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1 Abstract
The crisis in primary care is caused by the increasing numbers of patients presenting with mental
health problems, who tend to be given drugs against NICE guidelines, which make them worse
with side effects, so they keep coming back as if in a revolving door. Parliament placed the
responsibility for solving this crisis with the Health and Wellbeing Boards, in power sharing
agreements with the 30,000 GPs in Clinical Commissioning Groups (CCGs). The crisis can be
solved by spending the £3.8 bn pa of the Bette Care Fund (BCF) on better care Mindfulness Based
Cognitive Therapy (MBCT) 8 week courses and supporting meditations for the city’s 10,000
vulnerable Rachels (65, depressed and in sheltered housing) and Dave (40, alcoholic and
homeless) and provided with pooled budgets in Community Care Centres near every GP surgery.
2 Governing body seminar to find a solution to the ‘intractable nut’ of primary care
I am proud of our NHS, which is acclaimed as the best in the world, yet primary care is on its last
legs. Our CCG chairman Dr Xavier Nalletamby admitted: ‘my practice could go bust next week’,
when pressed for an assurance that more surgeries in Brighton and Hove city would not be closed
at the AGM of the Clinical Commissioning Group (CCG) on 22.9.15. During the worried discussion
that followed at the board meeting, he said that he would convene a ‘governing body seminar’
to address the emergency in primary care.
In the tea break, I spoke to the lay member representing the Patient Participation Group (PPG)
Network (Mike Holdgate) and agreed that the solution is not to be found in the CCG board, but in
its relationship with the Council, who control the resources to address the wider codeterminants of health (housing, social care, education, employment) and the community
and voluntary sector. I offered to write a paper for him to present to the seminar, and this is the
result.
I have been a full time patient representative since 2000, attending countless meetings, including
all those of the CCG board and HWB since their creation in 2012. GPs speak of the ‘intractable
nut’ of primary care, in which 2 surgeries have already closed in the city, and 4 hour A&E targets
have not been met for 2 years. This shows that our primary care service is broken, and needs to
be fixed. As NHS England and the 5 Year Forward View says, this requires the concerted efforts of
experts by experience from the community as well as by professionals. I am contributing my skills
as a systems design engineer and former councillor in my city of Brighton and Hove.
I am not just a campaigner for change, but have been the change I want I want to see. I
created my company (SECTCo) in 2010, since when we have provided 35 NICE recommended
Mindfulness Based Cognitive Therapy (MBCT) 10 week courses and supporting meditations for 316
starters and 194 finishers, for donations. Our client group is the most vulnerable, personalised in
the BCF legislation as Rachel and Dave, and as specified by the BCF, we have treated them in a
Community Care Centre at 3, Boundary Rd Hove, BN3 4EH.

Feedback shows high satisfaction rates, and some spectacular recoveries from addiction. We
estimate that our interventions have saved £1 million in public sector costs, yet our efforts have
not yet been recognised, and we have not received any public funding to date.
Our success is due to addressing the co-determinants of our clients’ health, namely housing,
social care, education, and employment. We have given homeless clients a home to sleep in
the back of the shop, so that they feel safe, and can open a bank account to claim benefits. We
have taught them to meditate and be mindful, through the MBCT course. We have employed
them to work for us as caretakers, painters, handy men, teachers, and directors of SECTCo, so
that they can contribute their skills, and recover their self esteem. We have also supported them
in their journey through the criminal justice system, as required by the Crisis Care Concordat.
Performance based block contracts are a large part of the emergency in primary care, as they are
cumbersome, taking 2 years to renegotiate, and dis-incentive healing and curing. Government
announced their end in 2006, but they are still being renewed. They need to be replaced with a
new and quick procurement system of licences by outcome based contracts, which incentivise
providers to help Rachel and Dave heal and cure their condition with better care , consisting of
NICE recommended MBCT courses and supporting meditations. We have devised and piloted
such a new system, which is described in papers on our website. (9.81)
Next year’s BCF allocation to our city is £10 million, which could provide a pooled budget of
£1,000 for each of the city’s 10,000 Rachels and Daves next year. This is sufficient to give each
one of them a 10 week MBCT course at SECTCo’s tariff price of £1,000 per course. We estimate
that this intervention would save £7 in public sector costs for each £ invested (9.76)_hence saving
£70 million pa of the council’s budget. However, the CCG have refused to even consider these
proposals, and are just giving Rachel and Dave more assessments, against what central
government and NHS England intended.
3 Recommendations
a) That the chairman of the CCG board (Dr Xavier Nalletamby) and the chairman of the HWB
(Cllr Daniel Yates) and their colleagues and officers jointly recognise that the CCG are
legally accountable to the HWB and that the HWB is legally responsible for the CCG
budget of £350 m pa as the council’s budget holder. Accordingly the CCG will henceforth
have access to the Council’s legal department and services to ensure that the CCG acts
within the law in future.
b) That the CCG board agree to work under the direction and leadership of the HWB and
other council committees to pool the budget for the BCF, and also that of the Childrens
Mental Health Transformation Plan Fund (CMHTPF) which is £1.25 bn over the next 5 years
nationally. The city’s allocation should be 1/200th of this, or £6 m in total, and £1.25 mpa.
However, the CCG say that they are only getting £321,000 this year, which is a quarter of
our allocation.
c) That the CCG board accept in principle the need to redesign a new and simple
procurement system of licenced providers of NICE recommended Mindfulness Based
Cognitive therapy (MBCT) courses and supporting meditations at Community Care Centres
throughout the city, to which GPs can refer their patients like Rachel and Dave under the
pooled budgets of the BCF and CMHTPF. (9.98)
d) That the public health department appoint a researcher to study the results of SECTCo’s
interventions to date, and papers published, and write a report for the next CCG and HWB
meeting.

e) That the council appoints a task and finish team to redesign the service as c) above, which
includes representatives from the community and voluntary sector, including SECTCo.
f) That the CCG authorise a pilot trial of SECTCo’s 10 week intervention of 70 hours tuition for
100 starters and 50 finisher Rachels and Daves. These patients would be recruited from the
West Hove cluster of GP surgeries (Portslade Health Centre, Links Rd, Benfield, Mile Oak,
Hangleton, Wish Park) The terms of reference for this trial would be designed by SECTCo
and researchers from the Sussex Mindfulness Centre, Neville Avenue Hove, and Sussex
Partnership Foundation Trust. The estimated cost of this trial is £100,000, which could
come out of the £15 m CCG savings fund discussed at the CCG board on 22.9.15.
g) That the public health department monitor f) above to check whether the savings that
actually accrue from this pilot intervention agree with SECTCo’s estimate (9.76) of £7
savings for every £1 invested.
4 What is the HWB supposed to do?
I followed the passage of the Health and Social Care Act 2012 through Parliament, and attended
many conferences about it addressed by Andrew Lansley and others. I therefore believe that the
will of Parliament was to fill the democratic deficit in health by creating HWBs and giving
them power sharing agreements with the 30,000 GPs. I led a deputation to full council on
18.7.13 (9.60) which resulted in the terms of reference of the HWB being clarified in May 2014.
They were adopted by full council on 8.5.14, and ratified by the CCG board on 20.5.14. They run
to 7 pages, which are reproduced in full in appendix 1 of my paper 9.97, but the main clauses 7.6
and 7.7 is reproduced below:
‘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.’

