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Foreword
I recently heard from Dr Peter Davies and Mr James Gubb,
members of Civitas and linked closely to its health unit,
requesting that I write a brief foreword in this publication on
the elements of my book on business failure.
As a citizen of the US without in‐depth knowledge of the
issues confronting the National Health Service, my brief
comments only deal with the almost fatal traps that stand in
the way of organisations, individuals and nations. Let me
make it clear that the national debate on health care is a
major current issue in the US as well.
The simple fact is that ‘success’ is a dangerous word and
is a journey—not a destination. And, on that journey there is
constant danger. Because the subject of this book is health
care, let me suggest that there are two dangerous viruses
ready to explode in any organisation’s leadership. The
minute that individuals and organisations begin to really
believe they have reached the goal of success, these viruses
emerge. They are arrogance and complacency.
The ‘Ten Commandments’ of my book deal with the
symptoms and the results of these viruses breaking loose. If
Dr Davies and Mr Gubb find that they can translate some of
these Commandments into a valid discussion involving the
National Health Service, it would seem to me that would be
a worthwhile effort.
One doesn’t know how to avoid failure unless one
recognises it. Remember that the important thing is the
journey. And, if any journey must be successful, it would be
that dealing with the health of a nation.
Donald Keough
Author, ‘The Ten Commandments for Business Failure’
Past President and CEO, the Coca Cola Company

xi

Preface
The inspiration for this volume comes from an unlikely
source so far as health care is concerned: the past president
and CEO of the Coca‐Cola Company, Donald R. Keough,
and his authoritative book The Ten Commandments for
Business Failure—a tale of ten blunders that he and many
others have ‘witnessed companies and individuals making
time and time again that so consistently lead to failure they
should be written in stone’.
To apply Keough’s ten commandments to health care—
and particularly the National Health Service in England—
will, we know, be controversial. The NHS, as a whole, is not
a business; and certainly not a multinational corporation.
However, recent reforms have unquestionably sought to
stimulate competition between healthcare providers and
increase the choices available to patients. Though still part of
a single‐payer (tax‐funded) structure, NHS organisations in
both primary and secondary care are now cast very much as
semi‐autonomous businesses and faced with business‐like
incentives.( a )
(a) We would like to make a point about vocabulary at this juncture. In
this book we speak of the NHS as a business or collection of
businesses, following the line that has typically been taken either
implicitly or explicitly by government policy since the publication
of the Griffiths Report in 1983. As we acknowledge in the
introduction, the NHS is not a business in the sense in which
economists normally understand the term. However, to write
‘business’ thus, using inverted commas to indicate ironic or
incorrect usage, would be, in a work of this length, a tedious
affectation. We therefore ask the reader to understand that the term
is used here in the sense in which health policy‐makers in
Whitehall currently deploy it.

xiii
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Of equal importance, we would argue that Keough’s
book is not just concerned with business, but with service.
None of his commandments centre overtly on finance,
structure or procedure. Instead they are concerned with the
underlying culture, emotion and politics that make
successful organisations tick and that enable them to
maintain a resolute focus on the people they serve
(customers or patients).
In truth, we found it almost uncanny in reading Keough’s
commandments how many times both of us, independently,
sat back and thought ‘the NHS does this—a lot’. In essence,
it focused our minds on the roots of the NHS’s current
problems. No‐one can say there has been a lack of effort in
trying to make the system work over the past decade or so:
the frenetic pace of change has, at times, been frightening.
Structures and processes have been organised, re‐organised
and re‐disorganised; and it’s almost certain they are still far
from being right.
Lost in all this, however, have been people: patients,
doctors, nurses, health professionals and, yes, even the
much‐maligned managers. Patients, the customers of
fledgling businesses in the NHS, should be the focus of
everything these organisations do. And, in a labour‐
intensive industry like healthcare, people are the resource by
which this can be achieved.
Yet, with so much attention having been diverted to
changing structures and satisfying seemingly endless central
initiatives, targets and regulation, energies have shifted
elsewhere. Patient care has far too often been relegated to
second, third, or even fourth place after the government, the
Department of Health, strategic health authorities and
numerous regulators have been satisfied. It’s not that staff
have stopped caring, but that poor practice has either
become ingrained to the extent that it’s difficult to see things
xiv
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differently; or that staff prefer to acquiesce because they’ve
tried so many times to change the system and got nowhere.
There’s a brilliant passage in Keough’s book that we
would like to share with you here:
It’s so easy to lose sight of the customer [read patient], to think
dispassionately about an amorphous mass called the market or
market segment.
There are, except as statistical abstractions, no such things as
market segments. There are only people. They have faces. Visualise
your audience. Visualise specific people and think hard about just
what you’re going to do for them that day. 1

It is time, in our view, for the NHS—and the
organisations that make it up—to start backing people rather
than processes. It is time for the government to stop over‐
estimating the importance of legislation, crude measurement
and regulation as markers of success and put faith in the
power of frontline organisations to drive quality. Effective
regulation is important, but the autonomy associated with a
more business‐like framework means nothing if all it is used
for is finding more innovative ways of meeting central
targets.
We should say two things at this point, however. First,
this book is not a policy prescription, and does not claim to
have all the answers to the problems it describes (though we
hope some of our suggestions are useful). Second, we fully
recognise that in applying Keough’s commandments we will
no doubt be accused of fitting evidence to our case. We are,
strange though it may sound, relatively comfortable with
this. Of course, we believe our diagnosis is accurate and that
we have provided sufficient evidence to show it to be so.
But, more importantly, our aim—one of us a doctor, one a
health researcher—is twofold. First, to attempt to bridge the
gap that both of us perceive between policy‐making and the
day‐to‐day practice of medicine, which has widened to a
xv
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chasm in recent years. And second, to provoke a debate; a
discussion, if you like, about all those things that so many in
the NHS are saying to us in private, yet so few are saying in
public.
We welcome you to join us.
Peter Davies
James Gubb
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Introduction
For many years now the National Health Service (NHS) in
England has been encouraged to think about itself, and its
activities, in business terms. Providers of NHS services must
compete for custom to survive, patients are consumers, and
for the government the ‘science’ of performance manage‐
ment and target‐setting has ruled the roost. The contrast to
earlier models of service is marked. In these, the role of
government was, in the words of the NHS’s architect Nye
Bevan, restricted to ‘[providing] the medical profession with
the best and most modern apparatus of medicine’. 1 Quality
was ‘guaranteed’ by professional standards, rather than the
state and/or markets.
The shift of thinking from one school to the other
developed in the Thatcher years and is most clearly seen in
the establishment of the internal market and purchaser/
provider split. ‘The NHS’, documents health policy analyst
Rudolf Klein, ‘was to mimic those characteristics of the
market that would promote greater efficiency within the
framework of a public service committed to distributing
access to resources according to need.’ 2 After flirting with
the idea of partnership and a ‘third way’, New Labour
bought into the same vision, sharpening incentives and
developing the range and scope of the market through
patient choice, ‘world‐class commissioning’ and payment‐
by‐results in particular. As Simon Stevens, a former health
adviser to Tony Blair, said of the choice policy: if NHS
organisations aren’t efficient enough to perform the
operations there will be ‘a bunch of Germans [aka private
providers] coming round the corner that will’. 3 Many NHS
organisations, particularly foundation trusts, are now as
much businesses as they are public bodies.
The jury is still out on the use of such market mechanisms
in a single‐payer (tax‐funded) health system like the NHS.
1
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The emphasis it places on financial discipline, innovation
and being responsive to patients is welcome, but there are
many consequences that give cause for concern—not least
possible bankruptcies and, crucially, the impact of many
confused and conflicting incentives on the culture of
medicine and nursing that is so vital to quality of care.
Reform has produced market forces, yet rigid rules ensure
that competition is more often between primary and
secondary care than aligned to the experience and needs of
patients; and while government rhetoric is for NHS
organisations to look out to communities, it continues to
micromanage the service like never before. 4 As the
economist John Kay has argued—and this is a theme that
runs through this book—effective market economies are
embedded in an elaborate social, political and cultural
context; a context that is underdeveloped where the NHS is
concerned. 5
That said, if the NHS is to operate under such business
and market‐like terms, then it is fair to ask how good a
business—or collection of businesses—the NHS currently is.
In 2008, the former president of the Coca‐Cola Company,
Donald R. Keough published an influential book on success
in this field, The Ten Commandments of Business Failure. 6 In it
he draws on years of experience to argue that any step‐by‐
step plan offering ‘tried and true advice’ in business will
inevitably lead to huge disappointment; there are no sets of
rules or formulas that will guarantee success. However,
what he does offer are sure‐fire ways to fail. His ‘ten
commandments for business failure’ are blunders that he
and many other successful businessmen who have
accredited the book have witnessed companies and
individuals making time and time again that ‘so consistently
lead to failure they should be written in stone’. They quit
taking risks; are inflexible; isolate themselves; assume
2
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infallibility; play the game close to the foul line; don’t take
time to think; put their faith in experts and outside consul‐
tants; love bureaucracy; send mixed messages; are afraid of
the future. Staff, as a result, lose passion for work. What is
notable is that none of the commandments focus overtly on
finance, structure or procedure; they cut much deeper,
concerned with the underlying culture, emotion and politics
that make successful businesses work. Without due attention
to this, they—and, for that matter, most organisations—will
forever underachieve.
Though there are nuances particular to each command‐
ment, and exceptions to every rule, we contend that large
swathes of the NHS are currently following all ten of them.
For the new business‐focused and market‐driven NHS to
work, organisations must have the freedom to concentrate
their energies on delivering the best possible service to each
and every patient. Mirroring experience in other sectors,
successful providers and commissioners will be those who
assess, listen to and respond to patient needs, and split their
customers into different profiles for whom they will offer
different, personalised, services. 7 They will also be those
who fully embrace the need not just for structural change,
but more importantly for cultural change that embeds
quality improvement and puts patients, rather than the
government or the profession, first. This has yet to happen.
Instead, under pressure from hotchpotch and inconsistent
reform, the worst types of business (and public service) are
emerging in this brave new world: those that are risk‐averse
and obsessed with internal processes, bureaucracy and fads;
businesses that dance to the tune of their shareholders and
boards of directors (in this case the government, Department
of Health and NHS Executive), rather than focusing on
customers (patients) and what they need.
3
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This is not to portray NHS organisations as ineffectual
cousins of the private sector. For one thing, many private
sector companies fall into the same trap, thinking first about
meeting their shareholders’ needs and investing in large
reconfigurations to meet performance targets. These are the
companies—think Woolworths, Little Chef and General
Motors—that have now gone to the wall or are struggling.
Second, many of the problems in NHS organisations are
likely to be systemic and cultural, rather than the result of
individual error or lack of foresight. Organisations are still
judged less by how effectively they treat patients, and more
by performance against central priorities and standards.( a )
The wider point is this: so long as the government
continues to over‐estimate the importance of legislation and
regulation as markers of success, and under‐estimate the
power of the businesses it has created to transform
healthcare delivery, the NHS will continue to flounder. As
Keough’s ten commandments emphasise, successful
business and noteworthy change very rarely come about
through command‐and‐control or following nicely packaged
toolkits. Instead, they come about through hard work, clarity
of vision and an organisational focus on those factors so
often talked about but so rarely addressed: leadership,
teamwork, communication, flexibility, relationship‐building,
honesty, humanity, trust, and the occasional bit of peer
pressure. It is this that we wish to stress. Currently in the
NHS we have the extra costs of business and competitive

