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1 Letter to Cllr Sue Shanks, deputy chairman, Health and Wellbeing board, Brighton
and Hove city Council dated 11.1.14
Dear Sue
I am looking forward to meeting on Fri 24.1.14 at 10am with you and Tom Scanlon (director of
public health) at Kings House. For your information, last week, on 8.1.14, I met with mental
health commissioner Anna McDevitt, and the clinical lead for the Wellbeing service, Helen Curr .
The notes of that meeting are attached (below, section 2) together with recent background
papers (sections 3-9) supporting my campaign to cure the NHS of its paralysis, and its inability to
deal with its own crisis. This was confirmed by Anna and Helen's denial response to me: 'Crisis?
What crisis?'
As I have said before, I believe that the crisis is caused by the overprescribing of drugs which do
not even claim to cure the conditions for which they are prescribed, but only to mask the
symptoms. This causes patients to keep coming back, like a revolving door, overwhelming GPs
(half of whom are on the point of burnout) , A&E, (12 hour waits) and secondary mental health
care from Sussex Partnership Foundation Trust (SPFT (Lisa Rodrigues tragic valedictory Argus
article on 23.10.13) The fact that CCG staff are all in denial of the crisis proves my diagnosis that
the CCG collectively has dementia, as I said in my deputation to full council on 18.7.13.
Sick patients need a doctor, and that is why the Government created Health and Wellbeing
Boards, (HWB) You are the local deputy chairman, so it is your responsibility to act now.
I have been writing to you and your board for nearly a year already, since 20.2.13, when I
published my paper: 'Can mental sickness be prevented, healed and cured? Medication to
meditation'. It can be seen on section 9.56 of my website www.reginaldkapp.org, together with
many other papers that I wrote about this matter before and since.
I ask you to call on Xavier Nalletamby to write an adequate response, and say what the CCG is
doing to cure the crisis in the local NHS. I hope that you will be able to give me a positive
response to this request when we meet on 24.1.14.
If, however, you continue to side with him and the CCG in their denial response, I warn you that I
will call for a public enquiry, by taking this matter to the next level of the council, namely the
Health and Wellbeing Overview and Scrutiny committee (HWOSC) as I warn in the attached

paper, (section 6 below). I hope that will not be necessary, as I believe in minimum force to solve
problems.
With best wishes for 2014. Yours John

2 Notes of a meeting with NHS managers in Brighton and Hove at Lanchester House on 8.1.14

IMPROVING MENTAL HEALTH SERVICES
Present
Anna McDevitt, commissioning manager for mental health services
Helen Curr, clinical lead for the Wellbeing Service in the city
John Kapp, patient representative and director of Social Enterprise Complementary Therapy
Company (SECTCo)
2.1 Purpose of the meeting
John thanked Anna and Helen for meeting him, and said that his purpose was to ask them:
a) Why they are failing to provide patients with talking therapy within the 8 weeks required by
their contract, whereas the waiting time is 5-6 months, as they admitted in their evidence
to the Health and Wellbeing Overview and Scrutiny Committee (HWOSC) on 10.9.13?
b) Why they do not award contracts to provide mindfulness courses to qualified providers,
such as SECTCo, to comply with their contract conditions?
2.2 Campaign for better mental health services
John said that he has been campaigning since 2009 for provision of a primary care mental health
service that can treat patients without assessment within a month, as called for in the report
titled: ‘ We still need to talk’ published on 29.11.13 by 13 mental health organisations, reproduced
in section 3 below. Such a service has been provided in Swindon for 20 years (called Least Action
First Time (LIFT), see www.lift.awp.nhs.uk) A new NICE guidelines on behaviour change has also
just (2.1.14) been published under PH49, setting similar aims, as shown in section 4, below.
John referred to the tragic valedictory statement by Lisa Rodrigues, chief executive of Sussex
Partnership Foundation Trust, (SPFT) as reported by in the front page of the Argus on 23.10.13.
This shows that they are failing to treat suicidal patients in their hour of need because this service
is at breaking point.
He said that the cause of the crisis in SPFT, general practice and A&E is drugs which don’t work,
so patients keep coming back, overwhelming doctors. The mindful primary care service that he is
calling for would solve this crisis by providing effective talking therapies as mindfulness courses.
He referred to his letter of 20.12.13 to Zoe Nicholson, reproduced below in section 5 below. Her
written answer showed that she did not understand the problem any better than Anna did.
He asked for copies of the contracts of the Wellbeing service, (July 2012) and for the secondary
service provided by SPFT, (1.4.12) to check whether they are subject to a gagging clause (nondisclosure agreement) as was normal in contracts until the end of 2012, when they were
supposed to be abolished. (The prospectus for Community Mental Health Support dated May 2012
contained 53 pages of non disclosure agreement, making up half of the document) He said that
he had asked repeated for these, but had never received them. Anna and Helen said that they
were not aware of any gagging clauses, and believed these contracts to be public documents.
They agreed to provide John with copies or links to them. Action Anna.
2.3 Contracts
After the meeting John phoned Helen and asked whether she had a copy of the Wellbeing
contract? She replied: ‘No’, which surprised him. This implies that either she does not know the

