treated more than 300 mentally sick clients,
since Jan 2013 at my Community Care Centre at 3, Boundary Rd Hove.
I have been increasingly concerned about the crisis in primary care, which became an emergency
on 9.6.15 with the closure of Goodwood Court surgery. I have taken part in many consultations by
the NHS, and have been trying to exercise my statutory right to Patient and Public Engagement in

co-designing health services under the Health and Social Care Act 2012, and Patient and Public
Involvement under the Local Government Act 2007.
I have made proposals to solve the crisis in many papers, which I have sent to the CCG, and
published on my website. However, instead of reading them and replying, the officers have
studiously ignored them, escalating the tensions between us. I referred them to the ombudsman
on 1/4/15, and have been told by Kevin Bennett that they will complete their report by the end of
August.
I am not the only one to complain that the NHS is not listening, as Jeremy Hunt (health secretary)
opened the NHS Alliance conference on 4.12.14 with the joke: ‘Addressing the NHS is like
speaking in a cemetery. Everyone’s underground, and nobody’s listening.’ Quoting Hamlet, this
indicates that: ‘Something is rotten in the state of Denmark.’
I am blowing the whistle on a scandal which could be as big or bigger than the sexual abuse
scandal sparked by Jimmy Saville, or the phone hacking scandal sparked by Millie Downer. The
last government appointed a mental health task force under the chairmanship of Paul Farmer,
(chief executive of Mind) His interim report (reproduced in appendix 2) shows that my concerns
are shared by many thousands of others. However, we do not have to wait for his
recommendations, as the HWB already has the power to contract for new treatments by 1.4.16. I
also believe that this would have the support of the minister for care, (Alistair Burt MP) and
appendix 3 is an extract from his first speech of which shows that he is continuing the initiatives
of Norman Lamb, and the last government.
I am grateful to you, chairman, for calling this meeting, and hope that it will shine a light on this
rotten ‘elephant’ in the room, so that you councillors on the new HWB, and the new Health and
Wellbeing Overview and Scrutiny Committee.(HWOSC) can exercise your powers to call the CCG
to account. They need to commission enough NICE recommended talking therapies (such as
MBCT courses) to patients as the law requires, and in the public interest, which requires at least a
hundredfold increase from about 10 to 1,000 pa.. As I said at the last HWB meeting on 21.7.15,
we in Brighton and Hove can be a beacon for the country in solving this national problem in
primary care.
5 Does the HWB have the power to call the CCG to account?
A JK Yes it does, under ‘enhanced powers’ granted to it in May 2014. I am making this point
strongly, as Cllr Daniel Yates implied in an e mail to me on 6.8.15 that he had been advised
otherwise. This does not surprise me, as the CCG has a deeply engrained habit that they are
unaccountable, and above the law, as they indeed were for 65 years from 1948 to 2013. This
belief is like a hypnosis, and I believe that they are still hypnotised to believe it. The history of my
attempt to dehypnotise them and bring them back to earth is as follows.
This hypnosis is understandable, as the law changed fast over the last decade, in response to the
paradigm shift in society. I knew about it as I had been following the passage of the Health and
Social Care Act 2012 through Parliament, and attended many conferences in London. I heard
health secretary Andrew Lansley’s speeches which made it clear that the HWBs were created to
fill the democratic deficit, by bringing the CCG budget under Council control, like Social Care
and every other public service.
I also attended all the meetings of the HWB from its inception in shadow form, when it became
apparent that the Green chairman, Cllr Rob Jarrett, and other members had not realised that

they are now responsible for the commissioning treatments worth £1 million per day,
which is a heavy responsibility. Opposition spokesman, Cllr Ken Norman advised me to lead a
deputation to full council on 18.7.13 to which Cllr Jarrett’s response as minuted (9.60) was: ‘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.’ This
showed me that he accepted the script written for him by the CCG officers denying that the
CCG is accountable to the HWB. (They would, wouldn’t they?)
This answer confirmed my concerns, so I continued to object, and was pleased to note on 8.5.14,
that the Council voted unanimously to give the HWB ‘enhanced powers’, which the CCG Board
ratified unanimously on 20.5.14. This historic decision made the HWB responsible and

accountable for the CCG’s budget of about £350 mpa, and for signing off all significant
CCG decisions.
The HWB was promoted to be level with the Policy and Resources Committee, and the leader of
the council, Cllr Jason Kitcat, took over the chairmanship, with Cllr Jarrett remaining a member.
Andy Burnham (shadow health secretary) rightly said (reported Health Service Journal in Nov
2014: ‘the CCGs are the executive arms of the HWBs.’
However, the reply I got from Cllr Yates on 6.8.15 when I sent him paper 9.96 reads (with my
emphasis): ‘Dear Mr Kapp, Many thanks for your email concerning the CCG. While I thank you for
the time you have taken in contacting us and raising your concerns I would like to stress that

the Council have a close and productive working partnership with the CCG. I have
found them open, supportive and engaged in delivering a broad range of health
services for the benefit of the whole city. I note that you have also included the CCG into the
email and will allow them the opportunity to answer the specific issues about their performance of
their duties. Best wishes Daniel Yates.’
This makes me think (I hope wrongly) that he is still in thrall to the officers of the CCG, as was his
predecessors. He copied it to Owen Floodgate of the CCG, who has yet to ‘answer the specific
issues about the performance of their duties’. As the Children’s Mental Health Transformation Plan
has to be delivered to NHS England by the beginning of Sept (3 weeks time) and I want it to
include meditation rather than medication, I have taken the matter up to the next level, to Peter
Kyle MP, who I saw on 13.8.15, who agreed to discuss the matter with Daniel, and visit us at 3,
Boundary Rd.
6 What are the new terms of reference of the HWB?
A JK. The minutes of the relevant council papers (Policy and Resources 1.5.14, endorsed by full
Council 8.5.14 and CCG board 20.5.14) are reproduced in full in appendix 1 with my emphasis,
from which the following item is extracted:
‘7.6: CCG related functions: it is proposed that the H&WB has the following remit regarding
CCG related functions:
A. Leadership and Agenda Setting and Accountability
§ To help shape the commissioning strategy of the CCG and ensure the CCG’s
commissioning intentions align with the health needs of the City.
§ To promote creative and innovative approach to health and wellbeing using the
freedoms afforded by pooled funds.
§ To promote the agenda on integration - both in terms of sharing commissioning
resource but also in terms of delivering a far more joined up service for people living in the
City.
§ To hold the CCG to account for the impact of their commissioning decisions ensuring
that: o health outcomes are improving in the way they should;
o health inequalities are proactively addressed in commissioning plans.
§ Provide collective leadership to a whole range of City wide collaborative
working and whole system issues - including emergency planning,
resilience and preparedness, urgent care etc.