(a) For an example of this, we need look no further than Mid
Staffordshire NHS Foundation Trust, which was rated as ‘good’ on
quality of service by the Healthcare Commission in 2008 despite
running a standardised mortality rate significantly higher than
comparable hospitals.

4
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processes minus the benefits that could be delivered if
organisational autonomy were genuine and competition
real. 8 Without a change of emphasis in the long‐term (in
more than just rhetoric), without due attention to the social,
cultural and political context that supports successful
business, our fear is this will only get worse. The
consequences of this—particularly with the NHS’s budget
likely to see real‐term cuts in the next few years 9 —are many,
causing harm to patients, staff, managers and politicians;
while inevitably increasing the cost to taxpayers. If we do
not want yet another reassertion of central control and
pointless reorganisation of services, the learning must start
now.

5
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The applicability of our premise, of analysing the NHS as a
business or collection of businesses, may of course be
questioned. The NHS is not a business in the strict sense of
the word. It cannot go bankrupt (unless the state does) and
is neither privately owned, nor run for profit; it is publicly
owned and exists to provide a public service. However,
since the publication of the Griffiths Report in 1983 the
organisations that make it up—and provide frontline services
—have been increasingly cast as businesses that must ‘look
after customers’. Post‐Griffiths, the whole of government
policy can be seen as a search for the levers that would
encourage such a focus. 1 The ‘internal’, ‘quasi’ or ‘mimic’
market solution settled on in 2002 is both the latest and most
far‐reaching: organisations—at least those on the provider
side—are more than just businesses in rhetoric. 2
At the systemic level, starting with the Secretary of State
for Health, an organisational hierarchy pervades the NHS,
running through the Department of Health (which has its
own board), the NHS Chief Executive (David Nicholson)
and regional Strategic Health Authorities (SHAs) to Primary
Care Trusts (PCTs), general practice, community organ‐
isations and NHS trusts. Emanating from the Department of
Health (DH) is a keen focus on finance, ‘profit’ (or
generating surplus) and management strategy. Each year the
Operating Framework sets out an overview of priorities for
the NHS; and each quarter the NHS publishes an update
from David Flory, Director General for NHS Finance,
Performance and Operations, that outlines the NHS’s
financial position, as well as progress against the framework.
The DH also has its own Commercial Directorate that
‘functions as the central point in securing best value as well
as achieving greater levels of effectiveness for the DH and
the NHS through the use of best commercial practices and
6
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better commercial relationships’. 3 SHAs and the foundation
trust regulator, Monitor, have the power to intervene if NHS
trusts/foundation trusts( a ) do not demonstrate continued fin‐
ancial and managerial competence. b 4
Beneath such overarching bodies, the NHS functions as a
market, with a split between geographically‐based ‘com‐
missioners’ or purchasers of care—the local PCTs—and
service providers, including NHS trusts, foundation trusts,
general practice, community services, and the independent
and voluntary sectors. The rationale for this split is a
business one: to improve technical and allocative efficiency
by ‘encouraging providers to respond more accurately and
effectively to the needs of individual patients in order to
retain contracts’. 5
In performing their function (dubbed ‘world class
commissioning’) PCTs are tasked to do much more than just
contract management. They aim to deliver a more strategic
and long‐term approach to commissioning services, with a
clear focus on need and delivering improved health
outcomes. They are inspected on their use of resources and
expected to drive value in the system by using financial
leverage to commission more effective services, the ‘adding
life to years and years to life’ of the world‐class com‐
(a) Foundation trusts are (groups of) hospitals providing secondary
care in the NHS. They still operate as NHS bodies, but are free
from direct line management by the DH and SHAs, with legal
status as independent public benefit corporations. Foundation
trusts can retain their surpluses and borrow to invest in new and
improved services. They are accountable to their local commun‐
ities through their members and governors, to their commissioners
through contracts, to Parliament, and to Monitor as their regulator.
(b) Monitor also actively encourages training programmes and
business management strategies such as service‐line reporting.

7
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missioning agenda. One of the competencies against which
they are assessed is their ability to ‘stimulate the market’. 6
Providers, for their part, are cast as businesses and are
supposed to have ‘embraced the idea that the customer is
king’. 7 While hospital trusts have always had a statutory
duty to break even and ensure they are financially viable, it
is now pivotal. Financial incentives have been sharpened
considerably in recent years. For one thing, financial via‐
bility and sustainability is crucial to achieving, and main‐
taining, the additional freedoms associated with foundation
trust status. More widely, a trust’s income is dependent on
its ability to compete for business. Patients have a choice of
hospital and the payment‐by‐results system ensures the
hospital that a patient chooses gets paid for treating them
(i.e. per case), rather than by block contract. 8 Quality, as well
as being about clinical outcomes and safety, is increasingly
cast as care that is personal to each individual. 9 Key to the
‘informed’ exercise of choice, then, are indicators of patient
satisfaction, information at websites such as NHS Choices
and Dr Foster, and the annual ratings given to trusts by the
Healthcare Commission watchdog, to which quality of care
and how well a trust uses its resources contributes heavily.( c )
In such an environment there will inevitably be winners and
losers, so a Cooperation and Competition Panel has been set
up to pick up on anti‐competitive practice, and the DH is
currently consulting on a failure regime. 10 ( d )
(c) As of April 2009, the Healthcare Commission was subsumed into
the Care Quality Commission (CQC), along with the Mental Health
Commission and the Commission for Social Care Inspection. As
this book went to print the CQC was still developing its inspection
regime.
(d) Additional plans are now being introduced to make a proportion of
secondary care providers’ income conditional on quality and

8
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Similar moves are afoot in primary care. While general
practice has been run on a small business model since well
before the start of the NHS, there has been a renewed
attention to profitability since the introduction of the
substantial pay‐for‐performance element of the new GMS
contract (the Quality and Outcomes Framework or QOF). 11
Lord Darzi’s review of the NHS in 2008 also seeks an
additional competitive impulse by introducing a series of
polyclinics (or GP‐led health centres)( e ) and giving patients
greater choice of GP practice. Before the end of 2007, only a
small number of PCTs had used competitive tendering for
primary care services, but a year later more than 100
practices were being run by alternative providers—GP‐led
companies, corporate providers and social enterprises. 12
There are also efforts to provide better information to help
patients choose between them, the latest idea being to
expand the NHS Choices website to enable patients in
England to comment on their GP’s performance. 13
Thus, a framework has been put in place in which NHS
organisations must act more like businesses to be financially
viable and ‘win’ customers. Admittedly, this is not a typical
market. For one thing, the market has been ‘designed’, and is
performance‐managed, by the government. Overall resource
allocation and funding is controlled by the state and not the
consumer; PCTs do not compete for customers like
providers do, they receive block funding from the state to
innovation under the Commissioning for Quality and Innovation
(CQUIN) scheme.
(e) Polyclinics are essentially super‐surgeries, which patients can
attend without needing to register. They provide general medical
services, but also particular services traditionally provided in
hospitals such as X‐rays, minor surgery and outpatient treatment.