5 Who is hierarchically responsible and accountable for the spending of the £350 mpa
CCG budget?
The HWB terms of reference say twice that the CCG is accountable to the HWB. This means
that the CCG is hierarchically below the HWB. I heard these phrases said repeatedly by
ministers at conferences, and have also seen it in print. Andy Burnham (former shadow health
secretary) was reported in the Health Service Journal last November as saying that the ‘CCGs are
the executive arm of the HWB’s.’ Paul Burstow, (former minister for mental health) is quoted
in the Health Service Journal (7.10.15, page 16) under a title of ‘Why the NHS needs a shared
strategy, saying: ‘The Health and Wellbeing Boards are best placed to lead this change.’
Every other committee of the council has a budget for which it is responsible and accountable. In
May 2014, the status of the HWB was raised to that of the Policy and Resources Committee, and
was chaired by the leader of the council to reflect that status. It is inconceivable that such an
important committee does not have a budget, and the only budget that it can have is the CCG’s
budget of £350 mpa. Accordingly I am certain that the terms of reference of the HWB correctly
reflect what Parliament intended, which is the hierarchical structure of responsibility and
accountability as shown in figure 1.
FIGURE 1 INTENDED STRUCTURAL HIERARCHY OF RESPONSIBILITY AND
ACCOUNTABILITY FOR THE BUDGET SPENT (£ MPA)
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6 Why is this contentious?
It follows from figure 1 that the function of the HWB is to hold the CCG to account for its
budget of £350 mpa. This makes the chairman of the HWB the biggest budget holder of the
council, as his budget is as big as the next two biggest budgets put together (social services at
£182 mpa, and schools at £169mpa, totalling £351 mpa)

These statements seems to me as indisputable ‘facts’. I have written them into many papers for
the CCG and the HWB for years, complaining that they are not doing what Parliament intended. A
few days after he was elected last May, I e mailed Daniel Yates congratulating him on becoming
the biggest budget holder of the council, and inviting him to visit SECTCo at 3, Boundary Rd. He
denied this ‘fact’, (implying that this is just my deluded opinion) but he did visit SECTCo for an
hour on 17.6.15. To check whether my opinion is a ‘fact’, I wrote to health secretary Jeremy Hunt
and minister for care Alistair Burt on 6.8.15, and received the following reply dated 2.9.15:
‘Dear Mr Kapp
……….Treating mental and physical health condition in a coordinated way is essential to
supporting recovery. On 8th Oct 2014 the Department published a 5 year plan for mental health:
Achieving Better Access to Mental Health Services by 2020. It states its aims and the immediate
actions it will take this year and next, including the introduction of access and waiting time
standards in mental health in 2015/16. However, the CCG is responsible for commissioning
services to meet the needs of their local populations. I can only suggest that you continue to raise
your concerns with Brighton and Hove CCG direct. I am sorry I cannot be more directly helpful.
Yours sincerely, Nicholas Curry, Ministerial Correspondence and Public Enquiries.’
This letter makes it clear that neither the health secretary nor the minister believe that they are
responsible for the actions of the CCGs. What about NHS England? Their representatives (such as
Deborah Tomalin and Penney Ford) occasionally attend HWB meetings to monitor what goes on
for their information. However, they are clearly not there in a leadership role, so cannot be said to
be responsible for the spending plans of the CCG.
It follows that if Daniel is right that he is not legally responsible for the CCG’s budget, then no
one is, and the CCG is working in a power vacuum. I cannot believe that this is what
Parliament intended, considering the scrutiny that went into the drafting of the Health and Social
Care Act 2012. I talked to Baroness Cumberledge (leader through the House of Lords) who told
me that it was the most contentious legislation since Maastrict in 1991. I therefore kept pestering
Daniel to take the responsibility of his position, accusing him of regulatory capture, and cosying up
to the CCG. He finally lost patience with me on 13.9.15, when he replied as follows:
‘John, Many thanks for your final email. However you ought to be aware that since I become
Chair of the Health and Well Being board I have spent more time addressing issues you raise (as a
potential provider) than from any other provider. I have visited your premises, met your board
members and supported mindfulness at each opportunity. Also you should be aware
than I am not a budget holder of the Council nor am I cosy with the CCG (I have had more
meetings with you than the CCG). On several occasions you have suggested that officers have
misled me (which you have produced no evidence for) and now that I am cosying up to them
(perhaps you should consider the mechanisms through which effective partnership working is
established. I note that the member of Council staff you 'met' last week had been sent round to
deal with a noise nuisance from your premises so I think it unlikely they will be able to write a
report and submit it as suggested. I have copied this email to the councils senior legal officer in
order that their team can answer the following suggestions you have made:
1. That I am the councils highest budget holder
2. That I am responsible to central government
3. That I am above the CCG (or that the HWB is above the CCG)
4. That I am cosying up to the CCG
5. That the CCG have conned me into cosying up to them
In the meantime if you wish to submit a formal complaint to the council them please feel free to
do so as part of the councils complaints process and if you wish to continue or start a new

complaint against the CCG for cosying up to me then I believe they would rather those be
submitted direct to the Parliamentary and Health Service Ombudsman.
I have at every turn Mr Kapp tried to support you and your team in developing a better
relationship with the Board and the CCG from the disastrous position you are currently in.
However I feel no longer able to assist you in this matter and would suggest that you submit
future questions through our open question and answer sessions at Board meetings. I will copy
this email to all Board members to keep them up to date and to yours to ensure that they are
kept up to speed.
Best wishes, Daniel’
7 Consequences of the power vacuum around the CCG
I replied to Daniel, thanking him for referring this important matter for a legal opinion, and
suggesting asking the lawyer who drafted the terms of reference Abraham Ghebre-Ghiorghis,
Head of Law and Monitoring Officer of the council. I was present when he eloquently addressed
the CCG board on 20.5.14, describing the power sharing agreement between the HWB and
the CCG.
On Tuesday, 6.10.15, I had a phone conversation with Natasha Watson, the new legal advisor to
the HWB, replacing Elizabeth Culvert. She confirmed that she has been instructed to give a legal
opinion to Daniel on this matter, which is still awaited at the time of writing. It was just before she
was due to meet Daniel at the chairman’s meeting before the next HWB on 20.10.15, so I hope
that she appraised Daniel of what I said.
The remainder of this paper assumes that legally Daniel has shared responsibility with the
CCG for the spending of the CCG’s budget of £350 m pa on behalf of central government and the
electorate. The intention of this power sharing is that the health budget should be taken out of its
silo, and fully integrated into local government thinking, root and branch. Health is the most
important, so has the biggest budget, but it is not the only determinant of wellbeing, so other codeterminants (particularly social care, housing, employment and education) should also be
considered together with it. This is a cultural (paradigm) shift which upsets many vested interests,
so this will need great persistent leadership between Daniel and Xavier.
However, Daniel’s e mail to me of 13.9.15 says: ‘ I have had more meetings with you than the
CCG’. As he has only had one meeting with me, he had not had any meetings with the CCG 4
months into his job. Furthermore, he seems to believe that he is not expected to have any
meetings with the CCG. This confirms that he in denial of the hierarchical structure of figure 1.
His indifferent relationship to the CCG illuminates another reason why GPs are burning out, and
leaving in droves, and why Xavier says his practice could go bust next week. Since the dissolution
in 2012 of the GPs former bosses, the Primary Care Trusts, GPs are left in a power vacuum.
Parliament intended the HWBs to take over the PCT’s role, but they have not done so for the
reasons given above.
With no clear guidance as to what they should be doing, and to whom they should report, the GPs
and CCGs feel unaccountable to anybody, but they are being kicked around as a political football,
and expected to work 7 day weeks. The stress is literally killing them. My cousin’s wife was a GP
who took early retirement from burnout at 55, and died 5 years ago at 67. Her daughter followed
her mother’s calling, and was a GP in Worcester until 2 years ago, when she retired aged 42 for
the sake of her health, and is now a gardener.
This power vacuum is apparent to me as an observer of both CCG board and HWB meetings.
Unlike other council committees, no-one seems to know what they are supposed to be doing, and
there is never any real debate, resulting in a vote. Members go through the motions of