B. Decision-making
§ To approve the commissioning plans of the CCG.
§ To manage funds that are part of a formal joint commissioning arrangement or pooled
fund (e.g. the Better Care Fund).
§ To help shape and comment on the strategic direction and commissioning
intentions of the CCG.
§ To hold the CCG and other partners to account.
7.7. It is proposed that the H&WB is given referred powers regarding any functions of
the Council and the CCG relating to the health and wellbeing of people who live,
work or visit Brighton & Hove. These will include, but are not limited to, housing,
transport, environmental health, arts and culture.
7.8. The full version of the proposed terms of delegation for the Health & Wellbeing
Board is set out in Appendix 2 to this report.’
7 Why did the HWB not call the CCG to account?
From May 2014, when the HWB got enhanced powers, I continued to lobby them to call the CCG
to account, but nobody listened to me. As mentioned above, taking responsibility for the
commissioning of £1 mpa of treatments is a heavy burden, and would mean challenging the
officers of the CCG. This needs courage, as we are all dependent on doctors when we or our
family are ill, and we may fear discrimination if we cross them. It is not surprising that the
members left it to the leader, Cllr Jason Kitcat, who was not a career politician, and was planning
to retire from the Council at the next election. The CCG was therefore allowed to continue with
business (mostly drugs) as usual.
However, the casualties continued to mount. They were primarily the patients, who got no better
care, (such as MBCT courses) not even the most vulnerable 10,000 Rachels and Daves, for whom
the £20 mpa Better Care Fund allocation from the government for this year was not spent. But the
GPs were also casualties, as they were forced to break their Hippocratic oath ‘do no harm’ by only
being able to prescribe drugs with harmful side effects. They voted with their feet, retiring early
for the sake of their own health, closing Eaton Place in Feb, and neglecting their duties at
Goodwood court surgery, so that they had to be shut down.
8 What do you hope the new HWB will do about the CCG?
A JK. Deliver the patient centred NHS that the last decade’s law changes (with all party
support) requires. Brighton and Hove Council is now under Labour leadership, which rightly
regards the NHS as their creation. I therefore hope that they will represent the interests of their
constituents as patients who want drug free talking therapy (such as the MBCT course) not
more Ritalin and Prozac for the £350 mpa (£ 1 m per day) of taxes they pay.
To do this, they have to exercise their power over the CCG’s officers, who are stuck in the mindset
of the old NHS, which represents the interests of the providers. They have to:
a) Enforce the principle of he who pays the piper (patients through their taxes) should call the
tune on treatments (GPs to give their patients the choice of drug free options, such as
MBCT courses).
b) Change from performance based contracts which allow clinicians to draw their salaries
whether the treatment works or not, to outcome based contracts which incentivise
therapists to deliver treatments that work, and recommend it to their friends and family.
(‘FAFT) which is the system that SECTCo is modelling. (9.81)
Questions for Dr Nalletamby (XN) and Mr Kapp (JK)
9. Do you accept that treatments that the CCG commission should meet the QIPP
criteria? (introduced since the Darzi report 2008) which are:

Quality – safe from harm, effective in healing and curing, and giving good patient experience.
Innovation – are innovative changes to previous treatments (such as drugs) which don’t work.
Prevention – should prevent the patient from becoming worse.
Productivity – should be productive by enabling all patients who need them to access them.
Answers presumed XN Yes, JK yes.
10 Do you accept that most drug treatments do not meet these QIPP critera?
A JK:
Quality Safety – No drugs meet this, as all are poisons which have side effects which can harm
the patient.
Quality Effectiveness – only 8-12% of drugs are effective according to a study published in
2014, and one published in June 2015
Quality Patient Experience – no drug gives good patient experience, as patients do not want
to be dependent on drugs for their health. Drugs are a recent invention (c1895, when aspirin was
manufactures) whereas people have lived healthily for millions of years without them. The
healthiest year in the last century for the English was 1944, because all the doctors were tending
the war wounded, so nobody got any drugs.
Innovation – most drugs were innovative when developed, but that has now worn off. However,
complementary and alternative medicine (CAM) is innovating drug free treatments all the time
(such as the MBCT course) and neuroscience is explaining how they work. However, the CCG
arrogantly refuses to look at the latest scientific evidence.
Prevention – most drugs do not prevent sickness, but only mask symptoms, which allow patients
to continue with stressful lifestyles, which is counterproductive, as it prevents healing to occur.
Productivity – drug free treatments (such as MBCT courses) are productive, as they are capable
of healing and curing patients’ conditions. However, drug treatments are not productive, as they
don’t even make that claim, but only to mask the symptoms. However the drug companies are
productive, as they have conned the governments in the world to spend public money on them,
making the industry the most profitable, at the expense of patients, doctors and society. They are
too big for their boots, and it is time that they were cut down to size.
A XN?
11 Do you accept that NICE guidelines for mild to moderate depression and anxiety
(mental sickness) recommend talking therapy rather than drugs? (9.76, 9.77, 9.78,
9.79 etc)
A XN yes, JK yes.
12 Dr Nalletamby, do you accept Mr Kapp’s point that the most cost effective talking
therapy is the MBCT course?
A XN ?