9
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commission care for patients who live in the geographic area
they are responsible for. Second, many characteristics of
effective markets are absent. 14 As John Kay explains in his
book The Truth about Markets, markets work best where the
environment is competitive; the consumer has good
knowledge of available alternatives and can sensibly make
comparative decisions; there is no major information
asymmetry either in favour of the consumer or the supplier;
the product being bought is a private good, not a public
issue; and businesses are free to define their unique selling
points, ‘select’ their customers and, ultimately, go bust if
they fail. 15 The NHS ‘market’ does not fit any of these
conditions in any meaningful sense, and some not even
partly, so businesses will be facing very different incentives
to those in a ‘free’ market.( f )
That said, there is no such thing as a ‘stereotypical’
market, and the intention behind the current structure is
clear. Government reforms to the NHS in England have
unquestionably sought to increase the choices available to
patients and to stimulate competition between healthcare
providers. Frontline organisations that bear the NHS name—
particularly foundation trusts—are as much busineses as
they are arms of the state. It is only fair, then, to assess how
effective such moves have been—and how well our fledgling
businesses are doing.

(f) While the public are prepared to accept a branch of Woolworths
closing on their high street, they are far less willing to see the local
district general hospital (DGH) suffer a similar fate, regardless of
the quality of care it offers—which they are unlikely to be privy to
in any case.

10

Commandment One:
Quit Taking Risks
The one outcome that is never measured in the NHS is the outcome of
what politicians do.
Polly Toynbee

The NHS was the first universal healthcare system in the
world to be free‐at‐the‐point‐of‐need and has, across its
lifetime, contributed to significant improvements in health.
In the first 50 years of the NHS, for example, infant mortality
fell by more than 80 per cent, the proportion of people dying
before the age of 65 fell from 40 per cent to seven per cent
and life expectancy rose by a decade. 1
However, it is commonly acknowledged that despite
such achievements the NHS lags behind health systems in
other developed countries in the adoption and diffusion of
new technologies, innovation and working practices; and is
inferior in many areas. 2 Consider a few examples: the NHS
fits only 430 new pacemakers per million of the population
compared with 900 per million in France, Germany, Belgium
and Spain, 3 despite cardiac arrhythmia being one of the top
ten causes of unplanned hospital admissions in the UK. 4
Over 40,000 patients in Germany use insulin pumps rather
than self‐administered injections to manage diabetes,
compared with less than 2,000 in the UK. 5 And, as of 2007,
the UK had just 4.1 units of radiotherapy equipment per
million of the population, which provided some 63 per cent
fractions per million of the population less than required
according to the government’s cancer tsar. 6 The OECD
average is 6.2 units per million. 7 In total, the Medical
Technology Group estimates that the UK spends just 0.36
per cent of its GDP (and 4.8 per cent of all healthcare
expenditure) on medical technology, compared with the
European average of 0.55 per cent (6.4 per cent). 8
11
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Figure 1
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Some of this, of course, has to do with the historic
underfunding of the NHS vis‐à‐vis other health systems.
What’s more, a certain degree of inertia in some areas where
new technology and drugs are concerned may not be a bad
thing because many are high‐end and—particularly in the
case of high‐cost drugs—may offer only marginal benefit to
patients. 9 Even for technology such as telemedicine, hailed
as offering revolutionary potential to transform health care,
cost‐effectiveness over standard practice is unclear. 10 How‐
ever, this does not excuse the situation. Where the NHS fails
most noticeably is not necessarily in the uptake of new
technology and drugs, but in the diffusion of those now
recognised as clinically effective; and in the adoption of, and
willingness to try, new systems and ways of working. At the
local level, NHS organisations tend to be profoundly risk‐
averse.
There are many reasons for this. Health care—with an
insurance function, heavy regulation, powerful professional
interests and its sheer complexity—is frequently criticised on
12
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a global scale for being overly conservative. 11 In many
respects this is understandable: introducing new procedures
in health care without due care and diligence will not just
lose you customers, but kill and disable. However, the
literature is fairly clear that the propensity to avoid
innovation and risk is not just a function of the industry we
happen to be looking at (the catastrophic consequences for
failure are the same in the airline industry, for example, yet
this has been a highly innovative sphere), but is also
determined by things such as a productive organisational
structure, capacity and politics; competition; social net‐
works; leadership; communication; and how well organ‐
isations actually assess risks. 12
It is here that the NHS comes up short. At the coal face,
organisational culture tends to be isolated, defensive and
unconducive to quality improvement. Andrew Mawson’s
experience in setting up the Bromley‐by‐Bow Centre, a
revolutionary health centre aimed at tackling numerous
community health problems, is a case in point. 13 Built and
owned by the people it serves, the vision was to create a
truly integrated care system in Bromley‐by‐Bow (a deprived
and under‐served area in East London) whose team would
include not only health professionals, social workers,
education experts, project staff and volunteers, but also
artists and musicians. Doctors would be able to offer patients
more than just drugs—they would also be able to prescribe
around 100 different activities a week and give some the
opportunity to set up their own businesses. Lord Mawson
wrote in his book about the Centre’s struggle to get local
NHS organisations on board: ‘We may as well have
proposed a nuclear weapons facility for the area, given the
response we [initially] had’. 14
Further examples are not difficult to find. In Calderdale,
the local medical committee and PCT took four years to
13
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create a detailed proposal for phlebotomy services to be
provided in GP surgeries rather than solely in hospitals,
despite the obvious benefit to patients in terms of distance,
time and car parking charges. The total cost of the scheme?
Between £100,000 and £200,000 per year out of the PCT’s
annual budget of around £230 million. In Greater Man‐
chester meticulous plans for new neurological rehabilitation
units—that had the backing of hospital managers, clinicians
and patients—took a similar amount of time to be approved
due to health authorities squabbling over who should bear
the costs. 15 Perhaps unsurprisingly, a 2006 study of change
capability in the NHS by the Office of Government
Commerce gave the NHS a score of just two out of five
points for seven of the nine categories assessed. 16
The million‐dollar question is why. Here, we must turn to
one of the many paradoxes at the heart of the NHS, for to
say the organisation as a whole never changes and never
takes risks would be wrong. At the national level, the actions
of government have ensured that the structure of the NHS
has changed at an unenviably fast rate and in a somewhat
schizophrenic fashion; the consequences of which go a long
way to explain the risk‐ and change‐aversion of its many
parts. A quick run‐through of some of the major initiatives
since 2000 reveals this clearly: the separation of function in
PCTs; the merging of PCTs; the merging of NHS trusts; the
creation of foundation trusts; Connecting for Health (and the
National Programme for IT, NPfIT); payment‐by‐results;
patient choice; Choose and Book; practice‐based com‐
missioning; improving health and well‐being; and the
‘world class commissioning’ agenda. The ultimate irony is
that such systemic reform has largely produced circular
progress, reversing the alterations New Labour initially
made when they came into power in 1997 and taking the
NHS back very close to what the Conservatives left. 17 The
14
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purchaser/ provider split was abolished, only to be recreated
in a more vigorous form; local health authorities became
primary care groups and then primary care trusts as the
‘third way’ reverted back to the market; and GP fundholding
was abandoned only to be revived in the form of practice‐
based commissioning. While all this has been going on,
targets—which organisations miss at their peril—have been
set on everything from smoking to waiting times (see
commandment five).

