
9.87 Clearing the air - Draft minutes of 
a meeting between SECTCo and CCG  

from 9-10am on 24.3.15 at the Clermont room of the Brighthelm Centre, Brighton.      26.3.15 
Written by John Kapp, of SECTCo. See papers on section 9 of www.reginaldkapp.org. 
[What is shown in squared parenthesis was not actually said for lack of time, but was implied by 
the tone and manner, or is what would have been said had time allowed.]                                              
 
Present for the Social Enterprise Complementary Therapy Company (SECTCo) John Kapp, 
(company secretary), Anthony Coyne, (deputy chairman), John Hadman (homelessness officer) 
For the Brighton and Hove Clinical Commissioning Group (CCG) and Health and Wellbeing Board 
(HWB) Dr Tom Scanlon, director of public health, Dr Geraldine Hoban, operational director, 
George Mack, lay member of the CCG Board. 
 
Purpose of the meeting 
John thanked everyone for coming and said that he had prepared and circulated a draft agenda, 
which said that the purpose of the meeting is to consider the case made by John to the 
Ombudsman on 13.3.15 that the CCG/HWB is non compliant with the new access standards 
coming into effect on 1.4.15. However, the CCG/HWB did not accept this agenda, and George 
took the chair, which SECTCo representatives accepted. George said that the purpose of the 
meeting is to draw SECTCo’s attention to the following serious issues of clinical governance, as 
follows: 
 
1 Undeclared conflict of interest 
George said that John has a strong conflict of interest through his involvement in SECTCo as a 
potential provider of services, which he does not declare, and should. This vested interest 
disqualifies John from speaking at CCG/HWB meetings, [and justifies why the CCG/HWB has not 
responded to, and has ignored what John has written, under  a concerted policy of non-
engagement with a vexatious person.] 
  
John defended his actions, saying that he was a sitting elected member of the local Council in the 
late 1990s when the Nolan rules of disclosures of interest came into force. He was inducted in 
them, and is well versed in their requirements. He agreed that he does have a potential conflict 
of interest as a would-be provider of mental health services, who has bid unsuccessfully in the 
past. However, he holds that this is not a substantial interest, as he does not yet hold a public 
sector contract, and has not been invited to submit a tender for one. He therefore holds that he is 
not disqualified from speaking, and like everyone else, has the statutory right to ask questions in 
the public involvement part of the CCG/HWB agenda. This does not require the declaration of 
interests [unlike members of the CCG/HWB, who do have to declare their interests at every 
meeting, as councillors do. As Michael Scofield said in the CCG Board meeting later that day, if 
Nolan rules were strictly applied, all GPs would need to leave the room, leaving the Board 
inquorate. 
 
John believes that the CCG is using this false accusation of vested interest against him habitually 
to maintain the ancient general NHS policy of non-engagement with anyone and everyone who 
challenges their actions (whistle blowers). However it files in the face of legislation dating from 
about 2007 called Patient and Public Involvement (PPI) which mandates the NHS to properly 
engage with patients and the public. The CCG/HWB withdraw this accusation, and undertake to 
engage properly and fully with John, SECTCo, and all patient and public representatives in future. 
Action 1 CCG/HWB.]  
 



2 Over-estimating the numbers requiring talking therapy  
Geraldine said that John over-estimates the numbers of depressed patients requiring contract 
provision for talking therapy. John defended his statements by quoting the ‘ Time for Change’ 
campaign (www.time-to-change.org.uk) which says: ‘1 in 4 of us will have a mental health 
problem in any year.’ [This indicates that the number in the city is 75,000 people. John has  
requested talking therapy for 25,000 presently denied it, so has been under estimating the 
potential demand by a factor of 3, not over-estimating it.] 
 
Geraldine said that she uses a formula that for every 100 mentally sick people, 50 are deemed to 
be seeking treatment, 25 will be diagnosed, 18 will be eligible for talking therapy, and contract 
provision has to be contracted for 15 to be given it. In fact, the CCG has made contract provision 
for 16 or 17 to have it in 2015/16, which exceeds the CCG’s statutory requirement, justifying the 
CCG’s decision not to increase contract provision for the forthcoming year. She has been well 
pleased with the performance of BICS under the Wellbeing contract, as they are fully compliant 
with their contract conditions of treating 90% with talking therapy within 8 weeks of GP referral, 
which is within the new access standards. 
 