commenting on papers, which are put before them by the officers, but I have never seen any
paper referred back. This happens frequently in all other council committees. Both board meetings
are officer led charades, with members fiddling while patients like Rachel and Dave are denied the
better care that Parliament allocated £3.8 bn pa for.
8 What should the HWB do to fulfil this responsibility?
The solution to the crisis in primary care is for the HWB to take the responsibility of given
them by their terms of reference, and act it out in the hierarchy of figure 1. Daniel should use his
power to set up sub committees to redesign mental health services to provide the codeterminants of wellbeing. They should pool budgets by commissioning joined up working with
community and voluntary sector partners to create wellbeing for all. SECTCo’s proposed solution
(9.81) is to licence providers of better care at Community Care Centres. The principles of this are
given below.
Under the NHS Constitution, the NHS is required to improve both health and ‘wellbeing’, which
means meeting the basic emotional needs of all of us, which are:
a)
b)
c)
d)

to
to
to
to

feel
feel
feel
feel

safe, which means having a secure home to live in and to store our possessions.
part of a community,
needed by that community through being given employment,
that we are continuously learning through education.

The reason that the 2 million Rachels and Daves in England (10,000 in our city) are vulnerable
and sick is that some (or all) of these basic feeling needs are not being met. To have wellbeing, all
these needs have to be met by providing what the BCF legislation calls better care, Contrary to
the ‘treatment as usual’ (ie drugs) this is drug free, so they can detoxify from addiction to drugs
(recreational and prescription) It also has to provide the missing co-determinants of wellbeing,
namely housing, social care, education, and employment. It also requires the elimination of
inappropriate criminal justice, such as locking up the mentally sick, by providing appropriate
alternatives, such as Community Care Centres where they can go for support when in crisis.
Better care can be bought if you are rich. Health inequalities are caused by the rich buying better
care, which is denied to the poor because of their inability to pay. Better care includes
Complementary and Alternative Medicine (CAM) such as yoga classes, which teach how to look
after yourself better, so that you are free of long term conditions for 18 years longer and die 10
years later than the poor, (Marmot 2010) so need less public services.
For decades, society and Parliament with all party support has been calling for reduction in health
inequalities. The last 2 Parliaments laid the infrastructure for better care to be delivered free at
the point of use on the NHS to everyone that needs it , including Rachels and Daves, by passing
the necessary:
e) legislation, including the NHS Constitution, which gave patients statutory rights to
treatment, the access standards that this has to be provided within 18 weeks referral to
treatment (RTT) for both physical and mental health, the Health and Social Care Act 2012,
the Better Care Fund, the Childrens Mental Health Transformation Plan Fund, etc.
f) structure including over 200 CCGs, overseen by 30,000 GPs (who collectively see a
million patients per day, so know what their needs are without Joint Strategic Needs
Assessments (JSNAs) funded by £65 bn pa (£2.3 mpa per GP, or £200 per average patient
contact) overseen by HWBs of elected councillors, overseen by Local Authorities (Councils),
overseen by NHS England, Public Health England, and Public Education England, and the
35 regulatory authorities, etc.

g) funding already allocated for this better care including the BCF of £3.8 bn this year, and
£1.9 bn next, and the Childrens’ Mental Health Transformation Plan Fund (CMHTPF) of
£250 m pa for the next 5 years, totalling £1.25 bn by 2021.
The problem is that none of this infrastructure has yet been incorporated into contracts for
provision of services. Until this happens, the 30,000 GPs cannot prescribe better care to the 2
million Rachels and Daves for whom it was intended, because of a power vacuum.
Central government rightly devolved (in 2013) the micro management of this better care to HWB
of Local Authority councils, so have therefore lost their previous power to intervene when the will
of Parliament doesn’t happen (as now). However, the GPs, and councillors on HWBs have not yet
realised that they now have the statutory power and duty to implement the changes to mental
health services that Rachel and Dave need. This is patient-centred integrated care, rather
than the provider centred care in silos, as hitherto provided under performance based block
contracts running for 3-5 years.
The solution is for Councils to create and procure a new simple licencing system for providers of
integrated care which addresses all the co-determinants of health for:
h) Rachel, who needs peer support to overcome her isolated loneliness, educational courses
(such as MBCT and supporting meditations) to teach her how to look after herself better,
and volunteering opportunities to engage her creative energy in employment, and
i) Dave, who needs housing, detox, rehabilitation, employment, and educational courses
(such as MBCT and supporting meditations) to teach him how to look after himself better.
9 Prerequisite for an innovative solution – an open mind to think outside the box
Einstein is reputed to have said that doing the same thing repeatedly and expecting a different
outcome is a sign of madness. Also, you can’t solve a problem using the same thinking that
created it. This is what I have heard the CCG board and HWB doing since they started 3 years
ago.
We are all creatures of habit, which die hard. All individuals on these boards have the best of
intentions, but are prevented from finding solutions by their disfunctional habits, which close their
minds to the innovation needed to find a solution. The good news is they are only habits, which
can be put aside to open their minds to conceive a solution.
The CCGs disfunctional habits are:
a) Their paternalistic attitude (learned at medical school) of ‘doctor knows best,’ so they
cannot listen to what anyone else says, arrogantly dismissing it as ‘out of the question’
without properly considering it. This is why they have not considered what I say and write.
b) Their medical model, which only sees the body, and ignores the power of the mind. They
should have dropped this model a century ago (when Pavlov’s research established it) in
favour of the bio-psycho-social model.
c) The belief that mental sickness is due to chemical inbalance in the brain, which needs to be
rectified with drugs. Neuro science of neuroplasticity shows that mental ‘sickness’ is normal
reaction to trauma, which needs to be treated with mindfulness meditation, to regulate the
amygdala (smoke detector of the brain), which tends to shout ‘fire’ inappropriately. (1)