Figure 2

Source: Halligan, L, (2007)

Rotherham PCT’s boss, Andy Buck, sums up the resulting
situation well: ‘we are encouraged to focus on this year—get
the finance right, deliver the targets and don’t drop any
clangers’. 18 Lines of accountability run upwards to the
government, rather than downwards to the patient. Instead
15
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of being judged by the quality of care they provide for
patients, businesses in the NHS are judged by whether they
meet central performance targets and can cope with endless
restructuring. 19 Too often, they are expected to roll wherever
the government chooses to kick them next in order to ‘solve’
the perceived problem of the moment.
The opportunity cost in terms of the propensity of
businesses to innovate and take a few risks has been
significant; to cite just one example, academics at King’s
College London found the merging of NHS trusts typically
put performance back by over 18 months.( a ) The government
are, somewhat paradoxically, aware of this (or at least they
see the consequences, without necessarily making the causal
connection). At the beginning of 2008, Andy Burnham MP, a
former health minister, made an impassioned plea for local
organisations to become risk‐takers: ‘innovate and break
traditional patterns of local spending where necessary’, he
said. ‘Common sense is always needed. Don’t wait forever
for an “evidence base”. Change sometimes doesn’t happen
because people assume innovation might be blocked by
central government, but that won’t be the case.’ 20 However,
this is a misunderstanding of the situation. It is not so much
that central government blocks attempts to innovate (though
it does, and has), but that hyperactivity on the part of central
government tends to produce local acquiescence and
uncertainty and makes proper evaluation of risk incredibly
difficult.( b ) Even foundation trusts, which one might expect

(a) The Audit Commission also recently uncovered a correlation
between the performance of PCTs and whether or not they had
been reconfigured in the past few years.
(b) At the same time as Andy Burnham was blogging on Comment is
Free, the government was in the middle of yet another far‐reaching
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to be an exception with their semi‐autonomous status—
much more akin to what most economists would term a
business—continue to sit on burgeoning aggregate cash
balances of as much as £2.3 billion. 21
The long‐term consequences of this are likely to be
significant. The act of innovating, of taking risk, of what
Trisha Greenhalgh and colleagues have termed inducing ‘a
novel set of behaviours, routines and ways of working’, does
not occur at the flick of a switch. 22 Being ‘novel’, innovating
and making change stick require a culture of openness and
constant improvement. 23( c ) Minus this, the ideas of so many
clinicians and managers will be stymied either for fear of
rocking the boat or because windows of opportunity are
simply not seen (see commandment nine). Under pressure
from constant structural change, it is this culture of openness
that few businesses emerging in the ‘brave new world’ of the
NHS have paid adequate attention to. In too many, the risks
associated with the development of new services and ways
of working are used as an excuse for maintaining the status
quo rather than something to be understood and managed.
There is—and this is a theme that reoccurs throughout this
book—a tragic sense in which people are stifled by the
organisations they work in; and that organisations are stifled
by the system they are operating in. 24

review of the NHS led by Lord Darzi, which, according to the
British Medical Journal, paralysed the DH.

(c) It is no accident that innovative companies, such as Apple and
Google, tend to be the ones that people admire and want to work
for, where job satisfaction is high and staff turnover low.
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For this is the tragedy of man—circumstances change, but he doesn’t.
Niccolò Machiavelli

Despite Nye Bevan’s famous declaration that ‘a bed pan
dropped in Tredegar Miners’ Hospital will echo down the
corridors of Whitehall’, the NHS was founded on the
principle (or ‘concordat’) that the government would fund
health care but leave its operational running to frontline
organisations and staff. 1 In a speech given a few weeks after
he became Minister of Health, Bevan said:
I conceive it the function of the Ministry of Health to provide the
medical profession with the best and most modern apparatus of
medicine and to enable them to freely use it, in accordance with
their training, for the benefit of the people of their country. Every
doctor must be free to use that apparatus without interference from
secular organisations. 2

As governments and secretaries of state have come and
gone, this ideal has been progressively eroded. A part of this
is no doubt understandable. We live in an audit society,
where demands for data and accountability are very
different from those in 1948; and the dawn of evidence‐
based medicine has produced calls for government and
regulatory bodies to intervene in order to address unaccept‐
able variations in practice. At times, the medical profession
has also been guilty of preferring the status quo for no other
reason than self‐interest. The image of the consultant
working in the private sector on NHS time is a powerful
one—if mainly a caricature.
However, while all governments have surely had worthy
aims for the NHS, the net effect of their desire to exact
change and drive performance has led to a situation in
which, in 2005, the then Secretary of State for Health, Patricia
18
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Hewitt MP, conceded ‘the NHS is four times the size of the
Cuban economy and more centralised’. 3 A look at the level
of state control over the factors of production used by
fledgling businesses in the NHS shows how it tends,
perhaps unsurprisingly, to be just as bureaucratic and
inflexible.
Staff pay and contracts
Every year, physician and staff pay is negotiated and set
centrally based on the recommendations of three national
bodies, the NHS Pay Review Body (for all NHS staff
employed under Agenda for Change contracts), the Review
Body on Doctors’ and Dentists’ Remuneration and the
Senior Salaries Review Body (for very senior managers).
Although foundation trusts are able to offer performance
pay incentives and Agenda for Change offers a degree of
flexibility to all bodies, NHS organisations must ultimately
stay within the national pay scales set by the government.
This produces numerous problems where pay bands do not
fit well with local labour markets. Although the bands vary
from region to region, they are not sufficiently adjusted. For
example, wages are just 11 per cent higher in the NHS in
Inner London than in low‐cost areas of the country,
compared with an outside wage differential of closer to 60
per cent; a fact that has perverse consequences for quality of
care. Academic studies have shown that a ten per cent
increase in the outside wage is associated with a four to
eight per cent increase in death rates from acute myocardial
infarction (AMI). This has been attributed to an increased
reliance on temporary agency staff, as NHS trusts in high‐
wage areas have been unable to increase (regulated) wages
to attract permanent employees. 4
On top of this the contracts within which staff pay is
constrained are—with a few exceptions such as the APMS
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and PMS contracts for GPs—also negotiated centrally, this
time by the DH. While guaranteeing a degree of consistency
and lowering local bargaining costs, this has nonetheless
made it more difficult for local organisations to offer
incentives to attract doctors into deprived areas (helping to
entrench the Inverse Care Law( a )). 5 It also tends to lock
consultants into their hospitals and GPs into their surgeries,
when new integrated models of care—particularly the
proposed Integrated Care Organisations( b )—demand more
flexible ways of working. 6
To complete the picture, regulation of the medical and
nursing profession is increasingly being nationalised. The
most poignant example of this is the oversight of the
formerly independent General Medical Council (GMC) and
Nursing and Midwifery Council (NMC) by a government
quango, the Council for Healthcare Regulatory Excellence
(CHRE); and the increased role of government in the
training of junior doctors. The latter, in particular, has
revealed the limits of central control. Modernising Medical
(a) The Inverse Care Law was first articulated in 1971 in the medical
journal The Lancet by Dr Julian Tudor Hart. It states that that ‘the
availability of good medical care tends to vary inversely with the
need for it in the population served’.
(b) ICOs form part of the recommendations of Lord Darzi’s Next Stage
Review of the NHS (2008) and are seen as a means of achieving
improved co‐ordination of care, delivering better services between
secondary, primary and social care, and providing improved
overall care for patients more economically. The methods used are
likely to vary widely, according to the makeup and needs of local
health economies. They include partnerships, new systems and
care pathways that span primary, community, secondary and
social care.
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Careers (MMC) had a worthy aim: to reform postgraduate
medical education and training to speed up the production
of competent specialists. But wrapped in unclear policy
objectives, hampered by a lack of clarity around doctors’
roles and conducted through another quango, the
Postgraduate Medical and Education Training Board
(PMETB), it was—not to put too fine a point on it—a
disaster. Represented in the public mind by the fiasco over
the application system, MTAS, the whole episode left
thousands of junior doctors without posts and was described
by the Royal College of Physicians as ‘the worst episode in
the history of medical training in the UK in living
memory’. 7( c )
Capital
Capital expenditure, with the exception of that by
foundation trusts, is tightly constrained by the DH and, in
turn, HM Treasury, which sets delegated limits to capital
investment across the NHS. Capital plans developed by
PCTs and NHS trusts must be agreed with their SHAs, and
then by the DH in order to fall within the Department’s
capital spending limit (for 2009/09 there is £500 million pot
to fund local PCT capital schemes). 8 Once agreed, PCTs and
NHS trusts are then under a statutory duty to meet their
defined capital resource thresholds.
Local freedom over capital expenditure is also curtailed
by the requirement of PCTs and NHS trusts to support
(c) In 2008 the recruitment process was handed from MMC back to the
13 deaneries, which subsequently adopted a series of smaller
online application systems. As of February 2009, over 18,000
applications had been successfully completed.
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capital investment decisions made outside their boards
(usually by the government or DH), that may or may not be
useful. The archetype of this is National Programme for IT
(NPfIT), which, as a central programme, has created
something of a monopoly on IT that has often crowded out
more appropriate local solutions. Seven years ago, for
example, Southend Hospital piloted a system that helped
ensure drugs were administered to the right patient at the
right time, in the right quantity, while also providing doctors
with immediate information (and warnings) on possible
contra‐indications associated with the prescription of
multiple drugs. It received a glowing independent review
from the Royal Pharmaceutical Society of Great Britain.
Despite pleas from doctors, nurses and pharmacists, the
government insisted NPfIT would have the answers and the
project was abandoned. 9
It is now unclear that NPfIT will ever deliver on its
promise. Already, the project is over‐budget and at least four
years behind, with expenditure predicted to reach a
minimum of £12.4 billion by 2013/14. 10 In the opinion of one
IT expert, ‘the fundamental dilemma facing NPfIT is that
one can (with difficulty) achieve any two of (a) high security,
(b) sophisticated functionality, and (c) great scale—but
achieving all three is currently, and may well remain,
beyond the state of the art’. 11 David Nicholson, the NHS
Chief Executive, recently conceded as much in evidence to
the House of Commons Health Committee: ‘if we don’t
make progress relatively soon’, he said, ‘we are really going
to have to think it through again’.( d ) 12
(d) Just recently, Andrew Way, the former chief executive of the Royal
Free Hospital, that piloted the electronic patient record in London,
said the installation had cost the trust £10 million and affected
patient services.
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The crux of the issue is that effectiveness of IT, as with all
capital expenditure, depends not just on ‘techie’ issues, but
on people having confidence in the new technology/
buildings/facilities and being able to use them properly. This
requires the engagement of healthcare professionals and a
sense of ownership, which is best achieved by there being
the flexibility for things to grow from the bottom up. In spite
of NPfIT, for example, Heart of England NHS Foundation
Trust, through allowing locally talented IT technicians to
work with various clinical enthusiasts and ‘splice together
their unique systems with the best of what is out there’, is
already reaching the point where some specialties can
manage without paper records. 13 Why not extend the
freedom to retain annual surpluses and invest without
delegated limits to all organisations?( e )
Rationing
Wherever collective responsibility is taken for health care
there will inevitably be rationing of services for the simple
economic reason that budgets are finite. However, because
the NHS is a single‐payer system that does not permit top‐
up payments for the most marginal treatments, there has
been pressure to centralise this function, hence the birth of
the National Institute for Health and Clinical Excellence