13 If yes, then why don’t you do as Mr Kapp suggests, and commission more MBCT
courses?
A XN?
14 Do you accept Mr Kapp’s following glossary of terms, designed to identify the
differences between your view points, and if not, what do you dispute?
Glossary of terms used under the old and new paradigm (holism, bio-psycho-social model)
which was adopted in the Health and Social Care Act 2012 (HSCA) , and subsequent legislation.
G.1 The new patient centred NHS. On 1.4.13, the HSCA took effect with the creation of a
new patient-centred (rather than provider-centred) NHS, with Clinical (rather than
managerial) Commissioning Groups, (CCGs) overseen by Health and Wellbeing Boards (HWB) in
every Local Authority. This was intended to fill the democratic deficit, and break the monopoly by
opening up the market for new QIPP treatments under Any Willing Qualified Provider (AWQP)
However, this has not happened yet, and the Brighton and Hove CCG is still stuck in the old
paradigm (9.96)
G.2 Paradigm shift – The NHS is supposed to treat patients with the latest scientifically
evidenced based medicine, but neuroscience (of brain and mind) has recently (last few decades)
undergone a paradigm shift. This means that those on the old belief system (the old NHS) cannot
communicate with those on the new paradigm (complementary therapists, including SECTCo)
because they talk different languages. The old NHS believes that there are many different mental
disorders (over 300 according to the American Psychiatric Association’s Diagnostic and Statistical
Manual of mental disorders - DSM) all requiring different drugs. However, neuroscience has
shown (Siegal 2010) (Van de Kolk 2014) that there is only one mental disorder – dysregulation
of the nervous system, which can be cured by practicing mindfulness and other meditations.
G.4 Medical model or paradigm – the old belief system of conventional medicine and the old
NHS, based on materialism, reductionism and mechanism, in which only the body is real, so the
only valid treatments are drugs and surgery. However, only 12% of drug treatments have been
shown to be effective, none are safe, as they all have harmful side effects, few prevent the
patient from getting worse, and many prevent the patient from getting better, by masking the
symptoms so that the patient continues with unsustainably stressful lifestyles.
G.5 The cause of mental disorders according to the medical model– chemical imbalances
in the brain of unknown cause, which can only be corrected with drugs (such as depressants like
Ritalin, and antidepressants like Prozac). Each of the different mental disorders require different
drugs.
G.6 Bio-psycho-social model or paradigm – also known as the holistic model – the belief
system used by complementary and alternative medicine (CAM) SECTCo, and the new law, in
which the person consists of body, mind (emotions and thoughts) soul (higher self, consciousness,
awareness), animated by spirit (life force, chi, prana) whose behaviour is largely determined by
their relationship to their environment, including parents, family, tribe, team, nation, and
availability of nourishment.
G.7 The cause of mental disorders according to the bio-psycho-social model Disregulation of the nervous system caused by disharmony, fragmentation, disintegration
between the soul, mind, body, and relationships, so that the amygdala (smoke detector of the
brain) triggers hormonal responses inappropriately into chaos (manic, fight/flight) adrenaline
reaction, or rigidity (depressive, freeze) acetylcholine reaction. (Siegal 2010)

G.8 The root cause of disregulation – disfunctional programming of the neural circuits of the
brain through dysfunctional conditioning, which usually starts with insecure attachment (Bowlby
1959) to the primary care giver, and is made worse by subsequent trauma.
G.9 Healing – change of attitude to create better self regulation. from more harmonious
relattionships, and integration between body, mind and soul, allowing the body to heal itself.
G.10 Curing – maintaining the healing attitude for more than 40 days (a quarantine) so that the
neural pathways of your brain rewire, creating more functional habits of behaviour permanently.
G.11 Self regulation – being centred and present within in the window of tolerance between
chaos and rigidity (Siegal 2010). The body, mind and soul are integrated, balanced, and in
harmony, so that our neocortex fully connected to our reptilian and mamillian brains, so we are
compos mentis (of sound mind) and can focus, and our physiology can function correctly.
G.12 Chaos - triggered by adrenaline reaction, known as hyper arousal into manic flight or fight
behaviour.
G.13 Rigidity – triggered by despair and acetylcholine into depression and paralysis (also known
as hypo arousal)
G.14 Mindfulness – watching the breath and inhabiting the body in order to be in self regulation
and meditation.
G.15 Meditation – an altered state of consciousness of no mind (known to sportsmen as ‘in the
zone’), in which we (our soul) is centred and present in our body, and watching with
understanding inwards (with our third eye at the 6th chakra) looking at, and listening to our body
and the emotions and thoughts in our mind, (as well as the outer world) to regulate our
sympathetic and parasympathetic nervous system and keep them within the window of tolerance.
G.16 Wellbeing, - mentally healthy – in the state of self regulation when our mind is at
peace, and our body’s normal physiological process (breathing, heart rate, digestion, immune
system etc) can operate correctly.
G.17 Mentally ill, or sick – our state when we have been triggered out of our window of
tolerance (dysregulation)
G.18 Physical health – the state of your body when you have been in the state of wellbeing for
most of the preceding time.
G.19 Physical sickness - the state of your body when you have been mentally sick for most of
the preceding time.
G.20 Mind – embodied and relational process that regulates the flow of energy and information.
(Siegal 2010)
G.21 Mindfulness – living in the present moment (rather than the past or future) while watching
our thought and feelings without judgement and with kindness. (Jon Kabat-Zinn)
G.22 Mindfulness practice – Inhabiting our body by watching our breath and feeling sensations
in our body (body scan) through guided visualisations, (as in Buddhist sangas.)