[SECTCo finds this formula extra-ordinary, and archaic, and request to be told the source. We 
challenge this formula in the light of the new access standards from 1.4.15, which require parity 
with physical health. For example, the access standards for hip replacements require contract 
provision for 100% of those requiring it, not 15%. SECTCo believe that the formula is out of date, 
and that contract provision should be increased by a factor of at least 7. We ask Geraldine and 
CCG/HWB to reconsider this decision, and inform us when the CCG has done so. Action 2 
CCG/HWB.  
 
SECTCo is pleased to hear that the Wellbeing service is performing well, which is presumably why 
BICS  contract is being extended for a further (4th) year from June 2015 to June 2016. However, 
we have concerns about the declared recovery rate of about 50%, which is low. We are also 
concerned about the monitoring of this contract, believing that the term ‘completed treatment’ can 
be used for as little as 2 sessions with a CBT therapist, which we believe is inadequate. We 
request the CCG/HWB answer these concerns. Action 3 CCG/HWB.] 
 
John said that there is a harmful disconnect between the perception of commissioner/providers 
and patients as to what constitutes an acceptable mental health service. This is indicated by the 
Time to Change campaign, which lobbied Norman Lamb to enact the new mental health access 
standards. This disconnect is visible in many news bulletins in which the NHS is the top issue in 
the election debate, which he and SECTCo are trying to bridge. He asks the CCG/HWB to address 
this issue. Action 4 CCG/HWB 
 
3 NICE guidelines 
Geraldine said that John mis-interprets NICE Guidelines. John quoted his correspondence with Val 
Moore of NICE, reproduced in appendix 3 of the draft agenda, previously circulated. John agreed 
that NICE guidelines are advisory, not mandatory, and that CCGs have the right not to adhere to 
them provided that they state their reasons for their deviation publicly. John requested the PCT to 
do so, but neither they nor the CCG have ever done so. He requests them to do so now by 
considering Val Moore’s reply in the draft agenda. Action 5 CCG.] 
 
4Opening up the market 
Geraldine said that John misinterprets the words: ‘opening up the market.’ John reminded her of a 
meeting with him in March 2011, when she asked him to help the PCT redesign mental health 
services. To comply with her request he has written about 30 papers, to which she has not 
responded. [At that meeting she said that the market would be opened up to non NHS providers 
under the Any Willing Provider clause. John acknowledges that this is still the most contentious 



part of the Health and Social Care Act 2012, now called Section 75. He accepts that this is difficult 
for the CCG/HWB, but the new access standards will soon be the law, and CCGs must obey it by 
whatever means, or risk a ‘ton of bricks’ falling on their heads, perhaps by being put under 
‘special measures.’ He believes that the easiest way is by licencing MBCT facilitators, as he has 
proposed in paper 9.81.] 
 
5 John habitually wastes the time of the CCG/HWB officers 
Geraldine said that John habitually wastes the time of CCG/HWB officers by vexatiously and 
repeatedly asking the same question to which the CCG/HWB have already given a full answer. 
 
John said that the CCG/HWB had yet to give a full answer to any of his questions. [They ignore 
all his questions except Freedom of Information ones, to which they usually give minimal answers 
designed to fob off and stonewall, while falsely claiming them to be ‘full’. The only exception was 
the last answer given on 26.2.15 by Ken Adams, which was a breath of fresh air, being full and 
clear, which enabled John to refer it to the Ombudsman. John believes that similar to item 1 
above, Geraldine (and all members of the CCG/HWB) do this habitually (what we call in 
mindfulness ’on autopilot’. He requests that she and the CGG/HWB become aware of this habit, 
and resolve to give full and fair answers to all questions in future. Action 6 CCG/HWB.] 
 