(e) Unfortunately, the recent financial turmoil has made it only too
clear where the buck stops. It has HM Treasury greedily eyeing the
surpluses that allow foundation trusts to pursue such schemes; the
November Pre‐Budget Report ‘identified’ £100 million per annum
that could be saved in the NHS by improving the use of the estate;
and the DH apparently intends to pressure PCTs to sell their
property in order to fill a £5 billion black hole in its capital
spending limit.

23

PUTTING PATIENTS LAST

(NICE). To be fair, this has brought many benefits. The
importance of evidence‐based medicine and the realities of
finite resources have been brought into the open, and NICE
has provided something of a solution to the ‘no‐win’
situation the government finds itself in when it comes to
‘postcode prescribing’.( f )
However, NICE has also created real difficulties for local
organisations, predominantly because it makes its recom‐
mendations in isolation from PCT budgets and at some
distance from day‐to‐day decision‐making. In particular,
NICE makes few allowances for the fact that any guidance it
issues mandating NHS organisations to prescribe X drug or Y
treatment will come at an opportunity cost for local
programmes. 14 These may have to be withdrawn and, by
proxy, an organisation’s ability to be flexible in response to
local need is restricted. The implications of this are put
starkly by Sophia Christie, Chief Executive of Birmingham
East and North PCT:
We are currently planning to invest £12m in a range of large service
developments which have been through a rigorous process of
needs assessment, targeting, piloting and testing before compre‐
hensive roll‐out. If we spend £4m on Lucentis [following NICE
guidance] it will be at the expense of the redesign and expansion of
end of life care; significant investment in rehabilitation in
partnership with the local authority; and making assertive
telephone management available to 11,000 more people struggling
with long‐term conditions. 15

Yet, if the PCT doesn’t conform to the guidance they will be
accused of preventing access to treatment. This is not an easy
choice to make.
(f) Postcode prescribing refers to a situation where a PCT in one part
of the country agrees to pay for a particular job, but others do not.
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The net result of such state control over factors of
production is too often organisational paralysis and silo‐
working (see commandment three). When control over
factors of production is centralised in the hands of a few at
the top of the chain, rather than in the many businesses that
make it up, the temptation to use it is immense; and so it has
proved in the NHS. Lip‐service is paid to local decision‐
making, but in reality this is only allowed if central
requirements have been met and the relevant forms have
been filled in (see commandments five and eight). The
Nuffield Trust think‐tank recently outlined eight major
functions of quality reform in the NHS over the past ten
years, from standard‐setting and monitoring to public
reporting, and provided at least 24 examples of discrete
reforms within this. 16 The proposals in Lord Darzi’s Next
Stage Review of the NHS, published in 2008, will only add to
this. At least 40 major changes are floated—from new
services to new directorships, frameworks and standards—
all under the false promise of no new targets or organi‐
sational change. 17
In any public health system there will inevitably be a role
for government in setting priorities and disseminating
guidance—creating National Service Frameworks (NSFs) to
focus attention on key disease areas such as coronary heart
disease, has, for example, yielded results—but the freedom
for local organisations and teams of clinicians to deliver
must forever remain. Without it, a dependency culture is
fostered that is hard to shift and the flexibility to respond to
the different needs of patients is lost. So—as we shall see
throughout this book—it has been in the NHS. 18
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Isolate Yourself
Interfaces of care are dangerous places for patients.
Mayur Lakhani and Maureen Baker

It is often assumed that the NHS, being a single‐payer health
system, is the ultimate integrated healthcare organisation.
However, one of the most frequent complaints of patients is
of being ‘lost in the system’. The search for seamless care, as
the Performance Director of the DH Richard Gleave put it,
remains something of a holy grail. 1
As ever, there are multiple reasons for this. Akin to all
health systems, the NHS suffers the consequences of battles
between powerful professional interests; between the
conflicting priorities of clinicians and managers;( a ) 2 and
between provider and purchaser organisations—most
frequently over the allocation of resources, or the use of
evidence‐based medicine and quality improvement
strategies. With responsibility for funding, provision and
resource allocation ultimately lying with the government,
NHS businesses also operate in a uniquely political
environment. The DH is often guilty of accusing doctors of
being (and assuming that they are) ‘vested producer
interests’ whenever plans do not work; and doctors are
unashamed of launching virulent attacks on government
policy.( b )

(a) The root of this conflict is different priorities: managers are
predominantly focused on population groups, efficiency and the
government agenda, and clinicians on treating individual patients.
(b) To give a flavour of this often juicy but largely unproductive
dispute, in 2007 the British Medical Association (BMA) went so far
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However, the biggest source of isolation and subsequent
breakdown in the continuity of patient care is the artificial
divide between primary and secondary care.( c ) The division
is largely historical and has existed since (and before) the
NHS was founded, but there is a sound case to be made that
recent reforms have made it worse. As Jennifer Dixon and
Sir Cyril Chantler have put it:
The incentives in the system are not appropriate, being mainly
designed to reduce waiting lists (i.e. to increase volumes of surgical
cases moving through hospitals), not to reduce avoidable
admissions—for example, through better management of medical
conditions in primary care. Hospitals are paid a fixed national price
for an admission based on diagnosis and are encouraged to admit
more patients and to expand services that create a surplus rather
than necessarily meet need or deliver the most cost‐effective
outcomes... The levers for PCTs to manage demand for hospital
care are weak, and support of, and engagement by, [GPs involved
in] practice‐based commissioning is low... hospital specialists do
not receive financial encouragement to work with general
as to accuse the government of ‘a woeful dereliction of duty
towards patients, towards the profession and towards the future’
(in a press release); and Alan Johnson, the Secretary of State for
Health chose to release the NHS Constitution on the premise of
‘ending the era of doctor knows best’. When Health Minister Ben
Bradshaw recently proclaimed (8 March 2009) to the Sunday
Telegraph that GPs ‘could be forced out of the NHS if they do not
adhere to rules which say they should offer their patients a choice
of where to go for hospital care’, the leader of the BMA, Dr Hamish
Meldrum, responded by accusing the government of ‘bullyboy
tactics and megaphone diplomacy’.

(c) A similar point could be made of the division between health care,
which is the responsibility of the NHS, and social care, which is the
responsibility of local government. However, for sake of space and
experience if nothing else, we have decided to focus on that
between primary and secondary care.
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practitioners and others, and consequently care is often not
integrated. 3

The crux of the issue is that the incentives facing primary
and secondary care organisations are more at odds with each
other than aligned, which, when it comes to optimum care
for patients, does not make for a happy place. The problems
experienced by patients when moving from one stage of care
to another across interfaces or between professionals are
numerous and well documented, astutely described by one
set of academics as ‘getting in’, ‘fitting in’, ‘knowing what’s
going on’, ‘continuity’ and ‘limbo’. 4 Patients must gain
access to care (obtaining appointments, being referred, going
through admission procedures in hospital and receiving
after‐care). This must then be consistent, coordinated and
appropriate to their needs. And patients must receive
understandable and accurate information about the care
they are receiving. Too often, however, the experience of
patients is of being left ‘in limbo’. Organisational barriers to
relational continuity (such as being able to book an
appointment to see your GP) and managerial continuity
(such as the coordination of care across primary and
secondary care) are significant; and communication, both
between sites of care and between those sites and patients, is
poor. 5 For patients with a number of complaints—
particularly those with multiple chronic conditions who
must access a greater number of points of care—such
barriers can get unmanageable. The experience of this
patient, with chronic obstructive pulmonary disease (COPD)
and renal failure, is not atypical:
P: ... they are still getting no results... [the consultant] wanted to
prescribe me these two types of tablets for the heart problem... But
because of the renal problems that I had he couldn’t prescribe me
one of the tablets until he got the results of the blood tests. So he
phoned up my GP surgery for the blood tests, they didn’t have it...
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Anyway, I had to wait then, they done [sic] blood tests on me at
[the hospital] that day but he had to wait then a week to get the
results of the blood tests back and then contact my GP for him to
prescribe me the other type of tablets he wanted me on... and I was
up then [at] the end of January for the renal clinic again and they
hadn’t got it again. 6