G.23 Mindlessness – living in the past or future on autopilot, so that we keep repeating old
habits and patterns of behaviour, and making the same mistakes, resulting in mental sickness.
G.24 Mindfulness Based Cognitive Therapy (MBCT) - a talking therapy recommended by
the National Institute for Clinical Excellence (NICE) for depression under Clinical Guidelines CG 23
(Dec 2004) and CG 123 (May 2011) which requires a MBCT facilitator to teach you mindfulness as
a therapy for 8 weekly sessions of 2 hours per session.
G.25 MBCT - A training in self regulation. (according to Dusana Dorjee, researcher at Bangor
Centre for Mindfulness Research and Practice CMRP) This is the basis for this course, which
teaches RAID: Recognise that you are being emotionally triggered into chaos or rigidity, pause
and Accept and allow it ti be there, Inquire into it with curiosity and kindness (beginners mind)
and Dis-identify yourself from the emotion.
G.26 Mindfulness (MBCT) evening class – A course of 2 hours per week for 8 weeks(16 hours
total) available on the market, which teach mindfulness, but not as a therapy.
G.27 ‘The course’ – SECTCo’s MBCT course with supporting meditations (called our ‘enhanced
MBCT sandwich course’, including supporting meditations of dynamic, kundalini and family
constellations) held over a whole day from 8am to 5pm, and provided one day per week for 10
weeks (total 90 hours) as described in brochure 1) which teaches self regulation through
mindfulness plus bodyfulness meditation.
G.28 Catharsis – uncontrolled emotional release, in which you lose control of yourself and have
a tantrum (shout, scream, swear, flail around (called ‘flying off the handle’, ‘flip your lid’, road
rage, go crazy, etc) as a result of your amygdala (smoke detector of your brain) triggering an
inappropriately hormonal release of adrenaline to something that you have seen, heard or
imagined, associated with a trauma.
G.29 Meditative catharsis – watched and controlled emotional release to deliberately discharge
suppressed emotions and eliminate them from the garbage can of cellular memories, to clear the
fog, and decrease the noise to signal ration (as practiced in dynamic and kundalini, and family
constellation meditations)..
G.30 Trauma – a bad experience in the past which you could not process at the time into a
explicit memory, so it remains stuck as an implicit memory, which can be triggered by a stimulus
similar to the original bad experience. Trauma can be inherited from biological and spiritual, (past
life) ancestors.
G.31 Healing (see also G9) – changing implicit (traumatic, unconscious) memories into explicit
ones (conscious) with meditative catharsis to discharge the emotional charge, so that they don’t
trigger the amygdala.
For further details of SECTCo’s MBCT course see 9.91 course book (volume 1) , and
facilitators course book (volume 2) available on request, to be published as 9.98.

Appendix 1 Proof that the CCG is statutorily accountable to the
HWB.
The minutes of the meeting of the full council on 8.5.14 ratified the decision of the Policy and
Resources committee on 1.5.14, item 176, by accepting the recommendations in paragraphs 6.711.4, and appendix 2, reproduced in full below (with my emphasis) This decision was also
ratified unanimously by the CCG Board on 20.5.14, so the CCG officers cannot plead ignorance.

Experience from Other Authorities
6.4 Officers have made enquiries of many local authorities to see if there are any that
have been successful in developing effective HWBs in the way it was intended
when they were introduced. The result was disappointing though not surprising.
None of them seem to have delegated any meaningful functions beyond the
mandatory statutory ones and most of them are operating in ways similar to the
one in Brighton & Hove.
6.5 The LGA improvement and development tool kit referred to above is based on
their review of various HWBs. This could be used as an additional tool to check
where we are and identify areas for action/improvement. But what is clear is that,
at the end of the day, we have to develop our own, local, Brighton & Hove
arrangement that will deliver the outcomes we want.
7. The Way Forward
7.1 Having considered the challenges facing local authorities and the health sector,
and taking into account national requirements, it is proposed to take a bold step
to make fundamental changes to the existing governance arrangements. This is
described in more detail in the following paragraphs.
Functions
7.2 It is proposed that the Health & Wellbeing Board retains all of its existing
functions, including decisions regarding the Better Care Fund.
7.3 In addition to its existing delegated functions, it is proposed that the Board be
given full delegated powers from the Council to discharge all of its public health,
adult social care & health and children & young people functions.
7.4 It is proposed that the Board’s delegated functions include the power to deal with
matters currently comprised in any joint arrangements with health (section 75
arrangements, Joint Commissioning Board etc).
7.5 The Board should have referred functions regarding the “people” side of housing
and, in particular, housing-related support to vulnerable adults and children.
7.6 CCG related functions: it is proposed that the H&WB has the following remit
regarding CCG related functions:
A. Leadership and Agenda Setting and Accountability
§ To help shape the commissioning strategy of the CCG and ensure the CCG’s
commissioning intentions align with the health needs of the City.
§ To promote creative and innovative approach to health and wellbeing using the
freedoms afforded by pooled funds.
§ To promote the agenda on integration - both in terms of sharing commissioning
resource but also in terms of delivering a far more joined up service for people living in the
City.
§ To hold the CCG to account for the impact of their commissioning decisions ensuring
that: o health outcomes are improving in the way they should.
o health inequalities are proactively addressed in commissioning plans.
§ Provide collective leadership to a whole range of City wide collaborative
working and whole system issues - including emergency planning,
resilience and preparedness, urgent care etc.
B. Decision-making
§ To approve the commissioning plans of the CCG.
§ To manage funds that are part of a formal joint commissioning
arrangement or pooled fund (e.g. the Better Care Fund).
§ To help shape and comment on the strategic direction and commissioning
intentions of the CCG.
§ To hold the CCG and other partners to account.
7.7. It is proposed that the H&WB is given referred powers regarding any functions of
the Council and the CCG relating to the health and wellbeing of people who live,
work or visit Brighton & Hove. These will include, but are not limited to, housing,