6 John is not clinically qualified as a MBCT provider (to NHS patients) 
Tom said that he would not recommend the CCG to contract with SECTCo to provide MBCT 
courses for patients on GP referral because of the following correspondence: 

a) Between the PCT and Prof Mark Williams around 2010, who said that John was not 
clinically qualified to run MBCT courses for the NHS on GP referral. 

b) Recently with Dr Robert Marx, confirming that John is still not clinically qualified. 
 

John said that he agrees that he is not clinically qualified, and accepts that this may be a reason 
why SECTCo has not yet been awarded a public sector contract. He met with Robert Marx and 
Taravajra (national mindfulness trainer) the previous day about this, and is in correspondence 
with them about it.  
 
[John sees himself as a teacher, not a clinician. Mindfulness was discovered by the Buddha who 
taught it to his disciples as a way of relieving suffering. Dr Jon Kabat Zinn introduced it into 
public healthcare in USA by in 1979 as an 8 week teaching course called Mindfulness Based 
Stress Reduction (MBSR) which does not claim to be a therapy, so its facilitators do not need to 
be clinically qualified. Mindfulness is also taught in 9 week courses in schools by qualified teachers 
(www.mindfulnessinschools.org) John took the 4 day teacher training for the .b) course 2 years 
ago with Chris Cullen, who taught mindfulness to members of the Houses of Parliament and is not 
a clinician. This  teaching gave rise to the House of Lords report on mindfulness in 4 policy areas 
(Sept 2014) and the Mindful Nation Report (Jan 2015, and forthcoming in June 2015).  
 
Prof Mark Williams introduced the MBSR course into the NHS in 1995 and rebranded it as 
Mindfulness Based Cognitive Therapy (MBCT) to get it trialled as a NHS therapy. It achieved 
NICE recognition for patients who have had 3 previous bouts of depression as CG 23 2004, and 
CG123 2011. However, the course is not a therapy in the conventional sense – something that is 
done to you – but a teaching from which you can learn for yourself. It has since been tried on 
many other client groups besides depression, including drug and alcohol addicts by Breathworks in 
Manchester with spectacular success. John has had similar success with this client group in Hove. 
He believes that the perceived need to be clinically qualified is preventing many competent 
teachers (such as yoga) from teaching mindfulnesss under public sector contracts, to the 
detriment of the 15 million citizens in England who Time To Change say need treatment for 
mental sickness. 
 



John is therefore trying to get the leaders of the Sussex Mindfulness Centre and the UK Network 
of Mindfulness Based Teacher Training Organisations to relax their requirement for clinical 
qualifications to teach the MBCT course to NHS patients. He wishes to delete clause B4: ‘If 
delivering MBCT or other mindfulness based course with a clinical population, an appropriate 
clinical qualification.’ That clause is ambiguous. Why should we be assessed as a ‘clinical 
population’, when we are referred by a GP, and just people when we self-refer? John believes that 
this bar is there to protect the vested interest of academics in the original mindfulness centres of 
Bangor, Oxford, Exeter, who make money out of setting it to mean a masters degree in clinical 
psychology requiring at least 2 years part time training, and costing at least £5,000, with no 
guarantee of a job at the end.  
This high bar is why there are so few officially ‘qualified’ MBCT facilitators, (perhaps 30 in Sussex, 
and a few hundred in UK) and so few MBCT courses offered in the NHS in the city, namely 3 pa in 
the primary care Wellbeing Service, and perhaps 10 pa in secondary care, and about 10 pa for the 
staff of SPFT.  This is a provider-centred service, whereas it should become patient centred in the 
way that SECTCo has been calling. 
 
The potential demand for the MBCT course is hundreds of times greater than the present supply, 
so if the House of Lords vision is to be realised, the bar has to be relaxed. Action 1 John.] 
 
7 Open discussion 
Anthony described his experience as a service user and how learning mindfulness has transformed 
him. His father left his family when he was 4, and died when he was 11. At 16 he experimented 
with ecstacy. He was a patient of Dr Mockett [who resigned early last month from Eaton Place 
surgery, Brighton] and was given Prozac, which made him psychotic and suicidal, which are side 
effects described on the information leaflet. He complained that he should not have been given 
this, and was referred for 1:1 Cognitive Behaviours Therapy (CBT) He had this weekly for 4 years 
with Graham Walton, which finished about 12 years ago. He began meditating in 2010, did a 
MBCT course with John in 2013, and became a facilitator for SECTCo in 2014. He has run 5 MBCT 
courses for about 30 people to date, and has had spectacular success with many of them. He 
believes that this course should be freely provided for everyone who needs it to cure the NHS. 
 