d) Their obsession (and sometimes addiction) to prescription drugs, which do not even claim
to cure mental sickness, fogging their minds, and making them treatment resistant to
talking therapies, such as MBCT.
e) Their attitude of being above the law, and unaccountable to government bodies such as
NICE, their Local Authority, etc. This habit is because of 65 years (from 1948-2013) of
‘democratic deficit in health’.
f) The consequent lack of lawyers or legal department in the CCG, so no lawyer sits beside
Xavier at meetings, despite the fact that they are now the biggest spending department of
the council.
g) Their habit of arrogant superiority, thinking that they know it all, as if they are on another
planet. This makes them economical with the truth. In reality, they are just another public
service provider, who should be on tap, not on top, like all the rest.
h) The replacement of block performance contracts, (which was promised in 2006, but
never implemented) by outcome based contracts which incentivise providers to give
satisfaction to Rachel and Dave, otherwise they do no get paid, (9.81) as this paper
advocates, see recommendations above.
The HWBs disfunctional habits are:
i) For newly elected councillors: their inexperience in taking corporate responsibility, such as
not reading their terms of reference, and acting on them. This applies to all three
incumbents of the post of chairman, namely Cllrs Rob Jarrett, (2012-14) Jason Kitcat,
(2014-15) and Daniel Yates. (May 2015-present) However, Daniel has engaged with me,
and done one thing that I asked of all of them, namely to instruct the Council’s legal
department for an opinion on my allegation that the HWB is not calling the CCG to account,
which is awaited at the time of writing.
j) For experienced councillors: having the responsibility for their other committees, so
naturally reluctant to take on new responsibilities, particularly the knotty problem of solving
the crisis in primary care.
k) For the director of public health (Dr Tom Scanlon) the attitude that his department is just
required to collect data, rather than to finding solutions. This comes of 40 years seconded
to the NHS, before coming back to the council in 2012. I have had a long running exchange
of correspondence with Tom, who visited us at 3, Boundary Rd on 5.8.14. However, he did
not appear to hear a word we said, or consider a word I have written. This is not
surprising, as he is a GP, and has the same disfunctional habits as the CCG.
10 What would a new mental health service for Rachel and Dave look like?
Over the last 5 years SECTCo has provided a Community Care Centre (since 2013 at 3, Boundary
Rd Hove) which is a safe space for anyone to drop in for a cup of tea and a chat. To date we have
run 35 MBCT courses for 316 starters and 194 finishers. We have not kept records of those
attending our supporting meditations, but estimate that 2,000 attend these each year. We have
developed the following programme for donations which we have provided every Tues and
Thursday. More details are given on other papers on our websites.
a) A 10 week NICE recommended MBCT course of 2.5 hours per week, (usually from 93012am) consisting of 2 one hour teaching sessions, separated by a half hour refreshment
break for socialising and getting to know other members of your class (peer support)

b) The course teaches self help by asking questions such as: ‘what is mental sickness? It
answers: harmful stress (disharmony) between the mind and the body, which overwhelms
the body’s resources. (1) (2)
c) What you can do to reduce harmful stress? We teach the acronym RAID, which stands for:
Recognising it, turning towards the trigger, and Accepting and Allowing it to be there.
Inquire into why it is there, and what we need to do about it, and Dis-identifying ourself
from that trigger, saying ‘I am not my stress.’
d) We provide supporting meditations before and after the MBCT course designed to release
emotional tensions, so that we can relax, and heal disfunctional family patterns of inherited
trauma, which may be the root cause of stress.
e) As NICE says in guidelines, drugs should be used as a last resort, as they cannot cure
mental sickness, but only mask symptoms until we change our attitudes, habits and
lifestyle to remove the stress that causes the sickness.
11 What is meant by the word ‘co-commissioning’?
Dr Christa Beesley (chief accountability officer for the CCG) presented a paper about ‘cocommissioning’ last July, by which she meant whether the CCG should take over the
commissioning of GP services in Brighton and Hove from NHS England. Our GPs voted on this on
29.9.15, and I don’t know the outcome. I believe that they should, as it would make surgeries
work more closely together, and make the closures that happened at Eaton Place and Goodwood
court less likely.
However, I use the word co-commissioning here to mean that the CCG design and commission
new services (such as for Rachel and Dave under the BCF) in collaboration with service users and
community leaders, (such as me and SECTCo, and councillors on the HWB) so that they are
patient centred (rather than provider centred)
These services should also meet the quality standards for treatment known as QIPP (Quality –
safe from harm, effective in healing and curing the condition, and give good patient experience.
Innovative, Preventative, and Productivity) Drug treatments do not meet these criteria, as all
drugs have harmful side effects, but SECTCo’s intervention meet them in full.
12 Employment conditions
A news bulletin on 24.9.15 said that junior doctors are considering strike action over the
renegotiation of their employment conditions. This should be the best job in the world, with rates
of pay many times the living wage, (£100,000 pa average salary) but senior doctors are ‘leaving
the profession in droves’ because of dissatisfaction and burnout. In my opinion the real reason for
the dissatisfaction is that doctors have been reduced to drug dealers - pill pushers for the drug
companies. This is the elephant in the room, which needs to be acknowledged and dealt with, as
Parliament intended in the above mentioned legislation. This requires the HWBs to take the
responsibility devolved to them, as I have written in previous papers.

13 What is the scale of the problem of over-prescribing?
The Blair government addressed the issue of ‘ending the Prozac nation’ in 2006 when it launched
the Improving Access to Psychological Therapies (IAPT) programme by training 10,000 more CBT
therapists. Then 30 million monthly prescriptions were written pa for antidepressants for about 2.5
million patients. However, now, 9 years later, the prescribing rate has more than doubled, and 5
million patients are now on them, mostly against NICE guidelines.
In the city, there are now 31,000 depressed patients on antidepressants, (12% of the population).
Of these 6,000 pa are treated with talking therapy by the Wellbeing Service. This is good, but it