transport, environmental health, arts and culture.
7.8. The full version of the proposed terms of delegation for the Health & Wellbeing
Board is set out in Appendix 2 to this report.
8. Other Structures
8.1. Children and Young People Committee It is proposed that the existing
Children and Young People Committee be retained with general children’s
services functions, but with the intention that the focus of the committee will be
on matters relating to education and youth services. The functions of the
committee will also be comprised in the delegations to the HWB, which will mean
that they have concurrent delegations, but the Director of Children’s Services will
decide what issues should be referred to the Children and Young People’s
Committee with the presumption being that all business, except matters relating
to education and youth services will, as far as possible, be dealt with by the
HWB. The Lead Member for Children and Young People will be consulted on any
matters affecting Children and Young People. The ways of working will provide
for the Lead Member being able to attend and speak at the Board meeting on
matters affecting children and young people.
8.2. Health & Wellbeing Overview & Scrutiny Committee: It is proposed to retain
the existing Health & Wellbeing Overview & Scrutiny Committee, which will serve
as the statutory Health Overview and Scrutiny Committee. It is however
proposed to move the statutory education co-optees from the scrutiny committee
to the Children and Young People Committee. This is because the focus of
H&WO&SC has been on health and, given the new focus for the Children’s
Committee regarding education and youth services, it makes sense for these to
be co-opted into the Children’s Committee. By law, they are entitled to vote as
members of the committee on any matters relating to education.
8.3. There will be a link, though not a formal reporting line, between the Children
Safeguarding Board and the Adult Safeguarding Board and the Health &
Wellbeing Board.
8.4. Officer Executive Board It is proposed that there be an Officer Executive Board
consisting of the Directors of Children, Adults and Public Health and Head of
Housing from the Local Authority and two representatives from the CCG.
Additional members from provider and other organisations, as agreed by the
Board, may attend some or all meetings of the Board depending on the agenda.
The function of the Board would be:
• Make decisions, under existing officer delegations, on matters that the
Board considers do not require Member level decision;
• To propose items of business to go to Member level decision-making
(HWB or Children);
• To help co-ordinate and plan the agenda of the HWB;
• To deal with other matters that the Board members consider appropriate.
8.5. A structure chart showing the different parts of the arrangements together with a
committee structure chart as attached as appendix 1 is shown in the appendix to
this report.
9. Composition and Chairing of the Board
9.1 It is proposed that:
(i) the Board be chaired by the Leader of the Council. This will reflect the
important, cross-cutting, role of the Board and is in line with the practice in
many authorities, including East Sussex CC.
(ii) That the Lead Member for Adult Care & Health be a member of the
Board.
(iii) Although there is no legal requirement to do so, it is proposed, to reflect
political proportionality principles, that there be 3 opposition members of
the Board (currently 2 Conservative and 1 Labour);
(iv) that the CCG be represented by 5 members. These will be decided by the

CCG but are likely to include the Chair, the Chef Operating Officer, a member of the Local
Members group, a lay member and the Accountable Officer.
Non-Voting Members
(v) That the statutory officer co-optees (Directors of Children, Adults and
Public Health) be non-voting Members of the Board.
(vi) That the statutory health watch co-optee be retained as a non-voting
member.
(vii) That the Chair of the Children Local Safeguarding Board be a non-voting
member of the Board.
(viii) That a representative of NHS England be a non-voting member of the
Board.
(ix) That membership of the Youth Council Co-optee be discontinued and that
a Youth Council representative/s continue to be co-opted into the Children and Young People
Committee.
9.2. Although the Board will be chaired by the Leader of the Council, the statutory
Lead Member for Adult Social Care and Health is expected to take the lead on
most issues and be responsible for the discharge of the functions set out in the
national guidance for Lead Members for Adult Social Services. The scope of the
role was considered by the Independent Remuneration Panel and it was agreed
that the role should attract the same allowance as the chair of a policy
committee. As the Adult Care and Health Committee is being discontinued, this ill
not add any expenditure and, when the allowance for the Deputy Chair of the
Adult Committee is taken into account, this would be a net saving.
10. Health & Wellbeing Partnership
10.1 It is proposed to create a Health & Wellbeing Partnership that brings together all
key players and stakeholders at regular, at least twice yearly, intervals. The
purpose is to share information, report on progress, develop a shared agenda
and shared direction. The Partnership will consist of Members of the HWB and
other co-optees agreed by the Health & Wellbeing Board from time to time,
including representatives from Health providers in the City and the Community
and Voluntary Sector.
10.2. Any organisation represented in the partnership may appoint a person to
represent it and may send a substitute to meetings of the partnership.
10.3 The Health & Wellbeing Board will have the power to agree amend the terms of
reference and membership of the H&W Partnership.
11. Health & Wellbeing Board Ways of Working
11.1 At the moment, the Health & Wellbeing Board is being run along traditional
committee lines. There is an argument for exploring a different style of meetings
depending on what is being discussed. These could include:
§ Traditional committee type meetings for specific decisions;
§ More deliberative type meetings to discuss general long term strategy;
§ Include sessions for developmental/information sharing activities;
§ Disapplying the rules in Council standing orders regarding questions,
deputations, petitions or make arrangements for these to be presented in
some but not all meetings;
11.2 What is clear is that the overall arrangements should be such that the Board is
able to make decisions quickly and operate more like a Board and less like a
committee. It is therefore proposed that the following arrangements apply to the
Board:
§ Anything in current standing orders (Rules of Procedure) which is the
result of legal requirements and will apply to the Board;
§ All other provisions of Standing Orders will apply to the Board unless the
Board agrees otherwise;
§ In the application of standing orders, the Chair will have discretion to apply