A particular bone of contention is informational dis‐
continuity following hospital discharge. According to
surveys by the NHS Alliance (a primary care group) over the
past three years, 70 per cent of GP practices experience late
discharge summaries ‘very often’ or ‘fairly often’;( d ) delays
which 90 per cent of GPs said compromised clinical care and
68 per cent said compromised patient safety. 7 A similar
statistic would be true for miscommunication between
healthcare organisations per se. 8
However, such isolation is not just a question of patient
safety; it is also one of quality and cost. One of the biggest
cost drivers in the NHS is emergency hospital admissions for
chronic conditions (such as asthma) and acute conditions
(such as ear, nose and throat infections) that are usually—
and typically optimally—managed in primary care. Both
have increased over the past five years in England, the rate
for acute conditions quite dramatically so from 371.57

(d) To take two examples, in Halifax last year the medical unit did a
catch up on discharge summaries, after which one of the authors
(PD) received a communication in November 2008 about
significant acute medical events that happened five months earlier.
Earlier in the year, several sacks of clinical mail—with details of
patients, their results, their operations, their medical conditions
and their follow up appointments—were lost in the post room
cupboard in Leeds General Infirmary, yet GPs did not start to
wonder why they had not heard anything until 4‐8 weeks later.
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admissions per 100,000 persons in 2002/03 to 423.40 in
2006/07. 9
Figure 3
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While the reasons for this are unclear, it does suggest that
the disjuncture between primary and secondary care is—at
the very least—not improving, which is likely to have knock‐
on effects on quality. There is increasing recognition that
greater integration—defined by the World Health Organ‐
isation (WHO) as ‘bringing together inputs, delivery,
management and organisation of services relating to diag‐
nosis, treatment, care, rehabilitation and health promotion’ 10
—breeds excellence. Evidence suggests patients garner
greater benefit, and are more satisfied, when referrals are co‐
ordinated and managed well. 11 Within the NHS, research by
Sheffield University has identified the benefits of urgent care
networks; and examples such as Bolton PCT’s managed
diabetes network, Epsom Downs Integrated Care Services
(EDICS) and the Central Middlesex Hospital’s approach (see
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below) show the advantages of the integrated management
of people with chronic disease across primary/secondary
care. 12 The most comprehensive evidence, however, comes
from the USA. Large integrated health organisations—such
as Kaiser Permanente, the Veterans Health Administration
(VHA) and the Mayo Clinic—and other more medium‐sized
organisations—such as Geisinger in Pennsylvania and
Health Partners in Minnesota—are gaining significant inter‐
national attention. 13 Through integrating governance, risk
management, frontline services and information technology,
such organisations have been able to develop a single
culture spanning primary, secondary and community
services that is dedicated to high quality, cost‐effective
care. 14 Despite controversies over the comparability of data,
it is increasingly acknowledged that the outcomes they
achieve—clinical, patient‐centred and efficiency related—are
superior to the NHS. Though vigorously disputed in some
quarters, one study estimated that age‐adjusted rates of
acute hospital service use in Kaiser Permanente were one
third less than in the NHS. 15
The most important characteristic of such integrated
healthcare organisations, however, is their ability to see
things from the patient’s perspective and develop services
accordingly. A patient’s experience of health care is
continuous, it does not stop and start every time they cross
between interfaces of care or see a different physician. Some
NHS organisations are attempting to change to such a
philosophy. The Healthcare Commission recently compli‐
mented a number of PCTs that had well‐established
networks of community groups—particularly for those with
specific diseases such as diabetes and cancer—to feed
people’s views into commissioning boards. The Royal
College of Physicians and the Royal College of General
Practitioners also uncovered over 300 instances of new
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models of working in the community involving specialists
and generalists, from respiratory medicine to co‐located
urgent care for children. 16 And there are cases, such as the
Central Middlesex Hospital’s attempts to merge primary
and secondary care for patients with chronic diseases, which
serve as a pointer to more comprehensive solutions. 17
Yet these are exceptions rather than the rule. Few
businesses in the NHS routinely take account of people’s
views when planning and improving services, and one of
the most common complaints of patients is the difficulty of
trying to make their views heard. 18 Even where patient
views are sought and clear aims are expressed, the barriers
to change are significant. Central Middlesex, for example,
found it very difficult to break down organisational, cultural
and professional barriers to integrating primary and
secondary services, not least dealing with income loss from
reducing avoidable admissions. 19 Either for reasons of
‘comfort’ or misplaced initiatives, it is far easier for NHS
businesses to isolate themselves and continue to work in
their respective silos. High quality health care may be
provided in one ‘part’ of the chain, but disjoints between
them are likely to result in mistakes when the pathway is
taken as a whole. As one patient said, ‘you feel a bit like an
accessory... you’ve got this great big medical system and
you’re really not part of it, the system rolls on whether
you’re there or not’. 20
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Assume Infallibility
What should they know of England, who only England know?
Rudyard Kipling

When researching his history of The King’s Fund, the
distinguished historian Frank Prochaska discovered that in
the 1930s British voluntary hospitals were widely accepted
as ‘the best in the world’. 1 That phrase, or its variant, ‘envy
of the world’, has lingered on from the pre‐NHS era—often
regardless of the evidence. Upon its 60th anniversary in
2008, the Prime Minster described the NHS as the ‘pride of
Britain’, 2 and Ann Keen, a health minister, reported to the
House of Commons: ‘it continues to be the envy of the
world’. 3 In a recent ICM poll of the public for the BBC, 51
per cent of respondents apparently agreed with her. 4
The problem with such claims is that relatively few
people—clinicians, managers or patients—in England know
much about standards of treatment, access to health care and
funding systems used in the rest of the world. When
politicians argue in favour of the NHS they often (rightly)
draw unfavourable comparisons with the US system, but in
doing so give the false impression that this is the only
international alternative. Health outcomes are notoriously
difficult to measure, and their causes are complex, but when
data on UK performance is compared with other models of
universal health care across continental Europe, describing
the NHS as ‘the envy of the world’ reveals a good deal about
British parochialism.
(i)

Although above‐average improvement was registered
between 1997/98 and 2002/03, analysis by Ellen Nolte
and Martin McKee at the London School of Hygiene
and Tropical Medicine puts the UK 16th out of 19
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industrialised countries in terms of amenable
mortality (a vital measure of health system perfor‐
mance that tries to remove external influences on
health by accounting for deaths from certain causes
before age 75 that are potentially preventable with
timely and effective health care). One‐hundred‐and‐
three deaths per 100,000 of the population were
considered preventable in the UK, compared with just
65 in the best performing country, France. 5
Figure 4
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(ii)

The NHS remains at the foot of European league
tables in terms of five‐year survival rates from one of
the biggest killers, cancer, much closer to the
performance of Poland and the Czech Republic than
those with the best outcomes, the Nordic countries. 6
What’s more, despite the introduction of the NHS
Cancer Plan in 2000, there have been only small
improvements in one‐year survival for many cancers, 7
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while domestic improvements in amenable mortality
for cancer actually fell year‐on‐year between 2000/01
and 2004/05. 8
(iii)

A number of international multicentre trials looking at
stroke care in Western European countries have found
the worst outcomes in the UK, even when adjusting
for case mix and use of healthcare resources. 9 In one
study the difference in the proportion of patients dead
or dependent between the UK and the other eight
countries was between 150 and 300 events per 1,000
patients. 10

(iv)

Life expectancy and social equity are comparatively
low and infant mortality comparatively high in the
UK compared with other developed countries. 11
(Table 1, p. 39.)