terms for what her service is contracted, or that she is fobbing him off with the stock answer of a
gagging clause, by agreeing to provide it, but not doing so, hoping that he will tire of asking.
Anna and Helen said that one to one Cognitive Behaviour Therapy (CBT) is the treatment of
choice in the Wellbeing Service, and the waiting list for this had reduced from 900 in Sept 2013 to
650 now. They were confident that this would be reduced to nothing by 31.5.14, which is all they
believe they are contracted to provide. In addition, they have engaged 2 mindfulness facilitators
to start running mindfulness courses for patients (not staff) from Feb 14, so they don’t require the
services of SECTCo, or any other provider.
2.4 Disconnect between patient and provider perception of demand
John asked how many mindfulness courses they were planning to provide? Helen answered that
that the numbers would depend on the demand. This answer implies that they don’t expect many,
confirming the catch 22 nature of this problem. GPs don’t refer patients to a Wellbeing service
with a long (5-6 months) waiting time, so providers think that there is no demand beyond the
stated backlog. This is referred to below as the ‘disconnect’ between the perception of patients
and providers.
Anna and Helen agreed that provision of extra mindfulness courses would be beneficial for the
staff at Lanchester House, and 177 Preston Rd. However, they said that it is not in the power of
either of them to commission a single extra mindfulness course, even on a trial basis. The only
way that SECTCo or any other qualified provider could provide additional courses would be by
bidding for a contract to provide them, when invited to tender.
However, they were not aware of any plans of commissioners to invite tenders. These were not
included in the recently published Commissioning Intentions document for 2014-16, on which a
public meeting was held by Dr Christa Beesley on 13.12.13. This confirms the disconnect, which
prevents managers from managing patients’ real demand, and commissioners from commissioning
to supply it.
John said that he had written to her and Geraldine Hoban after the meeting, saying that the
Commissioning Intentions should include the provision of a mindful primary care service, which
could solve the crisis of burnout in GPs. (This is reproduced below in section 6.5.6) He had
received no response to date.
2.5 SECTCo’s previous bids to provide mindfulness courses
John said that SECTCo had bid in response to the Prospectus for Community Mental Health
Support in July 2012 to run 200 mindfulness courses, and 400 other courses annually for £1.1-3.2
m pa, which averaged about £250 per patient treated with a course. His offer had been cursorily
rejected.
He had repeated this offer on 26.9.13 in his 80 page report: ‘Solving the crisis in general practice
and A&E by co-creating a mindful primary care mental health service in the community’. He had
received no response to date. He pointed out that the commissioning budget for the city is a £1
million per day (£350 mpa) so they should be able to spend £3 mpa or 1% on solving the crisis.
John said that mindfulness courses are 10 times more cost effective than CBT, as one facilitator
can treat 10 patients at once, who also get peer support, beloved of NICE. The commissioners
had underestimated the demand for mindfulness and other therapeutic courses by a factor of at
least 10. Their stated waiting list of 650 is only the tip of an iceberg, as there are 30,000
depressed patients in the city for whom a mindfulness course is clinically indicated as appropriate.
All these patients should be offered this, as they have the statutory right to it under the NHS
constitution if their doctor says it is clinically appropriate, as it is NICE recommended.

The government’s allocation to the 30,000 GPs in England is £65 bn pa, or £2 mpa per average
GP. Each now has a bankroll of £8,000 per day from which to distribute £200 to each of 40
patient contacts per day. GPs should be able to use this money to prescribe a mindfulness course
as easily as Prozac, so it is the responsibility of commissioners to contract with companies like
SECTCo to mass-provide them in sufficient quantity to bring the waiting time down to 1 month.
2.6 Conclusion - Managers cannot manage, commissioners cannot commission
a) Anna and Helen (in common with all other CCG staff) are in denial of the problem (Crisis?
What crisis?) This proves that mental health service commissioning in the city is mentally
sick, in a demented and depressed state of paralysis. This prevent them from taking
effective action to cure themselves, so that they can cure patients.
b) This is due to a total disconnection between the perception of demand by the public (as
represented by patient representatives such as John, and the 13 mental health institutions
mentioned above) which is at least 10 times higher (30,000 in the city) than the perception
of the commissioners and providers of mental health services (as represented by Anna, the
CCG, Helen, the Wellbeing Service, who only see the 650 patients on the 2012 waiting list
backlog for CBT.
c) This disconnection is like the public’s complaints about stones on the Brighton esplanade,
to which the Council replies: ‘there are no stones on the esplanade, because we swept it
before Xmas.’
d) Provider managers (like Helen Curr of the Wellbeing service, and Lisa Rodrigues of SPFT)
cannot reduce the waiting time for talking therapy to 8 weeks due to some inhibition in
their contracts, which should be examined and removed.
e) Commissioners (like Anna McDevitt, Anne Foster, Geraldine Hoban, Christa Beesley, Xavier
Nalletamby), cannot commission effective action to reduce the waiting time for talking
therapy to 8 weeks, due to some inhibition. I guess that this is their inability to review the
contracts let in 2012, which they inherited when the CCG assumed full office on 1.4.13.
Whatever these inhibitions are, they should be exposed and removed, so that the staff can
do the jobs for which they are paid, namely commissioning and providing effective
treatments to all patients who need them within short waiting times.
f) I have been telephoning the commissioners at Lanchester House, but they do not respond
to voice mailed messages, and their switchboard is not even answered during working
hours. My impression is that many are not fit for work (perhaps having nervous
breakdowns) and that the same is happening at SPFT. What chance have patients and GPs
got when the NHS commissioners are sick?
g) Unless effective action is taken by the Health and Wellbeing Board (HWB) before 24.1.14,
as warned in his letter to Zoe Nicholson dated 20.12.13, John will call for a public enquiry
through the HWOSC. The aim will be to expose this paralysis in the CCG, and get them to
take appropriate action to allow managers and commissioners to mass-commission and
mass-provide mindfulness courses within 8 weeks, to cure the crisis in primary care, and
improve public health in the city.
3 ‘We still need to talk’
This report on access to psychological therapies was published on 29.11.13 by 13 mental health
organisations, see http://www.rethink.org/media/869903/We_still_need_to_talk.pdf...
htthttp://www.rethink.org/media/869903/We_still_need_to_talk.pdfp://www.rethink.org/media/86
9903/We_still_need_to_talk.pdf
It wants ‘ the NHS in England to offer a full range of evidence-based psychological therapies to all
who need them within 28 days of requesting a referral.’ This is because: ‘ 1 in 5 still have to wait
more than 1 year for treatment….. The original proposal indicated that the services would more