the rules with flexibility having regard to the nature of the business;
§ The above rules will be incorporated into the Council Procedure Rules
11.3 As part of the arrangements the Chairs of Committees whose functions are
comprised in the delegations to the Board but are not members of the Board will
be able to attend and speak at meetings of the Board on matters affecting the
functions of their committees (for example children and young people and
housing.)
11.4 As part of its remit, the Health & Wellbeing Board will have particular regard to
equalities and inclusion and the effective engagement of communities
APPENDIX 2
HEALTH & WELLBEING BOARD
Explanatory Note
General
The Health & Wellbeing Board (HWB) is established as a Committee of the Council
pursuant to Section 194 of the Health and Social Care Act 2012 and the Local Authority
(Public Health, Health and Wellbeing Board and Health Scrutiny) Regulations 2013.
Purpose:
The purpose of the Board is to provide system leadership to the health and local
authority functions relating to health & wellbeing in Brighton & Hove. It promotes the
health and wellbeing of the people in its area through the development of improved and
integrated health and social care services.
The HWB is responsible for the co-ordinated delivery of services across adult social
care, children’s services and public health. This includes decision making in relation to
Adult Services, Children’s Services, and decisions relating to the joint commissioning of
children’s and adult social care and health services (s75 agreements).
Composition
Voting members:5 elected Members
5 CCG representatives (For CCG to decide but expected Chair; Chief Operating Officer;
1 LMG Chair, 1 lay member and the Accountable Officer)
Non-voting members
Executive Director Children Services;
Executive Director Adult Services;
Director of Public Health;
Representative from HealthWatch.
Representative NHS England;
Chair of Children’s Local Safeguarding Board;
Delegated Functions
General
1. To provide system leadership to the health and local authority functions relating to
the health and wellbeing of the people who live, work and visit Brighton & Hove;
2. To promote integration and joint working in health and social care services across
the City in order to improve the health and wellbeing of the people of Brighton &
Hove;
3. To provide City-wide strategic leadership to public health, health, adults and
children’s social care commissioning, acting as a focal point for determining and
agreeing health and wellbeing outcomes and resolving any related conflicts;
3. To approve and publish the Joint Strategic Needs Assessment (JSNA) for the City;
4. To approve and publish a Joint Health & Wellbeing Strategy (JHWS) for the City,
monitoring the outcomes goals set out in the JHWS and using its authority to
ensure that the public health, health, adults and children’s commissioning and
delivery plans of member organisations accurately reflect the Strategy and are
integrated across the City;
5. To receive the Clinical Commissioning Group’s draft annual commissioning plan

and to respond with its opinion as to whether the draft commissioning plan takes
proper account of the relevant Joint Health and Wellbeing Strategy. Where
considered appropriate by the HWB, to refer its opinion on the annual
commissioning plan to the National Health Service Commissioning Board and to
provide the CCG with a copy of this referral.
6. To receive the Local Safeguarding Children’s Board’s Annual Report for comment;
and also the Adults Annual Safeguarding Report.
7. To support joint commissioning and make pooled budget arrangements where
agreed by the HWB that this is appropriate;
8. To establish and maintain a dialogue with the Council’s Local Strategic Partnership
Board, including consulting on its proposed strategies and reporting on outcomes in
line with the City’s Performance and Risk Management Framework.
9. To involve stakeholders, users and the public in quality of life issues and health and
wellbeing choices, by
• communicating and explaining the JHW Strategy;
• developing and implementing a Communications and Engagement
Strategy.
10. To represent Brighton & Hove on health and wellbeing issues at all levels,
influencing and negotiating on behalf of the members of the Board and working
closely with the local HealthWatch.
11. To appoint non-voting co-optees in compliance with relevant legislation and
guidance.
12. To operate in accordance with the Local Authority (Public Health, Health and
Wellbeing Board and Health Scrutiny) Regulations 2013.
13. To review annual progress against city priorities in line with the national public
health outcomes framework.
14. To receive reports from relevant programme boards and related multi-sector
committees with a remit for public health in order to inform the Health and
Wellbeing Strategy including: the Alcohol Programme Board, the Substance Misuse
Programme Board, the Healthy Weight Programme Board and the Sexual Health
Programme Board.
Better Care Fund
15. To discharge all functions relating to the better care fund that are required or
permitted by law to be exercised by the Board, including
(a) to agree the strategic planning
(b) manage the pooled budget
(c) oversee and performance manage the planning as well as the practical and
financial implementation of the fund.
16. To receive and approve any other plans or strategies that are required either as a
matter of law or policy to be approved by the Health and Wellbeing Board.
17. Adult Social Services
(a) To exercise the social services and health functions of the Council in respect of adults.
(b) To exercise all of the powers of the Council in relation to the issue of certificates to blind people
and the grant of assistance to voluntary organisations exercising functions within its area of
delegation.
(c) To exercise the functions of the Council in relation to the removal to suitable premises of
persons in need of care and attention.
18. Public Health
To exercise the Council’s functions in respect of public health, including but not limited to:
- sexual health
- physical activity, obesity, and tobacco control programmes
- prevention and early detection
- immunisation
- mental health
- NHS Healthcheck and workplace health programmes

- dental public health
- social exclusion
- seasonal mortality.
To exercise any other functions which transferred to the Council under the Health
and Social Care Act 2012.
19. Partnership with the Health Service
(a) To exercise the Council’s functions under or in connection with the adult services
partnership arrangements made with health bodies pursuant to Section 75 of the
National Health Service Act 2006 (“the section 75 Agreements”).
(b) To exercise the Council’s functions under or in connection with the children and
young people’s partnership arrangements made with health bodies pursuant to
section 75 of the National Health Service Act 2006 and section 10 of the Children
Act 2004 (“the section 75 Agreements”) to the extent they are in force.
20. Learning Disabilities
To discharge the Council’s functions regarding Learning Disability.
21. Children’s Services
To exercise the Council’s functions:(a) In relation to social services for children and young people;
(b) All the Council’s functions as a local education authority and youth services.
Without prejudice to the forgoing, it is expected that this function will normally be
discharged via the Children and Young People Committee who has concurrent
delegated powers.
(c) Any other functions comprised in partnership arrangements with other bodies
connected with the delivery of services for children, young people and families.
22. Clinical Commissioning Group Functions
A. Leadership and Agenda Setting and Accountabilty
§ To receive and comment on the commissioning strategy of the CCG, help shape the
same and ensure the CCG’s commissioning intentions align with the health needs of the
City.
§ Promote creative and innovative approach to health and wellbeing using
the freedoms afforded by pooled funds.
§ Promote the agenda on integration - both in terms of sharing commissioning resource
but also in terms of delivering a far more joined up service for people living in the City.
§ Hold the CCG to account for the impact of their commissioning decisions
ensuring that:
o health outcomes are improving in the way they should;
o health inequalities are proactively addressed in commissioning plans.
§ Provide collective leadership to a whole range of City wide collaborative
working and whole system issues - including emergency planning, resilience and
preparedness, urgent care etc.
B. Decision-making
§ To agree the commissioning plans of the CCG (if H&WB does not agree
the plan, it can refer it to NHS England.)
§ To manage funds that are part of a formal joint commissioning
arrangement or pooled fund (e.g. the Better Care Fund).
• Help shape and comment on the strategic direction and commissioning
intentions of the CCG
• Hold the CCG and other partners to account.
23. Referred functions
The Board shall have referred function on any matter relating to any matter that has
implications for the health and wellbeing of the City. This includes, but is not limited
to:
§ Housing
§ Environmental health and licensing
§ Transport