leaves 25,000 who are denied their statutory right to IAPT, because of the CCG’s failure to let
contracts to provide sufficient talking therapies for them.
The MBCT course is 100 times more cost effective than the 1 to 1 CBT, which only works for
about 1 in 10 patients, whereas the MBCT course teaches up to 15 at a time, and is effective in 2
out of 3 patients. However, the Wellbeing Service is only commissioned to provide 3 MBCT
courses pa for up to 12 patients per course (36 patient places pa) This needs to be increased a
hundred times.
Geraldine Hoban said at the CCG board meeting on 22.9.15 that the Wellbeing contract expires in
2017, as it will have run 5 years since 2012. Renegotiation takes 2 years, so it needs to start
now. However, this should not just be a renewal of the old block performance contract, which will
not result in better outcomes for patients. The procurement process should be changed to an
outcome based contract which incentivise providers to improve health outcomes, as the guidelines
from NHS England and the 5 Year Forward Plan make clear.
Under the BCF of £20 mpa this year, and £10 mpa next year, the 10,000 Rachel and Daves in the
city should all be offered at least 1 MBCT course over 2 years. This means making plans to treat
at least 10,000 of them each year. At SECTCo’s tariff price of £1,000 per patient satisfactorily
treated, the cost will be £10 m pa. This can be easily afforded out of the BCF. Assuming that 10
patients per course finish, 1,000 courses should be provided. This requires 100 facilitators and 100
assistant facilitators providing 10 courses pa, assuming that each facilitator and assistant
facilitator works 2 days per week on this provision.
The Wellbeing contract is for £4 m pa, which should not be retendered in its present block
contract form, but phased out in 2017, and absorbed by the new outcome based BCF contract of
at least £10 mpa.
14 How would 100 MBCT facilitators be recruited?
As I have written in earlier papers (9.88) invitations to tender for a licence to provide NICE
recommended MBCT courses should be issued on the SE Portal. The tender documents should
specify that the co-determinants of health and wellbeing should be provided, namely hostel
accommodation for the homeless, and job creation employment for the unemployed.
An example is SECTCo’s vision, set out in our business plan (9.84) This shows our plans to buy 2,
Boundary Rd, Hove, which includes the stable behind 3, Boundary Rd. We want to turn it into a
hostel for staff of the Community Care Centre using volunteers from our client group. This would
be a centre run by the community for the community which is publicly funded on an outcome
based contract, which ensures best value for taxpayers money. We were overbid, so the freehold
now belongs to a property developer who intends to turn the shop and flat above into 2 separate
dwellings. What they intend to do with the stable I do not know.
Community Care Centres are needed near every GP surgery (of which there are 45 in the city, and
8,000 in England. They are basically mental health A&E departments, for people who don’t have
physical ailments, but do have mental problems. They number about 1 in 3 who attend primary
cared services, so need to be big enough to accommodate 2 groups of up to 20 people at a time.
They should also include a hostel for homeless people, who would be employed as staff. Potential
sites for these centres are redundant churches, commercial and industrial buildings, which can be
in a dilapidated state, and form a job creation scheme.
A task and finish group of officers from the CCG, housing, employment and education should be
appointed to draft the tender documents for provision of these Community Care Centres, and the
staff to run the interventions there.

While that group are working, a pilot trial should be run of SECTCo’s proposal for the outcome
based contract conditions. It should be researched by Sussex Mindfulness Centre (SMC) / Sussex
Partnership Foundation Trust (SPFT) and monitored for costs by Public Health Department. This
pilot would test that what is being procured meets the needs of patients, like Rachel and Dave,
and gives best value for taxpayers’ money.
15 How would the proposed trial be conducted?
The MBCT 8 week course has been developed and mass provided in England since 1995. It has
been shown to halve the 5 year relapse rate on patients who had 3 previous bouts of depression,
achieving NICE recommendation in 2004, It is now being taught in primary and secondary
schools, and has been successfully trialled on patients with other mental health conditions, (such
as psychosis) with promising results. It can therefore be regarded as an evidence based
intervention, and mass commissioned for anyone who wishes to take it.
SECTCo’s MBCT course follows the guidelines set out by the UK Network of Mindfulness Based
Interventions. I qualified to teach it in 2009, have supervision, and attend conferences to keep up
to date with the latest best practice. I therefore hope that SECTCo’s MBCT course will be accepted
as fit to be commissioned for public money when tenders are issued.
However, I am calling on the CCG to design and tender a new outcome based contract by which
at least 10,000 vulnerable patients would be treated under contracts worth at least £10 million pa.
It would therefore be prudent for commissioners to pilot a trial of this new procurement system,
before mass commissioning it. I am therefore recommending (see 2 f) above) that the CCG
commission a trial of SECTCo’s package which we have been running for the last 5 years.
We propose that the CCG authorise a pilot trial of SECTCo’s 10 week intervention of 70 hours
tuition at a suitable venue in west Hove. This could be in a room in St Andrews Community Centre
on Church Rd Portslade. 100 Rachels and Daves would be recruited from the West Hove cluster
of GP surgeries (Portslade Health Centre, Links Rd, Benfield, Mile Oak, Hangleton, Wish Park) The
terms of reference for this trial would be designed by SECTCo and researchers from the Sussex
Mindfulness Centre, Neville Avenue Hove, and Sussex Partnership Foundation Trust. They have
done many such trials on mindfulness based interventions. The estimated cost of this trial is
around £100,000, which could be provided by the £15 m savings fund mentioned by Michael
Schofield, chief finance director of the CCG..
The number in the trial would have to be agreed. We suggest that to give a fair representation of
what we are proposing, the number N in the trial should be around 50 finishers, and should be
compared with the same number in a control group who would get treatment as usual,
presumably antidepressant medication, or 1 to 1 CBT.
They should be taught by 3 different facilitators. SECTCo offers the services of myself (who has
run 20 MBCT courses since 2010, to date) Anthony Coyne (who has run 10 MBCT courses since
April 2014, to date) and Michelle King (who has run 1 MBCT course at the unemployed centre to
date) We are each willing to run up to 3 courses per week for up to 15 starters, so could
collectively teach 100 starters, and 50 finishers over 10 weeks.
We have found that many of our client group cannot sit in a MBCT class unless they have let off
steam in an active meditation (such as ‘dynamic’) for an hour beforehand, (say from 8-9am) They
also find it helpful to consolidate what they have learned by doing ‘kundalini’ meditation (music
and movement) for an hour after (say 12-1pm)

We also find that what is said at the MBCT course often triggers participants, which we invite
them to look at in a family constellation group from 2-5pm that afternoon. These supporting
interventions are included in our tariff price of £1,000 per satisfied finisher.
A researcher would interview each candidate for the trial, and each member of the control group,
before and after the 10 week course. They would fill in a self assessment questionnaire of their
mental state (such as Warwick Edinburgh, questionnaire), that we have been using since 2012.
They would also review the administration, interviewing the surgery doctors and staff, and ask
them how much time spent, and how the new system worked for them. They would write it all up
in a report for the commissioners.
We estimate that the costs to the commissioners of this trial would be:
£k
SECTCo’s teaching fees say 50 satisfied finishers @ £1,000 per finisher
50
Professional scientific researcher full time for 6 months @ £50kpa
25
Trial administrator full time for 3 months @ £40kpa
10
Surgery staff costs in administering the trial referrals, say
15
Total
100
16 Is anyone else saying what SECTCo is saying?
Yes,
a) Simon Stevens’ 5 year Forward View says: ‘We have not fully harnessed the renewable
energy represented by patients and communities.’
b) The Health Service Journal (HSJ) of 2.9.15 page 18, carries an article entitled: ‘NHS
leadership must be opened up to patients and carers.’ It was written by Alison
Cameron, chair of the patient safety champion network of Imperial College Health Partners,
and associate of the Kings Fund, et al. A subtitle is: ‘Patients clearly need to be more
intimately involved in the design of current and future services.’ It says that
patients should …’.work together to become joint commissioners, and co-deliver services,
moving from advocacy and peer to peer support to being full partners in the health delivery
team.’
c) Paul Burstow, former minister for mental health, and professor of health and social care
at City University, London, writing in Health Service Journal (HSJ) 7.10.15 page 16 says:
‘….evidence based parenting programmes…such as Triple P, cost £1,200 per child and
generate savings of £3 for every £1 invested……Evidence based individual placement and
support (employment) services have a one-off cost of £2,750 per client, but can generate
recurrent cost savings to the NHS of £3,000 per year……a need to articulate a common
purpose that would resonate and unite across organisational boundaries. The overarching
purpose is about promoting wellbeing, of giving people a life, not a service. It
means asking how people, whatever their age or health, can live well. This approach
demands not just the inclusion of the usual NHS and social Care suspects. I requires
housing, community and voluntary supports to be in the room too. Real integration
requires co-production with service users. Staff collaboration across boundaries has to be
supported by those who lead their organisations and by the way we train and educate the
workforce. So this is not just about modelling new ways of leading and behaving. I strongly
believe that Health and Wellbeing Boards are best placed to lead this change, but
they lack the capacity, or the authority, or even the appetite to do so. There is a need to
invest in their executive capabilities. This is not just an investment on human and financial
resources. To succeed it must also it must also include an investment or pooling of
authority. The successful providers of the future will be those who adopt collaborative
strategies, valuing and developing their relationships, looking beyond their institutional
boundaries to do the best for the populations they serve. Unless the NHS embraces both
mind and body, and a psychological perspective runs through everything it does,