than pay for themselves with an estimated cost of £750 per course of treatment and 50 per cent
of treated people recovering. The IAPT Three Year Report shows recovery is reaching the target
and cost per treatment is in fact less than £750.’ It’s recommendations to Clinical Commissioning
Groups (CCGs) are:
3.1 To prioritise and invest more resources in ensuring all psychological services which are
commissioned in their local area meet the 28 day waiting time target from first referral to
access. This should be shortened further when someone is in a mental health emergency, as it is
the equivalent for physical health emergencies. To commission a wide range of psychological
therapy types and also ensure people have a choice of therapists, appointment times and
locations.
3.2 To commission psychological therapy services that have the capacity to provide people with an
appropriate number of therapy sessions to achieve the best outcome for people using the service.
3.3 To place a greater emphasis on informing the public about the range of evidence-based
treatments that are relevant for their mental health problems.
3.4 To commission more culturally appropriate services and engage with their local community
to find out what the needs of their local BME communities are in relation to talking treatments.
Services should be commissioned once providers have demonstrated there is sufficient diversity
and cultural appropriateness within the service wishing to be commissioned.
3.5 To commission more early intervention and specialist psychological therapies so children
and young people, older people and people with severe mental illness are able to access
services. This can be achieved by working closely with the Health and Wellbeing Board to
actively encourage involvement from BME communities with the Joint Strategic Needs
Assessment process to help inform the CCG’s commissioning process.
3.6 To raise awareness of psychological therapies via schools, faith groups and other community
networks and better publicise self-referral routes. Make education staff and GPs aware of the
benefits talking therapies can bring to children and young people, older people, people with
severe mental illness and people from BME communities.
3.7 To commission from a wide range of providers of psychological therapies, including those from
the voluntary and community sector, and better enable them to compete for psychological therapy
contracts on a level playing field with other providers.
3.8 To take account of the structure and service models which already exist in the local
community when working with voluntary sector providers of psychological therapies.
3.9 To actively work with the voluntary sector to adopt best practice and allow for a
commissioning model which encourages innovation and understands the needs of the
local community.
3.10 To sustain local provision of non-IAPT psychological therapies, which provide an
important additional resource in supporting people with mental health problems.
3.11 To encourage GP practices to invest in high quality psychologically trained practitioners to
work alongside GPs in practice settings.
3.12 To work with existing services to support providers in collating information on clinical
outcomes and cost efficiencies to help commissioners better understand the impact and costbenefit of therapy provision to inform long-term decisions about service development and ensure
continuous improvement in commissioning.
3.13 To address the funding imbalance between mental and physical health and to ensure
adequate investment in commissioning psychological therapies.
4 NICE Public Health Guidance, PH 49 Behaviour change, individual approaches’,
published 2.1.14, (81 pages)
See www.guidance.nice.org.uk/ph49
‘What is this guidance about?
This guidance makes recommendations on individual-level behaviour change interventions
aimed at changing the behaviours that can damage people's health. It includes a range of

approaches for people aged 16 and over, from single interventions delivered as the opportunity
arises to planned, high intensity interventions that may take place over a number of sessions.
The guidance aims to help tackle a range of behaviours including alcohol misuse, poor eating
patterns, lack of physical activity, unsafe sexual behaviour and smoking. These behaviours are
linked to health problems and chronic diseases (such as cardiovascular disease, type 2 diabetes
and cancer). This means interventions that help people change have considerable potential for
improving health and wellbeing. This includes helping them to:
a) improve their diet and become more physically active
b) lose weight if they are overweight or obese
c) stop smoking
d) reduce their alcohol intake
e) practice safe sex to prevent unwanted pregnancies and a range of infectious diseases such
as HIV and chlamydia.
The recommendations should be implemented together, using a person-centred approach and
taking into account duties set out in the Equality Act 2010. They are for all those involved in
helping people to change their behaviour. This includes those who provide training on behaviour
change.
5 Letter to Zoe Nicholson, Operations Director, Brighton Integrated Care Service 20.12.13
Dear Zoe
IS THERE A GAGGING CLAUSE IN YOUR WELLBEING SERVICE CONTRACT?
BICS and others were awarded a contract to provide the Wellbeing service in the city in July 2012,
since when I have been trying to contact you and your staff to help the service to become
compliant with your contract condition of treating patients within 8 weeks of referral. The service
is non compliant by 3-4 months, so I would have expected that you would be keen to consider
any help that might be available.
However, I have felt stonewalled, and know no reason why you should be unfriendly towards me.
Therefore, I can only assume that there is a non disclosure (gagging) clause in your contract,
which prohibits your staff from engaging with me or anyone else about it.
I saw in the news about a year ago that the Secretary of State for Health prohibited
gagging clauses, but it may be that only applies to contracts signed after that time,
whereas your contract predated the announcement, so may still be in force.
I have an appointment to meet Helen Curr and Anna McDevitt at 9am on Wed 8th Jan,
but we can only make progress if they are permitted to talk freely and openly about how the
service can be improved, which means me knowing the terms and conditions of the contract.
It would be helpful if you can reply to this letter confirming or otherwise the above
assumptions, but I realise that even to acknowledge receipt might be an infringement, hence be
impossible for you.
I believe that the whole NHS (patients, staff and taxpayers) is suffering from the inability to
improve outcomes, whereas open-ness and transparency is supposed to apply throughout.
I therefore give you notice that unless by 8.1.14, your staff are empowered to talk freely and
openly, I will publish the attached confidential indictment, and will call for a public enquiry, by
putting that document before the chairman of the Health and Wellbeing Overview and Scrutiny
Committee, (HWOSC) for consideration at their next meeting on 4.2.14.