§ Arts and Culture
24. Reserved matters
The following matters will be reserved from the delegations to the Board:
• Final decisions on any matters that are reserved to full council or the CCG by
law and cannot be delegated.
• Final decisions on matters reserved to full Council under the Council’s Budget
and Policy framework.
• Matters that have corporate budgetary or policy implications that go beyond health and
wellbeing.
• The Externalisation (outsourcing) or bringing in-house any Council services
(which shall be referred to the Policy & Resources Committee for final decision.)
Appendix 2 Corroboration of the need to commission more talking therapies

Mental health taskforce receives huge response – Paul Farmer 4.6.15 (my emphasis)
The independent chair of the Mental Health Taskforce says the astonishing levels of engagement
confirm the importance and urgency of the group’s work:
In embarking on the work of the mental health taskforce, our first priority has been to ensure we have the view of
people who use services, their families, and professionals who work in mental health.

The response has been astonishing.

Over 20,000 people have taken part in our online survey, including people with lived experience of mental health
problems, their family and friends, mental health and other health and social care professionals and the general
public.

We have also engaged with communities whose voices are seldom heard, particularly those groups most
marginalised by society. They have provided powerful messages about the diverse range of needs that services
still fail to meet.

The huge response has shown us the strength of feeling around the need to improve services for mental health.
There is a clear consensus among everyone we have spoken to so far that things need to happen – and
urgently.

We know there are some excellent initiatives underway, such as the Crisis Care Concordat, which in time will
have a real and significant impact on the quality of care people receive. But we need also to look at what we
can do for everyone struggling with their mental health and asking the NHS for help now and in the
future, whatever their age or background.

At the NHS Confederation annual conference, Simon Stevens and I have outlined the emerging themes of the
response so far, which focus on four main areas: prevention, access, integration and attitudes.

Prevention – along with early intervention – is key. People are telling of the need for greater awareness
about mental health across the whole of the NHS and for the principles of prevention and early

intervention to be applied across the system so that services can identify earlier when someone might
need support. We also need to look at improving access to support for specific groups, such as
pregnant women and children and young people.

Access is coming up time and time again. People want to quickly access high-quality, effective care and
treatment, when they need it. We are hearing calls for a wider range of talking therapies, including
suitable options and provision for people with complex needs and access within community/primary
care. Overall we will look to reduce the variation in access across the country, reduce waiting times and
reducing inequalities.

There is a very strong emphasis on integration across the system. People want the NHS to treat them as a
whole person, wherever they are, whenever they ask for help and whatever their needs. Mental health
support for people with long term physical health conditions is lacking, and the physical health needs of people
with mental health problems should be taken more seriously. We also need to look at better integration of
physical and mental healthcare for people with specific mental health needs such as eating disorders and
psychosis, so we can reduce the numbers of people who die up to 20 years too early.

Overwhelmingly, people want to be treated with hope, dignity and respect. Proposed solutions for this
include mental health awareness for all NHS staff, having staff skilled in psychological support across
NHS settings and better training and support for GPs, not least in offering alternatives to medication.

The NHS workforce also needs to focus on its own wellbeing, so that it is fit and well enough to support
people using its services. People want to be put at the heart of planning their own care and experience
better continuity of care so that no one falls through the gaps between different parts of the system.

We have been hugely encouraged by the high level of engagement from the NHS and the Arms-Length Bodies.
Together we are looking at solutions and approaches to develop these themes into a strong strategy.

I want to thank everyone who has taken the time to feed into this process so far. I have been enormously
impressed and encouraged by both the sheer quantity and the outstanding quality of the input we have had from
all sides. One thing is for sure – we aren’t short of solutions.

The challenge for the taskforce now is to analyse all the information coming in and turn it into a workable plan of
action. We are aiming to produce an ‘emerging findings’ report in the next month or so to use as a basis for
further work across the NHS and beyond.

Paul Farmer has been Chief Executive of Mind, the leading mental health charity working in England and Wales
since May 2006.

Paul is Chair of the NHS England Mental Health Patient Safety Board, he is an advisor to the Catholic Bishops
on mental health and was on the Metropolitan Police commission on policing and mental health.

He is a trustee at the Mental Health Providers Forum, an umbrella body for voluntary organisations supporting
people with mental distress. Paul is also trustee at Lloyds Banking Foundation and Chair of the ACEVO board.

In November 2012 he received an Honorary Doctorate of Science from the University of East London in
recognition for achievements in promoting the understanding and support of mental health.

Nominated by sector experts and voted by chief executives, Paul was selected most admired charity chief
executive in the Third Sector Most Admired Charities Awards 2013.

Appendix 3 Extract from a speech by Rt Hon Alistair Burt MP, Minister for
Care, 2.7.15 (my emphasis)
The first is children’s mental health.

Three-quarters of mental health problems in adult life start by the age of 18, and by not taking action when the
first signs of a mental illness occur in our children and young people, we are instilling an impression of inertia in
our future generations. They will believe that this is what adult life is like, with nowhere to turn.

Of course, the opposite is true and, in fact, many of you work tirelessly in this area.

The reality is that 1 in 10 children need support or treatment. When I met with the charity Young Minds, a
child psychiatrist and 3 other experts from the children and young people’s mental health sector this time last
month, they emphasised this.

They told me how we need to shine a spotlight on this agenda and the need for strong leadership to promote
change, which I am committed to achieve.

Through NHS England, we are continuing to expand the Children and Young People’s Improving Access to
Psychological Therapies programme, which has already helped so many young people.

I’m pleased to say that NHS England is working to ensure the whole country is covered by this service by
2018.

I am committed to taking forward the vision set out in the government’s report of the Children’s and
Young People Mental Health Taskforce, ‘Future in mind’.