(v)

According to surveys of patients in 30 European
countries by the Brussels‐based Health Consumer
Powerhouse, the NHS is also some way behind the
best performers on more patient‐focused measures,
such as patient rights and information, e‐health,
waiting time for treatment, the range and reach of
services, and access to pharmaceuticals. In 2008 the
UK was positioned 13th overall with 650 points,
compared with France, the top‐scoring country, which
achieved a score of 839. 12
Domestically, surveys by the Picker Institute have
shown that while NHS care has improved significantly
in some important respects (particularly waiting
times), the service as a whole is still far from patient‐
centred, with the most significant problem being the
failure of clinical staff to provide active support for
patient engagement. 13
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Inevitably, analysis of the reasons behind these discrep‐
ancies is difficult; data comparability, differences in climate
and lifestyle, culture, historic health spending and mere
accidents of history all come into play. 14 However, some of
the difference may well be explained by the fact that few
other countries have health systems that are so centralised,
monopolistic and subject to politicised management as the
NHS. 15 Many of the best performers in Europe—while
equally committed to universal provision and social
solidarity—do not fund health care through taxation, but
through social insurance. In such systems there is a much
closer link between health spending and outcomes, because
premiums are paid to insurers rather than the government,
and patients typically have a far greater choice of provider.
As a result, both insurers (the equivalent of PCTs in
England) and providers have a strong incentive to value
patients—if they don’t they will lose custom. 16 Typically,
this also affords a greater respect for professional autonomy
because it is less compromised by government
interference. 17 The idea of a hospital chief executive, despite
now in effect running a business, being forced to resign as a
result of a hard line towed by government or SHAs on
targets is comparatively alien to the social insurance
model.( a )( b )
(a) In February 2009, for example, two chief executives of London
hospital trusts resigned amidst pressure from NHS London on key
targets, prompting the chair of UCLH Foundation Trust to declare
‘there’s a Stalinist culture that isn’t helpful’.
(b) For other high‐performing systems that do fund health care
through taxation, such as Sweden and Denmark, responsibility for
provision is typically devolved to local government and councils
with central government departments having more of a
supervisory role.
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In the NHS, however, the situation is very different. The
favourite catchphrase of the NHS chief executive David
Nicholson is for NHS boards to ‘look outwards to their local
communities, not upwards to Whitehall’, but this is
essentially empty rhetoric while the accountability of PCTs
and NHS trusts (that aren’t foundation trusts) continues to
run upward through SHAs to the DH. The prevalent culture
is one of ‘central credit, local blame’. The centre is happy to
take the credit for the NHS’s achievements, 18 but when the
uptake of patient choice is low, when those in the service are
aghast at government plans, or when PCTs are struggling to
meet the competencies laid out by the DH, it tends to be the
clinician’s or manager’s fault. 19 As Norman Lamb MP, the
Liberal Democrat health spokesperson, has noted: ‘95 per
cent of taxes are raised centrally [in the UK], compared with
the EU average of 60 per cent. Power [tends to] reside where
money is raised.’ 20
The NHS’s aims have always been laudable, and remain
so today; a lack of money should never prevent anyone
suffering the misfortune of ill health from getting quality
treatment. But, we should not assume the infallibility of the
current system. In doing so, we risk sleepwalking into a
world of misnomers and a false rationale for pursuing
endless superficial reform at the cost of change—both
systemic and patient‐level—that could be truly beneficial.
NHS organisations are now expected to act like businesses
and focus on tailoring services to patients, but frequently
find themselves operating in a system that, when it comes
down to it, does not really want them to. Progress has been
made over the past ten years, but—as we shall see in the
next commandment—it has been achieved largely through
bullying, incremental change and increasing capacity, rather
than by genuinely embracing new ways of working and
37

PUTTING PATIENTS LAST

focusing on developing cultures that support continuous
quality improvement. 21
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Commandment Five:
Play Game Close to Foul Line
When a measure becomes a target, it ceases to be a measure.
Goodhart’s Law

Despite improvements in technology and new fads in
management, all business ultimately boils down to matters
of trust—that customers trust the product or service will do
what it promises, that investors trust management to be
competent and that employees trust management to live up
to its obligations. 1 Once any of these links is compromised,
so is the business: think Enron, Northern Rock... the entire
banking system.
In health care this is even more important. Good
medicine is premised on values as much as technical
expertise: on kindness, caring, effective clinical knowledge,
good communication, honesty, and above all on trust. 2
Clinicians hold trust as currency; their whole existence is
predicated on trusting what patients tell them, and on
patients trusting what clinicians say and do. Without it,
symptoms will be missed, diagnoses not made and
treatment plans not followed through; the doctor/patient
relationship is nothing, and medical care cannot function.
Yet across the NHS that trust is in a parlous state: as the case
of Mid Staffordshire NHS Foundation Trust has proved, a
hospital can be ticking all the boxes, be rated ‘good’ on
quality of care, yet still utterly fail patients.
One of the underlying causes is that NHS organisations—
despite being set up as businesses—have been forced to play
the game far too close to the foul line. Endless streams of
regulation, targets and standards have been preferred by
policymakers as the postmodern alternative to moral
probity. At the peak following the publication of the NHS
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Plan in 2000, managers reckoned they had to meet 300‐plus
targets, 3 causing even the former Secretary of State for
Health Frank Dobson to remark that ‘if everything is to be a
priority, nothing will be a priority’. 4 The number of headline
targets has subsequently been reduced, but the demands of
policy documents, operating frameworks and regulatory
bodies have acted as sufficient counter‐balance. The Health‐
care Commission’s Annual Health Check last year alone
assessed hospital trusts against 44 standards, 33 existing
national targets and 36 new national targets; as well as their
use of resources. 5 In primary care, general practice is
examined against the 135 indicators relating to clinical and
organisational quality that make up the Quality and
Outcomes Framework (QOF). 6 This is a dangerous place to
be heading. ‘Trust’, as the philosopher Onora O’Neill has
shrewdly observed, ‘seems to have receded as transparency
has advanced.’ 7
Of course, there is evidence that targets and performance
management by the centre have induced change. Biomedical
quality on indicators included in the QOF has improved
since its introduction; 8 waiting times have fallen for
inpatients, outpatients, in A&E, and across the referral‐to‐
treatment (RTT) pathway; 9 increases in staff numbers and
facilities have followed targeted trajectories; 10 and rates of
MRSA and C. difficile are falling. 11 We have never had it so
good. However, as the Royal Statistical Society warned in
2004:
It is usually inept to set an extreme‐value target, such as ‘no patient
shall wait in accident and emergency for more than four hours’,
because as soon as one patient waits in A&E for more than four
hours, the target is foregone and thereafter irrelevant. Typically,
avoiding extremes consumes disproportionate resources. 12

The worst example of this is the 18‐week referral‐to‐
treatment target. When it was set, the government admitted
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neither they, nor anyone else, had any idea how ambitious it
was, how attainable it was, nor how much it would cost,
because at the time the NHS had never collected the relevant
data. 13
Targets, to adopt Keough’s terminology, encourage
organisations to play far too close to the foul line. They
create a ‘must‐win’ scenario that, focusing on only one part
of the process rather than the whole, is unlikely to yield high
quality care for the individual patient. 14 Visible data will
confirm the target has been met, and will be taken as
evidence of good performance, but blind spots are numerous
and the true impact is concealed. Anything outside the
metric is neither seen nor registered.
In A&E, official statistics show nearly 98 per cent of
patients turned around in under the four‐hour target, 15 but
academics have used queuing theory—a mathematical
analysis of waiting time statistics—to show this can only
have been achieved by ‘the employment of dubious manage‐
ment tactics’. 16 Well documented examples, confirmed in
surveys by the British Medical Association (BMA), 17 include
moving patients to ‘clinical decision units’ (the four‐hour
clock stops, even though proper assessment has not been
carried out); making patients wait in ambulances (the four‐
hour clock only starts when the A&E threshold is crossed);
admitting patients unnecessarily; discharging people too
early and miscoding data. 18 In electives, after inpatient and
outpatient waiting time targets were introduced, median
waits increased, waiting time was shifted to diagnostics 19
and bed occupancy rose to levels associated with excessive
risk of infection. 20 In general practice, after targets were set
for offering patients a GP appointment within 48 hours, up
to 30 per cent of patients found they were no longer able to
book an appointment more than three days in advance. 21
While the QOF targeted biomedical indicators in the
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treatment of particular diseases, quality of care for those
with complex co‐morbidities and conditions not included in
the framework has shown comparatively little improve‐
ment. 22 Last, but not least, the eight‐minute response time
target for ambulance crews has been widely criticised for
holding back service improvement, such as referring and
treating more patients out of hospital. 23
The most pernicious outcome of all of this has been the
ill‐effect on the ability of health professionals and businesses
to develop a self‐improving culture that truly puts patients
at centre‐stage. In becoming the only thing that matters,
what is being measured is actually becoming meaningless.( a )
Instead of fostering the ability to learn, pressure to score
short‐term goals has left measurement associated with spin,
selection and punishment. 24 Attention has been focused on
hitting targets, rather than the feelings, emotions and actual
journey an individual patient experiences. 25 Quality, in
essence, is determined against crude indicators, not the
expectations and experience of those using the service. While
performance measures—as we shall see in the next
commandment—have their place, they must be appro‐
priately formulated and both locally and clinically owned.
To revisit the example of A&E, why, for example, is no‐one
asking why patients are there in the first place; whether they
are actually on the road to recovery; whether the rapid
transfer from A&E has actually just left patients waiting