I look forward to hearing from you, if you are able to respond.
With best wishes
Yours sincerely

John Kapp

Cc Dr Helen Curr, Dr Geraldine Hoban, CCG, Mr Mike Weatherley MP, Cllr Graham Cox (HWOSC)

6 Confidential indictment of mental health service provision. 19.12.13
By John Kapp, 22, Saxon Rd Hove BN3 4LE, 01273 417997, johnkapp@btinternet.com

INDICTMENT OF MENTAL HEALTH SERVICE
PROVISION IN SUSSEX
6.1 Warning. I have made the following recommendations before in papers and printed
documents which I have sent to commissioners and councillors, but they have been ignored. I
have circulated this document to a few selected people, hoping that they will act on my
recommendations before 8.1.14. However, if they still ignore them, I warn that I will publish this
indictment, and call for a public enquiry in the public interest by putting the matter to the Health
and Wellbeing Overview and Scrutiny Committee (HWOSC) of the Council.
6.2 Summary conclusion
The mental health service in Sussex gets £220 mpa of taxpayers money, and has been frequently
and increasingly criticised in the media as not providing effective treatments. The Improving
Access to Psychological therapies (IAPT) programme was launched in 2006 to ‘end the Prozac
nation’ yet the waiting time is still so long that it is not worthy of the name ‘service’, and anti
depressant prescribing has nearly doubled since (from 30-50 mpa).
To improve mental health outcomes, the Wellbeing service was started in July 2012, and was
contracted to provide talking therapy within 8 weeks of referral by a GP or A&E doctor. However,
the average waiting time is 5-6 months, as reported on 10.9.13 by it’s director, Helen Curr, to the
Health and Overview Scrutiny Committee (HWOSC) whose draft minutes are reproduced in section
8 below.
In Sept 2013, the service was non-compliant by 3-4 months, with a backlog of 900 patients
waiting. To correct this, the service has been given extra funding to clear the backlog, and
become compliant by 31.5.14. Dr Geraldine Hoban, chief operating officer of the CCG, at my
meeting with her on 24.10.13 authorised me to go and meet with the director, and offer to help
them become compliant (see approved notes of that meeting reproduced in section 7 below).
However, the staff in charge seem reluctant to meet with me, and I am concerned that the
service will not become compliant, to the detriment of patients and doctors, who cannot prescribe
talking therapy because of the excessive wait. I can only assume that there is a non disclosure
agreement (gagging clause) prohibiting the staff to be open and transparent.
6.3 Summary recommendations
a) That non disclosure agreements (gagging clauses) if any in the Wellbeing Service contract,
be expunged.
b) That non disclosure agreements (gagging clauses) if any in the Sussex Partnership
Foundation Trust (SPFT) contract, be expunged.
c) That the Wellbeing service contract with third sector providers before the end of Jan 2014
to become and remain compliant in providing treatment within 8 weeks, by co-creating a
self referral primary care mental health service in Brighton and Hove, and Sussex, as
described in paper ‘Solving the crisis in primary care’ by John Kapp, published as 9.64 in

www.reginaldkapp.org, (see section 9 below for a list of 27 papers written by him over the
last 4 years).
d) That the Brighton and Hove Health and Wellbeing Board consider the following motion at
their next meeting on 5.2.14, which has already been adopted by 11 councils in England
(Islington, Lambeth, Haringey, Highgate, London, Sherborne Dorset, Leicester, Liverpool,
Basildon Essex, Durham, Solihul, and Nottingham)
6.4 Motion as drafted by the Mental Health Challenge (www.centreformentalhealth.org.uk)
6.4.1 This Board notes that:
•

1 in 6 people will experience a mental health problem in any given year.

•

The World Health Organisation predicts that depression will be the second most
common health condition worldwide by 2020.
Mental ill health costs some £105 billion each year in England alone.
People with a severe mental illness die up to 20 years younger than their peers in the

•
•

UK.
•

There is often a circular relationship between mental health and issues such as housing,
employment, family problems or debt.
6.4.2 This Board believes that:

•

•

•

As a local authority we have a crucial role to play in improving the mental health of
everyone in our community and tackling some of the widest and most entrenched inequalities
in health.
Mental health should be a priority across all the local authority’s functions, from public
health, adult social care and children’s services to housing, planning and public realm.
All councillors, whether members of the Executive or Scrutiny and in our community and
casework roles, can play a positive role in championing mental health on an individual and
strategic basis.
6.4.3 This Board resolves:
To sign the Local Authorities’ Mental Health Challenge run by Centre for Mental Health, Mental
Health Foundation, Mind, Rethink Mental Illness, Royal College of Psychiatrists and YoungMinds.
6.4.4 This Board commits to:

1.
2.
3.
4.

5.
6.
7.
8.

Appoint an elected member as ‘mental health champion’ across the council
Identify a ‘lead officer’ for mental health to link in with colleagues across the council
Follow the implementation framework for the mental health strategy where it is relevant to
the council’s work and local needs
Work to reduce inequalities in mental health in our community
Work with the NHS to integrate health and social care support
Promote wellbeing and initiate and support action on public mental health
Tackle discrimination on the grounds of mental health in our community
Encourage positive mental health in our schools, colleges and workplaces

9.