I think it’s right that we are ambitious when it comes to improving the way young people and their parents access
care, and how that care is organised and provided.

We are working with the Department for Education to pilot ‘single point of contacts’ on mental health in
schools to give young people access to seamless and integrated mental health advice.

And one thing we won’t forget is the strong link between maternal mental health and children’s mental
health. We are providing £75 million over the next 5 years so that women experiencing mental ill health
during pregnancy and the first year after birth will have better access to care.

They will be able to take part in community-based psychological therapy, receive care from specialist
community perinatal mental health teams and have rapid access to inpatient mother and baby services
close to home for mothers who are very seriously ill.

But, ultimately, we need to focus as early as possible to stop mental ill-health before it starts to develop
into a more embedded and longer-term problem.

Children’s mental health is therefore my top priority, and the £1.25 billion will be allocated for improving
children and young people’s mental health over the lifetime of this parliament will soon start to make a
big difference. Tomorrow, I’m speaking at a Youth Select Committee on children and young people’s
mental health services, and I look forward to hearing their views on how to improve services.

I strongly support collaborative working between psychiatrist, schools, charities and communities to
create a safety net around the lives of children. This joined-up approach is spelled out in the NHS Five
Year Forward View, and I am pleased this type of joint-working is a mainstay in psychiatry. The profession
should be seen as leaders in integrated working across our health and care system. And before I leave
children’s mental health, I didn’t see the Dispatches programme last night, but I have read the newspaper
articles. A valuable piece of work there.

The second thing we need to focus on is getting the basics right.

It is shocking that, up until now, specific waiting times didn’t exist for mental health. There is a glaring
inconsistency in our health and care service where, if you have suspected cancer you will see a specialist within
a fortnight, but if you suffer a first episode of psychosis you have no such right.

So we are correcting this. Mental health waiting times will be introduced as of later this year.

For the first time, 95% of people seeking psychological therapies for help with common mental health conditions
will be seen within 18 weeks and 75% of those within just 6 weeks. For people experiencing psychosis, they will
be aimed to be seen within 2 weeks of referral.

We also want to make sure that when people need help and support, they have clear and strong rights.

To explore how we can better do that, the government published No voice unheard, no right ignored – our
consultation for people with learning disabilities, autism and mental health problems earlier this year. I

appreciate the significant response we have had to that consultation and we will set out our response and next
steps on that in the autumn.

The third issue we need to focus on is crisis care.

Earlier this week I visited the West London Mental Health Trust. I saw their section 136 suite where people in
mental health crisis are taken by the police and assessed.

I was impressed by the standards they operate under – it never turns anyone away and always makes sure
to find them a bed at one of their hospitals if they need one.

I met the service manager, mental health nurses, the police sergeant and we talked about their local crisis care
concordat plans – what has worked so far for them and what more needs to be done.

They also spoke a lot about the recent CQC report, which offered some interesting insight into the way that crisis
care varies across the country. Since I’ve been in post I’ve become interested in why there is so much variability.
Frankly, that lack of consistency is unacceptable and there is still a way to go.

Yes, we are investing more in mental health crisis care, and dealing with years of under-funding, which was no
doubt one of the main causes of this variation. When we set out our plan for the first ever national access and
waiting time standards, we also announced a £30 million investment in liaison psychiatry services this year.

I look forward to learning more about these services, but it seems clear to me that they allow psychiatry to play a
valuable leading role in showing other NHS professionals how to improve holistic patient care, not to mention
help them to respond to people compassionately and appropriately.

But clearly we need a united front when it comes to crisis care. This was the basis behind the Crisis Care
Concordat, published last year.

It aims to improve the responses that people receive from services, and in particular, to keep people in
mental distress, who have committed no crime, out of police cells – and to set national standards for the
first time.

The Concordat is clear that local mental health services need to be available 24-hours a day, 7 days a
week. Every area in England has now signed their Crisis Care Concordat declaration and agreed action
plans to make improvements in local crisis services, and they’re starting to see a difference.

In 2011 to 2012 the number of cases where people were given a section 136 and detained in a police cell was
8,667. We set a goal to halve this by the end of the last financial year. We actually exceeded it – there were
3,996 cases.

This is good progress, but we need to continue working to make that number even lower and improve responses
from all services across all pathways. I would like to pay tribute to your profession for the vital contribution of
clinical leadership in shaping these plans.

Of course, when we’re talking about mental health crisis, we can’t forget suicide. This week I met with Louis
Appleby, Chief Constable Crowther from the British Transport Police and representatives from the 3
areas around the country piloting zero suicide initiatives.

They stressed to me that, if we improve suicide prevention, then we improve the whole mental health
care service.

I know many of you help people on the brink of suicide on a regular basis, or who have had the daunting
thought to consider suicide as a way out of their problems. I want to continue to work with you, and all
mental health care professionals, to improve the type of support we offer to people facing their darkest
days.

Finally, in everything we do there is the critical issue of tackling the stigma that often surrounds mental health
illness within the NHS.

We are doing more on tackling stigma in society. Our campaign Time to Change is being used across hundreds
of workplaces and communities to put an end to the stigmatisation of mental health and to encourage people to
talk about their feelings. Because of the campaign, 2 million people have improved their attitudes to mental
health illness, which has translated into improved behaviours towards people with mental health conditions.

But, as the CQC report showed, that stigma is still present in parts of our NHS. People who turn up to A&E
having a mental health crisis feel judged for what they’ve done, and patients in our community mental health
settings felt like their care was sporadic. This isn’t right.

I admire the work of Health Education England to enable half of junior doctors to undertake a psych placement
by next year, again something that Simon [Wessley, President of the Royal College of Psychiatrists] mentioned
during his remarks to you, which should build more understanding and tolerance.

But I look to professionals like you, who work across the health and care services, to tackle that stigmatisation of
mental health wherever it shows its face and challenge it. We cannot operate under a 2-tier system. I don’t want
that and I know you don’t, either.

I look forward to working with you to raise the levels of care that people with mental ill-health receive.

Thank you.
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