money will be wasted, productivity gains will be lost, and millions of our fellow citizens will
suffer.’
d) The leading article in the HSJ 7.10.15 page 3, says: ‘NHS England is right to call for the
better care fund to be frozen rather than expanded next year (new 4-5) Beyond 2016/17 it
should be scrapped. The fund’s big contribution was to make the entire health and care

system the business of both NHS and council commissioners, everywhere in the
country. Its legacy is to make joint commissioning of health and social care the
norm.’ I believe that the leader writer is jumping the gun, as joint commissioning has only
just begun, and has not yet started in our city. Nevertheless, he confirms what I have been
saying about the need for integration with councillors.
e) Lord Crisp’s report says that about 16% of patients in hospital could be treated in other
services, but that these services do not exist. A further 16% of inpatients who are clinically
well enough to be discharged remain in hospital because of other factors, such as lack of
housing. These figures are remarkable; they show that one third of patients in acute wards
should not be there. Lord Crisp’s solution is that commissioners should tender for
alternative services.’ (Editorial by Colin Parish in ‘Mental Health Practice, Sept 2015).
17 Is any other CCG doing ‘co-production’, as SECTCo is proposing?
Yes, I believe that many other CCGs are considering similar proposals, as follows.
a) ‘Lambeth CCG Health Service Journal (HSJ) of 30.9.15, page 22, carries an article by
Tom Beresford (researcher) Denis O’Rourke (director integrated commissioning, and Dr
Adrian McLachlan, chair of Lambeth CCG (who won the 2013 London NHS Leadership
Recognition Award for Patient Inclusivity), titled: An appetite for change’ They write:
‘The Lambeth Collaborative has created a safe space for system leaders to have frank and
challenging conversations that never really had a forum before…. A monthly open invitation to
breakfast in a local social enterprise café run by people with lived experience of mental health
issues was the catalyst in Lambeth….New offers, like a peer support service and community
options teams were quickly established to support people out of secondary care and into
sustainable community based support and services……..Design thinking, which promotes the
notion of prototyping (testing changes quickly and safely) and making continuous, small
iterative changes to services and system design, is a central characteristic of a that generates a
more responsive and efficient commissioning process…………shifting from a crisis led system to
one that truly affords early intervention, and sustains people outside secondary care services. The
Living Well Network ambitiously builds on the Collaborative to transform the landscape of
mental wellbeing support in Lambeth. It is based, and commits to community focussed coproduction as the focal drive in relationships between services and individual needs. By applying
the new co-production led commissioning model, people who use services in Lambeth, carers,
community leaders, commissioners, providers, clinicians and health professionals have all co-

designed, co-developed and now co-deliver a radical new model for mental health
support. The new Living Well Network approach is seeing real impact, with a significant month
on month fall on referrals to secondary care. ‘
b) ‘Oxfordshire agrees first for mental health’ this is the title of an article in HSJ 7.10.15
page 6, which says: ‘Oxfordshire leaders have agreed the terms of a £175 m outcomes
based contract encompassing most adult mental health services in the county. The 5 year
deal has been awarded to a partnership led by the incumbent provider Oxford Health
Foundation Trust…..The contract went live last week and is believed to be the first major
outcomes based contract to be let for mental health services. Local organisations,
including the local branch of Mind and specialist independent mental health providers
are also part of the consortium…….The contract is intended to transform local adult
mental healthcare through the use of financial penalties if specified outcomes are not
met. It is hoped that this will result in a service focussed on patients recovery and

wellbeing. Twenty percent of the total contract value will depend on the delivery of the
set of outcomes (see table) These outcomes are: People living longer. People more able
to function. Timely access to support. Carers feeling supported. People having a meaningful
role in society. People having improved physical health.’
c) Sanctuary for the suicidal, Maytree, at 72, Moray Rd, Finsbury Park London N4
3LG, 0207 263 7070, www.maytree.org.uk Contact Paddy Bageley
paddybageley@btinternet.com, They have been going for 15 years. The following is taken
from their website.

‘Maytree aims to alleviate suffering and help people in suicidal crisis to re-engage with life and to
restore hope.
•
•
•
•

Maytree supports people through a suicidal crisis
We provide a safe place and a chance to rest, reflect and be heard without judgment
To reduce the risk of suicide
To help guests consider their options and develop their resilience
How we help:
At Maytree, we provide people in the midst of a suicidal crisis with the opportunity for rest and
reflection, and give them the opportunity to stay in a calm, safe and relaxed environment. We can
support four "guests" at a time. The service runs 24 hours a day, 365 days a year. Our warm and
friendly volunteers and staff team spend up to 77 hours with each guest over their stay, giving
them the opportunity to talk through their fears, thoughts and troubles. On leaving, each guest
receives a goodbye letter. This is a personal record written by a member of Maytree's staff team
which reflects their stay, validates their struggles and honours their achievements
d) Leeds Survivor Led Crisis Service Dial House, 12, Chapel St, Leeds LS15 7RW, 0113
260 9328, www.lslcs.org.uk This is a voluntary sector mental health charity, (established in
1999) which provides out of hours services to people in acute mental health crisis as an
alternative to statutory services. In 2014, 214 people made 1474 visits. They follow what
was called for in the report by MIND in 2011, which said: ‘We urgently need more direct
access options. This means that people can self refer, and there should be an explicit
acknowledgement that individuals know what they need.’ Contact Fiona Venner, director,
Fiona.venner@lslcs.org.uk.
18 The new IAPT ‘better care’ should be MBCT rather than CBT
The Improving Access to Psychological Therapies (IAPT) programme became law nearly 10 years
ago (May 2006) Last April 2015, the new access standards of 6/18 weeks became law, together
with the necessary funding under BCF and CMHTPF. All that is now needed is to mass commission
and let contracts for the mass-provision of the MBCT course, in preference to the 1 to 1 CBT.
I have been saying and writing that CBT only works for 1 in 10 patients. However, I have recently
seen that the figure is nearer 1 in 20, as ‘fewer than 6% of referrals made under the