Proactively engage and listen to people of all ages and backgrounds about what they need
for better mental health
10.
Sign up to the Time to Change pledge.
6.5 Grounds of my complaint against the NHS mental health services in Sussex
6.5.1 Service users. I have been attending quarterly meetings of mental health service users for
the last 7 years, which have aired a long catalogue of complaints to commissioners such as
Margaret Rooney, and Anne Foster, which have yet to be rectified. On 23.10.13, Lisa Rodrigues,
chief executive of (SPFT) the main provider of mental health services throughout Sussex,
published an indictment of her own service in the Argus, under a front page headline ‘MENTAL
HEALTH CARE CRISIS Suicidal patients turned away in their hour of need.’ A centre page spread
carried the story of her resignation next year, apparently because the service is failing patients.
6.5.2 Staff absence. While I was a councillor (1995-9) I expressed concern about the lack of
support to officers who were burning out from stress. Mindfulness courses have reduced staff
absence by 73% in Transport for London. In 2011 I called for these courses to be provided on
Occupational Health referral for sick council staff, for which the absence rate was then 4%. (8
days pa) I wrote frequently to council staff, including the then leader, Cllr Mary Mears, the chief
executive, the head of Human Resources, the director of public health, and others, but never got
any reply. In 2013, I wrote frequently to the chairman of the Health and Wellbeing Board (Cllr
Rob Jarrett) but never got any reply. The absence rate has since increased to 5.5 % (11 days per
year) and the leader of the opposition (Cllr Geoffrey Theobald) has recently (Dec 2013) called on
the administration to rectify this. I have frequently offered to run mindfulness courses in Hove
town hall or Kings house, but have not had any reply.
6.5.3 Research department of SPFT. In 2012, SPFT created a research network of interested
public, which I joined. They publish a review twice a year, which is full of invitations to the public
to get involved in research. I tried to do this throughout 2013, approaching over a dozen
researchers, but was rebuffed every time. I wrote up my experience in a paper for Dr Mark
Hayward, director of research at SPFT, (9.61 Curing the NHS by removing the glass wall between
patient and Public Involvement in research’) I had copies printed and bound, and delivered to
him, Lisa Rodrigues and others, but never had any acknowledgement, or reply. I had a meeting
with him on 30.8.13, but he rebuffed me, and ignored my all representations and
recommendations.
6.5.4 Director of the Wellbeing Service (Helen Curr). I have been e mailing and phoning
Zoe Nicholson and Helen Curr throughout 2013, to offer to run mindfulness courses to enable the
service to meet its contractual requirements of treating patients within 8 weeks of referral, instead
of 9 months. They have all seemed reluctant to engage with me, by phone (never calling back)
and persistently put me off by procrastinating, and making conditions (such as a commissioner
called Anna must be present, and doesn’t work on Fridays, such as 20.12.13, when Helen could
meet me). However, Helen has offered me a provisional appointment on 8.1.14, subject to her
commissioner being present. I hope that she will take this matter seriously, and will have the
willingness and authority to implement my recommendation a) above.
6.5.5 Petitions and deputation to the council. On this subject, I presented petitions on
18.2.10 to the Health Overview Scrutiny Committee (HOSC) and on 11.9.13 to the Health and
Wellbeing Board (HWB), and on 18.7.13, I presented a deputation to full Council. All were noted
and ignored. I wrote many papers on this subject, (see list of 27 papers in section 9 below) which
I both e mailed and had printed copies delivered to all members of the HWB, including Dr Tom
Scanlon, director of public health, and Dr Xavier Nalletamby, chairman of the Clinical
Commissioning Group, (CCG) but never had any acknowledgement, or reply, from any of them.

After months of lobbying, I have been given an appointment to meet with Cllr Sue Shanks (deputy
chairman of the HWB) and Dr Tom Scanlon (director of public health) at Kings House at 10-11am
on 24.1.14, to discuss this matter, when I hope that they will take this matter seriously, and use
their powers to implement my recommendation b) above. However, Sue has written to me
(18.12.13) saying: she ‘is not sure it will be possible to put your motion forward in its current form
to the February HWB meeting’, to which I have replied saying: ‘please send me your proposed
amendments before the meeting’.
6.5.6 Commissioning intentions
The CCG held a public meeting on 13.12.13 at which they tabled a booklet publishing their
commissioning intentions for 2013-16. I commented as follows on 15.12.13 to Dr Christa Beesley
(Chief accountability officer) Dr Geraldine Hoban (chief operating officer) and, Anne Foster,
(mental health commissioner) but have had no response to date.
‘Thanks for chairing an excellent meeting last Fri, and for the little book in the pack. The first
sentence states: 'and what we are going to do to make that happen', but I could not find
anything, confirming what I said in my letter to Geraldine (attached) of which I gave you a copy.
I referred to the survey of GPs published in Pulse magazine in June 2013, which showed that 43%
are at ‘very high risk of burnout’ and 97% said ‘they do not think they are positively influencing
other people’s lives or accomplishing much in their role’. It said that they have deteriorating
morale and an increasing proportion are intending to leave the profession. (My cousin is a GP who
burnt out in 2013, aged 41, and has left the profession in disgust).
Sick GPs are not of much help to their patients or anybody, so your priority as commissioners
should be to cure your GPs. I recently went to a presentation by Dr Alisatir Dobbin, a GP in
Edinburgh, who as created the Foundation for Positive Mental Health, to help GPs, see Error!
Hyperlink reference not valid.This uses mindful practices, as described in papers on section 9 of my
website www.reginaldkapp.org. I offered Geraldine to run mindfulness courses for the staff at
Lanchester house.