John said that he had attended mental health conferences in London which Children and 
Adolescent Mental Health Service (CAMHS) providers said that they are overwhelmed with 
unprecedented demand. The chairman (a Baroness) said that she had attended a mindfulness 
course, and agreed that it should be provided under CAMHS. 
 
[8 Engagement after the meeting 
All present attended the CCG Board meeting from 10-1pm, and the HWB from 3.30-5.30pm the 
same day, We believe that SECTCo could help the CCG/HWB with the following issues discussed  
by agenda number: 
 
28 Multi-speciality Community Provider (MCP) We are a community provider already as we 
take anyone who self refers, without assessment. 
 
29 Patient and Public Participation Governance proposal for a new committee. John has 
been a patient representative on countless committees full time since 2000. 
 
30 Better Care Fund for Rachel and Dave totalling £19.6 mpa. SECTCo’s mindfulness courses at 
our Community Care Centre basically teach participants to look after themselves better (self-care) 
and promote Wellbeing which is the experience of emotional and mental support in the 
community. Everyone needs this to be happy, but there is a vacuum of publicly funded wellbeing 
with the demise of organised religion and the family. The rich buy wellbeing in the form of yoga 
classes etc, but the poor cannot afford it, feel isolated, and fill the vacuum with comfort eating, 



drugs (recreational and prescription) and primary care attendance. This vacuum is the root cause 
of health inequalities and the crisis, which SECTCo’s proposals could remedy as shown in table 1 
below. 
 
Table 1 Filling the vacuum of wellbeing between health and social care 
 

Health Wellbeing Social care 

Physical support (medication, 
dressing of wounds, etc) 

Emotional and mental 
support from the 
community 

Physical support for dressing, 
washing, feeding, mobility, etc 

Primary Care Community Care Centres At home 

 
31 A&E attendance. Enabling GPs to prescribe mindfulness courses instead of antidepressants 
will stop the ‘revolving door’ of patients coming back with side effects. 
 
32 Clinical risk number 5 Cancer services. We have experience with cancer and other 
patients. 
 
33 Quality Exceptions Report. 4 SPFT 4.3 waiting times. We believe that the figures are based 
on under estimated data of the true demand, as described in paragraph 2 above. 
 
34, and 68 of HWB agenda. Enhanced Health and Wellbeing GP services through clusters. 
We agree with Xavier that GPs need to find new ways of working with community partners, such 
as Community Care Centres, as proposed, which would save money. We are in cluster 4, and have 
already made connections with Duncan Wells (my doctor) of Wish Park (on whose PPG I have 
been since its inception) Susie Rockwell of Portslade Health Centre, and Nicky Coleman of Links 
Rd. They say they would refer patients to us if the CCG formally agrees, and we would be pleased 
to work with all of them. 
 
At the end of the day’s proceedings we met informally. As Tom had said publicly that 
homelessness is an increasing problem in the city, John invited Tom and George to visit our 
Community Care Centre at 3, Boundary Rd, Hove, where we have temporarily housed 4 homeless 
persons to date. Some of them have participated in our meditations with beneficial effect. We 
would like to show you our plans for expansion into next door, at 2, Boundary Rd, for which we 
have bid from the Council.       Action 2 John to invite Tom and George to 3, Boundary Rd. 
 
9 Withdrawal of the referral to the Ombudsman 
John believes that the persons present (and all members of the CCG/HWB) have acted in good 
faith, but are acting habitually (on autopilot) rather than thinking what they are doing and saying. 
Assuming that the CCG/HWB accept that they have not been mindful enough in the past, and 
agree to all the above 6 actions in a stated time, which shall be reasonably soon, he agrees to 
withdraw his referral to the Ombudsman. Action All to consider and report back.] 
 