Improving Access to Psychological Therapies (IAPT) programme in 2012-13 resulted
in ‘reliable recovery’ (appendix 1)
The active ingredients in healing are love (Karl Rogers called it ‘unconditional positive regard’)
and meditation (now called ‘mindfulness’, as in the 8 week MBCT course) because you can’t fix
your mind by using your mind, any more than you can fix disfunctional software using
disfunctional software. You have to go beyond your mind into meditation to fix your disfunctional

mind, just as you have to download functional software from the internet. The reason that CBT
works for only 1 in 20 patients is probably that only 1 in 20 CBT therapists provide meditation,
and 19 in 20 don’t, because they have not yet been taught mindfulness.
The evidence base for mindfulness has come from the neuro science of neuro plasticity, as
researched in the USA in collaboration with the with the Mind and Life Institute at Dharmasala,
Nepal. In 2006,the Dalai Llama wrote (3): ‘Findings that show how a mother’s expression of love
and physical contact with her child can affect the triggering of different genetic responses tell us a
great deal about the importance we need to give to bringing up our children if we wish to create a
healthy society. On the other hand, it is also tremendously encouraging to know that some
therapeutic techniques may successfully be employed to help those people who, die to
childhood neglect, find it difficult to generate warm, compassionate feelings towards others.
Reports of cases where normal function has been restored through therapy indicate exciting and
innovative discoveries. Finally, there has been a positive answer to the question I have been
asking for many years; investigators have shown that how people think really can change
their brains. ‘ (3)
These therapeutic techniques are all based on a paradigm the mental problems as not ‘sickness’
(like physical sickness) but are normal responses to traumatic experiences, which get wired
into our belief system, so affect our behaviour. Trauma is defined more widely in the USA than it
tends to be in England, as follows: ‘ Any experience that causes a fundamental threat to one’s
physical, emotional, sexual, or psychological safety or wellbeing. Usually creates feelings of
helplessness, fear, shame, terror, anger, and loss. Is often managed by going into a flight/fight or
freeze response in order to survive. The intervention includes body work, such as somatic
experiencing (4) yoga (5) swaying, (6), recognising that we are mindbody (psychosomatic) as
sides of the same coin.
19 Conclusion. Please implement the recommendations in paragraph 3 above.
As the House of Lords report: ‘Mindful Nation UK’ says (launching on 20.10.15), everyone should
be taught mindfulness. To fix the broken primary care system, the MBCT 8 week course needs to
Instead of getting burnt out and retiring early, GPs should be using their new power for the
reason that they were called to be doctors – to help the rest of us enjoy better health and
wellbeing, and withdraw from medication (see appendix 2).
They can get best value from their budget (£200 per patient contact) by mass-commissioning and
mass-providing the MBCT course, to educate patients in self care, so they don’t need so much
public services. They should invite tenders to co-create Community Care Centres near every
GP surgery. These are effectively mental health A&E departments, open 24/7, to which GPs and
A&E doctors can refer their patients, and to which patients in crisis can self refer. They should be
provided by licence by the community and voluntary sector in partnership with elected councillors,
as Lambeth and Oxfordshire is doing, and examples in paragraph 17 above.
This means listening to, and working with all the other organisations who are providing the codeterminants of health and wellbeing (social care, housing, education, employment) to this
vulnerable client group of Rachels and Daves. These include the charities, such as the YMCA, the
Salvation Army, Freedom from torture, Refugee Council, Shelter, the Churches, such as St
Patrick’s night shelter in Cambridge Rd Hove, the Lioncare Group, Narcotics Anonymous,
Alcoholics Anonymous, etc.
Please implement the recommendations in paragraph 3 above by inviting tenders for licences,
which will improve the outcomes for patients, GPs, and taxpayers (everybody except the drug
companies). and save £7 for every £1 invested. I and SECTCo staff look forward to collaborating
with you to help make this happen. Thank you for reading this.
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Appendix 1 The sorry state of NHS provision of
psychological therapy. By Paul Atkinson March 2014
Healthcare Today carried the following headline at the end of January 2014– “Figures from the Health and
Social Care Information Centre (HSCIC) show fewer than 6% of referrals made under the Improving
Access to Psychological Therapies (IAPT) programme in 2012-13 resulted in ‘reliable recovery’”.
Shocking surely? If this were physical health, wouldn’t there be an outcry about wasted money and human
resources? Wouldn’t NICE’s confidence in CBT be a little disturbed?
But according to the HSCIC report itself, this is a story of success. “43% of patients completing a course of
treatment under IAPT achieved recovery”. In its foreword, Lord Layard writes, “the dataset … supports …
the Department of Health’s continuing commitment to parity of care between Mental Health and other
Health services”.
So, what is going on? Is it 6% or 43%? The answer lies in the opacity and manipulation of IAPT’s evidence
base, and the politics of mental health.
According to the reported statistics, 43% “of those referrals that had completed treatment and were at
‘caseness’ at their first assessment (127,060 referrals)” achieved recovery. However, this group of 127,060
represent only 14% of 883,968 new referrals during the year. 51,900 patients were deemed to have
recovered – 6% of the total number of referrals.
The four-year vision for the IAPT programme published in Feb 2011, and repeated with every quarterly
progress report, is for a total of 3.2m referrals, 2.6m completed courses of treatment (81% of referrals) and
1.3m ‘recoveries’ (40% of referrals) between 2011 and 2015. Compare this with the actual figures for 201213 – 14% of referrals completed treatment and 6% of referrals recover.
Put another way, then, 94% of referrals to IAPT failed to receive a successful course of therapy, and 86%
failed to complete any course of therapy at all. What happened to 757,000 referrals who never completed a
course of therapy?
The ‘evidence base’ obscures rather than clarifies the picture. We learn that of the 449,000 referrals who do
not enter clinical treatment of any kind, 37% were still on a waiting-list at the end of the year and a half of