Clinical commissioning should be for doctors (GPs) as well as for patients, as it takes two to
tango. I am writing a paper elaborating on this which I will send to you.’
As usual, I have received no acknowledgement from any of them to this comment. My conclusion
is that the senior staff of the CCG are still stuck in the paradigm of the old Primary Care Trust
(PCT) that all commissioners have to do is to set out a book of good intentions, and providers will
automatically follow them.
We have had 65 years of this paradigm, which has not worked for patients, which is why the
Health and Social Care Act 2012 was passed. This was supposed to change the paradigm (culture)
by making clear that commissioning is supposed to mean buying better treatments by means of
better contracts with providers which deliver better outcomes for patients. The CCG seems still
to be on ‘business as usual’, which will mean no change for patients or doctors, despite their cries
for help by Dr Clare Gerada and Pulse magazine.
6.6 Conclusion
My only motive for writing this, and all the other papers, is to get better mental health services in
the city. I want to achieve this by minimum force, by gentle persuasion of those in charge, rather
than by blaming and shaming, as a whistle blower. I presume innocence until proved guilty, and
cock up rather than conspiracy.

I realise that I may be thought of by some as a tiresome old man who keeps beating his drum, as
a complaining crank. I acknowledge that by founding a company (SECTCo) in 2010 my
representations can be dismissed as having a vested interest in getting a contract to provide
mindfulness courses. The reason was not to line my pocket, but to walk my talk. I have not just
criticised long waiting times, but taught mindfulness to about 100 patients in West Hove to date
for donations in my shop at 3, Boundary Rd.
My main concern is not whether SECTCo gets a contract to provide mindfulness courses, but that
the 30,000 patients in the city who are depressed are offered effective treatment (such as a
mindfulness course) within the contracted 8 week wait. The most I could personally ever treat in a
year is about 100, but I know at least 20 other mindfulness facilitators in the city who would be
happy to be paid to do so on GP prescription vouchers.
I am also concerned about the GPs, as half of them are burnt out for lack of effective treatments
for mental sickness. Drugs do not cure mentally sick patients, so they keep coming back,
overloading the system, including A&E. Giving GPs and A&E doctors the ability to prescribe
mindfulness courses within 8 weeks would cure them as well as their patients. This is what I
mean by ‘curing the NHS’. I am not asking for the moon, because Swindon has had this service
for 20 years.
The failure of all the powers-that-be to even acknowledge any of my representations or papers
(listed in section 9) leads me to the conclusion that this is not a personal vendetta against me,
but a general culture throughout the public sector of ignoring suggestions for change, regarded as
‘bad’ news. This applies, not only in the NHS, the Council, but also in the police (witness their
failure to pursue child sex abuse cases, such as Ian Watkins, who was convicted on 18.12.13)
I have written this paper in the hope that my above warning of blowing the whistle will
concentrate the minds of the people who I am about to meet. I am hedging my bets against
being fobbed off again, and having to call for a public enquiry, which I am reluctant to do unless
given no alternative.
7 Notes of a meeting with Dr Geraldine Hoban, on 24.10.13 at Lanchester House.
30.10.13

SOLVING THE MENTAL HEALTH CARE CRISIS IN SUSSEX
7.1 Present
Dr Geraldine Hoban, Chief Operating Officer, Brighton and Hove Clinical Commissioning Group
(CCG), Prof. Norman Clark, chairman, Social Enterprise Complementary Therapy Company
(SECTCo), John Kapp, company secretary, SECTCo.
7.2 SECTCo’s proposed voucher scheme solution to the crisis in mental health care
The day before the meeting, (on 23.10.13) the Argus’s front page headline was: ‘MENTAL
HEALTH CARE CRISIS’. The accompanying article quoted Lisa Rodrigues, Chief Executive SPFT
said that ‘suicidal people are being turned away in their hour of need because there is no space to
treat them’. John summarised his proposal by tabling his reply to the Letters page, which was
published on 28.10.13 under a headline ‘Hand over mental health facilities to specialists dealing in
primary care.’ The letter is as follows:
‘The crisis in Sussex Partnership Foundation Trust (SPFT) reported in yesterday’s Argus (23.10.13)
is caused because they are only a secondary care service, to which patient have to referred by a
doctor (taking at least 2 weeks) and assessed by a clinician (taking another 2-3 months) and
treated with talking therapy, for which the waiting time is 5-6 months. This makes the total
waiting time for talking therapy about 9 months. 1 in 3 patients present with anxiety or

depression, but because of this long wait, all that GPs and A&E can offer patients immediately is
antidepressants. These do not even claim to cure the condition, but only mask the symptoms.
They compound the problem with side effects and adverse reactions, so unsatisfied patients keep
coming back, clogging the system.
What is needed is a primary care mental health service, which sees patients within a fortnight,
thereby nipping most mental problems in the bud. A phone-in programme during mental health
week (9-11 Oct) illustrated this. Sally rang in on Monday to say that Danny Pike was the first
person she had spoken to for 10 weeks. She didn’t need a psychiatrist, but just needed somebody
to talk to. Danny arranged for her to see Kathy, and rang her on Friday, when she said she had
already had 2 sessions, and felt much better.
To solve the crisis, local commissioners should follow Swindon, who have had this primary care
mental health service for 20 years, in addition to a secondary care service like SPFT. Their
combined service is cheaper than SPFT’s £240 mpa, because it avoids most patients needing
secondary care. Under it GPs would prescribe therapeutic courses for patients like Sally on a
voucher, which patients would trade for courses with someone like Kathy at the many
complementary therapy centres providing talking therapy to clients who pay. SECTCo has bid to
manage such a scheme, which is described on paper 9.64 of www.reginaldkapp.org
This scheme would relieve the pressure on GPs, A&E, and SPFT, and improve health inequalities
and outcomes. I would be pleased to receive feedback by phone 01273 417997 or
johnkappo@btinternet.com,’
7.3 Geraldine’s response – increased funding for primary mental health care
Geraldine agreed that the solution does not lie in increasing the funding of secondary care, such
as more psychiatric beds, as Lisa Rodrigues had herself admitted at the end of the Argus article,
contradicting what she implied at the beginning. The NHS has to change radically, in line with NHS
England’s Call to Action. The solution to the crisis is more primary care provision in the
community, involving the third sector and promoting self care. This is why the CCG commissioned
the city’s Wellbeing Service in July 2012, which is a consortium of SPFT, Brighton Integrated Care
Service (BICS), MIND, and 7 GP practices.
She admitted that some aspects of this new Wellbeing service are under utilised at present, and
still has a backlog of 900 patients, although down from 1.500 a year ago. It is not meeting its
contract target maximum waiting times, which are 4 weeks from referral to assessment, and 4
weeks from assessment to treatment, total 2 months. Patients are waiting 8 months instead of 2,
so they are missing their target by a factor of 4. They have been granted more funding, and have
promised to clear this backlog and meet their targets by 1.4.14.
Secretary’s note: Since the meeting I have had a letter by post confirming what Geraldine said
above. It was dated 23rd Oct, and received on 26.10.13, from Dr Kay Macdonald, Clinical
Academic Director of SPFT. It was in response to my paper 9.64 dated 25.9.13, ‘Solving the crisis
in primary care…’ It read as follows:
‘In Brighton and Hove, from Feb 2014 there will be a rolling programme of Mindfulness Based
Cognitive Therapy (MBCT) courses in secondary care, which means that no service user should
wait no longer than the length of a course (9 weeks)
In primary care in East Sussex, we have had a dedicated mindfulness teacher delivering MBCT in
primary care for some years now.
In Brighton primary care we have not thus far had the trained staff to deliver MBCT, but 2
members of staff in Brighton Wellbeing service are on our Sussex Mindfulness Centre training

programme, and we are expecting to deliver joint Wellbeing and ATS/recovery groups in the first
half of 2014, leading into regular MBCT groups run by wellbeing staff from the second half of
2014. Innovative work in CAHMS services where an adapted form of MBCT is regularly being
delivered and evaluated in Brighton and Hove.’
I have replied to it as follows:
‘Dear Kay
Thank you for your letter of 23.10.13, responding to my paper: ‘Solving the crisis in general
practice and A&E by co-creating a mindful primary care mental health service in the community’
which is published as paper 9.64 on my website www.reginaldkapp.org. I am pleased that you are
training 2 more facilitators, which will reduce the waiting times when they are in post in a year’s
time. However, 2 more will not solve the crisis described in last Wednesday’s Argus (23.10.13,
which is the date of your letter) I have been calling for the CCG to commission at least 20 more
facilitators in the city by opening up the market to the third sector with a voucher scheme. I
would like to meet with you to discuss this.’ (I have had no response to date, 11.1.14)
7.4 Voucher scheme
Geraldine said that the CCG did not agree to a voucher scheme as discussed at their meeting with
Dr Max Kemmerling, Consultant in Public Health on 11.3.10. One of the concerns the CCG would
have is around the clinical governance of the service. She said that the CCG’s response to John’s
deputation and petition was presented to a recent CCG board meeting. John has not seen this,
and wondered whether it is published on the minutes?
7.5 John’s response
John welcomed the news that the CCG has increased funding for primary mental health care,
which showed that the CCG and SECTCo are on the same page. However, the crisis in A&E shows
that the CCG has under-estimated the demand. The Brighton A&E gets 300 patients every day,
hence 10,000 every month, and 100,000 pa. Patients have to wait 2 weeks to see a GP, and the
Royal College of GPs has warned that this wait is rising as GPs cannot cope.
The underlying demand for this service is far higher than the 900 on the backlog, and is at least
ten times greater than the present supply capacity. The measures taken are only tinkering at
the fringes of the problem, and are not nearly enough to cure the crisis.
Swindon and Wiltshire’s primary care mental health service employs 300 staff, serving a
population of 600,000, with no apparent problems with clinical governance. Last year they
expanded it to a further 700,000 people in Bristol and S.Glos, totalling 1.3 million. They did this by
contracting with 12 Any Qualified Providers (AQPs) there, who were presumably already running
courses in the third sector, as SECTCo propose to do here in the city, and have bid for.
He hopes that the raised awareness of the crisis in Sussex will unfreeze the CCG’s decision making
paralysis, and empower them to solve this problem by following the example of Avon and
Wiltshire. The transition from a top down provider lead structure, to a bottom up patient
lead one is difficult, but when the crisis is over nobody will complain.
7.6 Meditation for staff
John reminded Geraldine that when they first met (Sept 2009) with Amanda Fadero, she said that
they wanted to arrange meditation for staff. He offered to provide this then, and his offer still
stands now.
7.7 Conclusion – meeting with BICS to discuss subcontracting to SECTCo.
John said that the crisis could only be solved by a tenfold increase in the Wellbeing service,
which could be provided by allowing BICS to subcontract to SECTCo. He had been trying to