this group (84,000) had been waiting for more than 90 days. The other 283,000 non-starter referrals
disappear from the data. Who are they? Where do they go?
From a different starting point, we are told that 60% of new referrals ‘ended’ during the year. This figure
includes referrals who completed treatment and those who either never started or failed to complete. A
quarter of this 60% dropped out of the process ‘unexpectedly’ and another quarter ‘declined the treatment
offered’. Why? What happened to these people?
These are not new questions being asked of the IAPT statistical light show.
In Nov 2013, The We Need to Talk Coalition report on access to talking therapies proposes from the results
of its survey that 10% of IAPT referrals have been on a waiting list for over a year, and that 50% have been
waiting for 90 days or more.
Tellingly, an article in Pulse Today in November 2013 reports an analysis of IAPT data for the previous
year, 2011-12, by researchers from the University of Chester’s Centre for Psychological Therapies in
Primary Care (CPTPC), published in two papers in the Journal of Psychological Therapies in Primary Care.
“ In the first paper, an analysis of IAPT data from the NHS Information Centre for 2011-2012, the team
reported that the official figure for patients moving to recovery was 44%, based on those patients who were
‘at caseness’ to begin with and were considered to have completed treatment. However, when the
researchers considered all patients entering treatment – completing at least one session – the figure fell to
just 22%. If the full quota of patients referred for IAPT was considered, the proportion of patients moving to
recovery fell even further, to just 12%.”
So, it seems one year later the proportion of patients moving to recovery has fallen even further, to just 6%.
Apart from the raw numbers, the report is full of obscure terminology and statistical caveats which are
surely incomprehensible to the uninitiated and intended to hide as much as they reveal. For example, what a
course of treatment consisting of two sessions means; what reliable recovery or reliable improvement really
mean; how to read the complex flow chart illustrating the relationship between the two; and, even more, the
perplexing diagrams of the various types and stages of threshold to recovery – all are beyond me at least.
Nor can I get my mind around this caveat concerning which case may or may not be counted to measure an
outcome of ‘recovery’:
Not all referrals that have ended are eligible to be assessed on outcome measures such as recovery. It is
possible for patients to exit the service, or be referred elsewhere, before entering treatment, or without
having the required number of appointments to determine the impact of IAPT services. As a result of this, in
order to be eligible for assessment a referral must end with at least two treatment appointments, allowing
any changes between those two (or more) appointments to be calculated. This is known as “completed
treatment”, but may not be the same figure as the number of referrals with an end reason of completed
treatment, as the method allows all referrals with the requisite amount of treatment appointments to be
assessed (even if the end reason is that the patient dropped out or declined treatment).
It does not help my understanding to hear that Professor David Clark, a key proponent of the IAPT
programme, criticised the Chester researches by pointing out that it was inappropriate to consider all people
referred to the service as many would not end up being treated, while those who did not complete treatment
were people who had one session of treatment and advice, ‘in many cases entirely appropriately’.
By comparison, I know where I am when the Department of Health academics who made the economic case
for the IAPT programme reject the researchers’ claims as based on ‘flawed analyses’, ‘inappropriate’
calculations and ‘dubious assumptions’. This is what the political game of evidence-base is all about. It
makes no differences what the numbers actually say. Statistics are essential to the political lie. In this case,
in the pursuit of the familiar policy – contempt for mental health.

The truth revealed by the 2012-13 IAPT annual report is that the IAPT programme is failing – a failure
obscured by the smoke and mirrors of its statistical evidence.

Appendix 2 Managing bipolar without medication
15.10.15 The Conversation http://theconversation.com/managing-bipolar-disorder-without-medicationBipolar disorder is a diagnosis given to people who experience periods of intense low mood but also periods
of elation and increased energy which can lead to impaired judgement and risky behaviour. The Royal
College of Psychiatrists estimates that around 1% of the adult population experience bipolar symptoms at
some point in their life.
UK guidance for the treatment of bipolar disorder has an emphasis on medication. However, more than 60%
of people with the diagnosis stop taking their medication at some point. This is often because of the common
and severe and unpleasant side effects that drugs such as lithium and olanzapine can produce. These include
dizziness, diarrhoea, slowed movement and substantial weight gain.

Lithium – not for everyone.Lithium by Shutterstock
A recent review also suggested that medication only helps a small proportion of those it is prescribed to. The
review looked at 12 different medication regimes used under several different circumstances and found the
highest success rate was just 33%. And lithium, a drug that NICE recommends as the “first-line, long-term
pharmacological treatment for bipolar disorder” was found to benefit only about one in seven patients. It is
also a very toxic drug. Recent research has found that around one in three of those taking lithium over many
years will go on to suffer from chronic renal failure.
Despite this, patient decisions to stop taking medication are typically regarded by mental health
professionals as being due to “lack of insight” or “inaccurate concerns” about a drug’s safety or efficacy.
Many are also concerned about what might happen to people not taking medication if they fail to recognise
when their mood is causing them difficulties. As some researchers have suggested that as many as half of
patients with a bipolar diagnosis can suffer from a lack of awareness of their mental health difficulties, a
common fear is that someone who is off their medication will lose the ability to identify when they aren’t
well.

Personal strategies
To find out how people who stop taking medication manage, we conducted in-depth interviews with ten
people with a bipolar diagnosis who had chosen to stop taking their medication for a period.
They told us that the first step they took was to conduct a cost/benefit analysis of the pros and cons of taking
medication, and they described keeping this decision under regular review. They then asked themselves if
their mood was actually causing them problems or concerns (some people do see positive aspects to
experiencing their bipolar moods). Next they used their past experience to identify practical things they
could do to help keep their mood at the level they wanted, or to adjust it if they felt it wasn’t “right”.

People use a wide range of strategies to manage their mood; the people we interviewed talked about more
than 50 different approaches ranging from simple things like doing exercise, pampering themselves, talking
to (or avoiding) specific friends or family members, to taking time off work, using techniques they had
learned from psychological therapy, or even going on holiday or (in one case) moving temporarily abroad.
The important thing for the people we talked to, however, was that the strategies they used had to fit their
understanding of themselves, their identity and their goals in life. This was different for each person and
each individual needed to identify what worked for them. For some people financial constraints also stopped
them using all the strategies they would have liked to.
An alternative for some people experiencing a “high” mood was to take the extra energy it gave them and
consciously channel it into something positive, such as their work or a hobby or project. However, some
people we talked to suggested that just “going with” a high mood could make things worse. They worked to
manage high moods by identifying people close to them who could provide them with an objective view of
how they were behaving – someone around to “check in with”. These people could also help those with
bipolar work out whether the strategies they were using were working.
These frequent evaluations were another important factor for those managing without medication. If the
strategies they had been using were not working, people initially tried to find better ways to adjust their
mood. However, if things were getting bad, then they might instead stop trying to change their mood and
just withdraw from their normal daily activities (and perhaps take time off work) until their mood settled.
Some also turned to friends or family for practical support and advice, and some would also consider a
temporary return to using medication.
The conversations with our participants highlighted two key things. The first was that far from showing a
“lack of insight”, the people who talked to us described careful, well-reasoned and considered decision
making around stopping their medication. The approach to managing moods they all described was also in
stark contrast to the usual approach taken by mental health services to people with a bipolar diagnosis.
Services tend to focus heavily on medication prescription, and while some psychological therapies are
available to help people manage low mood, it has been suggested that talking therapies should target
improving people’s compliance with taking medication.
Research, such as the recent review, seems to be pointing to the ineffectiveness of medication for most
people with a bipolar diagnosis, we would argue that services could better use their resources by working
with patients in a collaborative way, helping them identify and supporting them in implementing whichever
strategies (which might include or exclude medication) work best for them personally in managing their
moods and helping them live fulfilling lives.

20

pages, 11,800 words