engage with Helen Curr (manager of the Wellbeing Service) and Dr Becky Jarvis (clinical lead in
mental health in the CCG) but neither had responded. He asked Geraldine to authorise them to
meet John, which she agreed to do. Action Geraldine.
John thanked Geraldine for the meeting, and gave her a printed copy of his latest paper: ‘The
NHS enigma – Denial of its sickness and refusal to take its medicine of Patient and Public
Involvement (PPI)’. He hoped that the papers he had written (published on section 9 of
www.reginaldkapp.org) would help the CCG to cure this crisis. Action John to meet Helen and
Becky.
8 Draft minutes of the HEALTH & WELLBEING OVERVIEW & SCRUTINY COMMITTEE
(HWOSC) 10 SEPTEMBER
2013
92. B&H WELLBEING SERVICES (MENTAL HEALTH)
92.1 Anna McDevitt, Commissioning Manager, Mental Health CCG (AM); John Ota, Assistant
Director Brighton Integrated Care Service; and Dr Helen Curr, Clinical Lead, Consultant
Clinical Psychologist, Brighton & Hove Wellbeing Service presented the report on
Brighton & Hove Wellbeing Service and answered questions.
92.2 The Service had now been in place for 14 months. The previous service had lacked
adequate capacity and had seemed ‘disconnected’ from primary care services. The
service now also included improved links with voluntary sector services. The previous
service supported people up to the age of 65. Now around 5% of service users were
aged over 65. This was a step in the right direction.
92.3 Appendix 1 set out the 4 components of the service and performance and activity levels.
The Hub that received referrals is the key liaison point for information and advice. The
Primary Care Health Practitioner Service, usually based in GP surgeries, works
alongside GPs to provide the first ‘port of call.’
Higher intensity therapy including Cognitive Behavioural Therapy is provided by the
Talking Therapy Service. For mild or moderate conditions, the Primary Care Health
Support Service provides signposting and self-help.
92.4 Ms McDevitt said the service had inherited a significant backlog. The first year had been
very busy. Waiting times were significantly shorter but the waiting list still stood at 900
cases. It was pleasing that response times had improved however some people were
still waiting too long. The service was working with partnerships to reduce the waiting
list.
Additional funding from the CCG should enable the backlog to be cleared by May 2014.
It may also be possible to identify areas where support capacity is underused at present.
92.5 The service had achieved the goal of being available in 30 GP surgeries, 2 voluntary
sector venues and 3 community-based sites. Good outcomes were being achieved with
recovery rates of around 50% being in the top quartile, nationally.
92.6 The speakers replied to Members’ questions:
• Most of the waiting list is for talking therapies, where activity is expected to
increase within the existing contract value and where additional investment is
being sought. The average waiting time has reduced from around 9 months last
year to 5-6 months now. Everyone referred to the service is prioritised and
contacted more swiftly. More resources have been put into assessment; the
service is now meeting the target of 20 working days for timely assessments.
• Almost all referrals are via GPs though there are a few self-referrals. Referrals
are accepted from mental health professionals or other professionals who can
help someone to fill in the self-referral form.
• The 7 GP leads are mental health ‘champions’ supporting other surgeries that are
identified in clusters. GPs are aware which part of the service to refer people to

and the wellbeing service also does triage.
• The Wellbeing service works in GP surgeries where space is available. People
are often more comfortable there although some like to be seen elsewhere.
• Previously the contract was for one year only. The current contract is for 3 years
and, if it performs well, can be extended without re- tendering.
• The service is set up for mobile working and can co-locate with community
services. It is working with GPs and in collaboration with other organisations
including those working with travellers to help increase access to the service,
especially for hard to reach populations.
• By being more embedded in local primary care services, it is planned that
accessibility to psychological therapies will increase.
• Talking therapies for under-18s are provided via schools counselling, CAMHS or
other third sector provision. A service user at age 17-18 would be consulted on
their future adult service provision.
92.7 Members noted the report. On behalf of HWOSC, Councillor Sven Rufus, Chair, asked
that Members be kept informed on the patient backlog and increased activity levels in
the target areas.
9 List of 27 papers written by John Kapp to the NHS and council over the last 4 years
The number refers to the section of my website www.reginaldkapp.org, where these
papers may be seen.
9.37 Creating User-Centred Services – a Mission for LINks to make extinct provider-centred
dinosaurs 25.6.09
9.38 Integration of CAM into the NHS via Social Enterprise Alternative Treatment Companies
22.6.09
9.39 Business plan of Proposal for Free CAM on the NHS 18.11.09
9.41 Proposed Trial of the Enhanced Sandwich MBCT Course 16.11.09
9.42 Proposed clinical trial of astrology as a diagnostic tool in the NHS 2.1.10
9.43 Proposal for free CAM on the NHS. Paper for HOSC 18.1.10
9.44 Where is the evidence? A level playing field for public funding of conventional and
complementary therapy. Paper for HOSC 26.1.10
9.45 Removing the obstacles to the integration of CAM. Paper for the HOSC 27.1.10
9.46 Countering misleading information about CAM. Letter to HOSC 31.1.10
9.47 Better planned and managed deaths
9.48 Meeting with NHS commissioners 11.3.10
9.49 Prevention and Health Inequalities Conference 30.3.10
9.50 Letter to GPs and voucher 27.7.10
9.51 Improving Health by Intelligent Commissioning 13.7.10
9.52 The Way Ahead for LINks and Healthwatch 7.7.10
9.53 The Buteyko method of slower breathing for better health 5.9.10
9.54 Transforming Mental Health by the Mass-Provision of the MBCT course.6.9.10
9.56 Can mental sickness be prevented healed and cured? Medication to meditation. 20.2.13
9.57 Campaign for action from Health and Wellbeing Board 6.3.13
9.58 How can UK meet its carbon reduction targets. 14.3.13
9.59 Curing the NHS with meditation (12 minute audio file) 11.3.13
9.60 Curing the NHS and depressed patients by mass-commissioning the mindfulness course.
(Deputation to Brighton and Hove City council) 9.8.13
9.61 Curing the NHS by removing the glass wall (silo) between Patient and Public Involvement
rhetoric and practice in research. (For SPFT research department) 29.8.13
9.62 Petition: Improving mental health with mindfulness. 9.9,13
9.63 Report on LIFT Psychology Swindon: Creating a patient centred mental health service
Swindon fashion' 9.9.13

9.64 Solving the crisis in general practice and A&E by co-creating a mindful primary care mental
health service in the community 26.9.13.
9.65 The NHS Enigma – denial of it’s sickness and refusal to take it’s medicine of Patient and
Public Involvement (PPI) 23.10.13.
9.66 NHS denial: ‘Crisis? What crisis?’
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