(a) This is the essence of Goodhart’s Law: that once a social or
economic indicator or other surrogate measure is made a target for
the purpose of conducting social or economic policy then it will
lose the information content that would qualify it to play such a
role.
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elsewhere (and for longer); and whether their experience has
been a good one? 26
The biggest challenge now facing fledgling businesses in
the NHS is cultural change. They must move away from
playing close to the foul line and refocus on patients and the
values they hold so dear, on renewing trust and on reviving
what, in essence, is the first purpose of clinical medicine: to
relieve human suffering. 27 This will not be easy and will take
time. Years of focusing on central initiatives is not an easy
habit to break; practice has either become so ingrained it’s
difficult to see things differently, or staff acquiesce because
they’ve tried so many times to change the system and got
nowhere. But there should be no choice: if the old model of
command‐and‐control has failed, managers and healthcare
professionals must grasp what opportunities exist and seek
to deliver. As Jack Welch, former CEO of General Electric—
possibly the world’s most successful corporation—said: ‘the
people closest to the work know the work best’.
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Don’t Take Time to Think
A man who does not think for himself does not think at all.
Oscar Wilde

The German philosopher Johann von Goethe once said: ‘the
hardest thing to see is what is in front of your eyes’. Any
clinician, manager or chief executive involved in attempting
to drive improvement in health care will tell you that no
matter how well‐hatched a plan is, the hazards and
uncertainties lying in wait will be significant, inescapable
and can only be tackled with an open mind. Quality is not
explained by lists of factors and processes, but by the
complex interactions between them; it is not just a question
of putting the right structures and processes in place and
sitting back and watching improvement unfold. 1 Nor can
top‐down change led by distant organisations such as the
DH ever be truly effective. People work in organisations;
and it’s impossible to ignore organisational, human and
cultural dimensions to change. 2 As the President of the
Institute for Healthcare Improvement Donald Berwick has
written: ‘nothing about effective action is “installable”
without constant, recursive adjustments to ever‐changing
local context’. 3 In the context of the NHS, then, effective
change is best led by local businesses, that must embody
leadership, but also nous, intelligence, hard work, vision,
and above all thought.
At the macro‐level, however, the NHS has tended to
work against this. The NHS’s history has been less of well‐
coordinated approaches that take into account the com‐
plexities of change, more a tale of recurrent problems, trial
and error, and hastily cobbled‐together solutions. 4 Why, one
might ask? At root there are two key problems. First, the
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politicised and heavily centralised nature of the service. As
commandments one and five revealed, the desire to be seen
to ‘do something’ tends to create a penchant for quick‐wins
that is frequently detrimental to service delivery. But second
(and some would say as a consequence of this), because the
NHS has never worked to a clear definition of ‘health’,
businesses operating in the NHS have an incoherent idea of
what they are supposed to achieve. 5 Is the goal to keep
people healthy; to reduce ‘health inequalities’;( a ) to help
solve societal problems that transgress government policy;
or simply to help get people better when they are sick?( b )
The substitute for this lack of clarity has been a plethora of
incoherent initiatives and policy reviews. Too often the DH
and others (including academia and think tanks) bring
together papers recommending system reform that are
actually many different initiatives lashed together, without
adequate consideration as to whether or not the sum of such
efforts will make sense. Particularly common errors are to:
(a) This term in particular is bandied about with great show, but rarely
is it clear whether the speaker is talking about inequalities in
incidence of disease, access to treatment or outcomes from disease.
It is also unclear as to whether reducing ‘health inequalities’ should
be a legitimate driver of policy, as it seems to come into conflict
with the Hippocratic Oath of doctors that says, inter alia, that the
‘health of my patient will be my first consideration’.
(b) On this point we would say this. The NHS is an organisation that
primarily delivers medical and other remedial services; it is not an
organisation that can of itself deliver health either on an individual
basis or collectively to the nation, as this is mainly a product of
social, economic and political factors. As the epidemiologist
Richard Wilkinson has pointed out, any healthcare service stands
in relation to its patient population somewhat as a military field
hospital does to a battle; it patches up the casualties, but—with a
few notable exceptions—alone cannot stop them occurring.
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ignore the effects a policy may have on different parts of the
system; fail to consider the impact a policy will have on
people and organisational culture; announce new initiatives
before key details have been developed; and overload policy
instruments with too many objectives, for which they were
not designed. 6 In January 2008, for example, the Prime
Minister Gordon Brown announced screening for early signs
of heart disease, stroke and kidney disease without any idea
of how the programme could be implemented, or how much
it might cost. 7
The best example of recent times, however, is Lord
Darzi’s 2008 review of the NHS, High Quality Care for All. As
ever it offers an enticing vision, but as the respected health
policy analyst Donald Light commented:
Even though every proposed change has some merit, none is
critically analysed, and the relations between the changes are not
examined. There is no discussion of trade‐offs, possible harms,
wasted funds, knock‐on effects, or assessment as would occur in a
careful strategic plan. 8

This is particularly the case with regard to the quality
initiatives that are proposed. NICE is to have an expanded
role in setting and approving ‘more independent quality
standards’ (a prime example, alongside its new role in
assessing the QOF, of overloading a policy instrument that
has been relatively successful), but there is also to be a new
National Quality Board, new ‘Quality Observatories’ in each
SHA region and a national requirement for NHS (found‐
ation) trusts to publish ‘Quality Accounts’. All the while,
local clinical teams are to be encouraged ‘to develop a wider
range of useful local metrics’. It is hard to see how these
initiatives and organisations will avoid stepping on each
other’s toes (particularly given the stake the new Care
Quality Commission also has in the field—see command‐
ment eight). There is—as the House of Commons Health
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Committee emphasised—no proposed method for evalu‐
ating the effectiveness, or cost, of the proposals. 9
The dangers of such an approach to policymaking are
clear: while external influences on quality of care can be
overstated, a lack of analysis at the top will inevitably filter
down to confusion in frontline business. Everyone in NHS
organisations is ‘busy’ but few have time to stop, think and
ask if they are busy doing the right things—if anyone is sure
what the right things are. With each new policy initiative
requiring more resources to be diverted away from frontline
patient care, data production is fast becoming an end in itself
rather than a means to drive performance (see commandment
eight). Academic research has shown, for example, how wired
and controlling central policy has decreased the ability of
senior managers to display leadership, to think and to
positively affect the delivery of services; 10 and has left
governance at board level uncertain, without the focus, skills
and cohesion to deliver. 11 Although improvement is being
registered, in the latest assessment of use of resources by the
Audit Commission, just five per cent of NHS organisations
(excluding foundation trusts) were found to be performing
strongly (the highest level), with seven per cent failing to meet
minimum standards. 12
Ironically, policymaking and quality improvement
strategy could learn a lot from the rigours of the day‐to‐day
practice of medicine. Here, the notion ‘I know it will work’ or
‘my patient knows it works’ does not suffice; the drive must
always be towards an evidence‐base that stands the tests of
science (akin to the ‘science’ or discipline of quality
improvement, if you like). Yet at the same time there must
always be flexibility: every patient will present with slightly
different symptoms, which means effective interpersonal
communication, a doctor’s experience and his or her ability to
apply sound research findings to each patient is vital (the
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cultural and emotional side of quality improvement in our
metaphor).
In other words, policymaking and quality improvement
should have an evidence‐base and leave ample space for
people and organisations to develop knowledge. The source
of innovation institutionalised by the Cochrane Collaboration,
for example, is not just a powerful critique of complacent and
uncritical forms of diagnosis and treatment, but also the
delivery and organisation of health care. 13 If you do not
measure progress, how will you know that change has
brought about improvement and, if there has been improve‐
ment, what caused it? As a recent paper by the NHS
Confederation argued, ‘the power of managerial or system
innovation to improve or hold back health care is very
considerable’. Terry Young, a professor at Brunel University,
goes so far as to say that the use of industrial techniques (such
as lean, Plan‐Do‐Study‐Act cycle, statistical process control,
six sigma, theory of constraints and mass customisation) and
predictive modelling could alone deliver 50‐100 per cent more
on the same NHS budget. 14
This is not unrealistic. The use of lean,( c ) 15 for example,
helped Flinders Medical Centre in Australia do 15 to 20 per
cent more work after two‐and‐a‐half years, with fewer safety
(c) ‘Systems’ or ‘lean’ thinking was pioneered by Taiichi Ohno and
saw Toyota become the world‐leader in manufacturing. As well as
being premised on value to the customer and local leadership lean
entails a large amount of attention paid to discussion, analysis and
careful testing. Its business culture is one devoted to identifying
problems, thinking them through and tackling them before
proceeding further. It allows local leaders to evaluate what needs
to be done and, at its heart, aims to improve flow and eliminate
waste across a system by getting the right things to the right place,
at the right time, in the right quantities.
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incidents, on the same budget, using the same infrastructure,
staff and technology. More recently, the same strategy helped
Bolton NHS Trust, using less space and fewer resources, to
reduce its average turnaround time in pathology from over 24
hours to between two and three. 16 The recent clinical trial
involving the use of a short checklist before surgery that—
despite the initial scepticism of as many as 50 per cent of the
surgeons taking part—led to a remarkable fall in death rates
(from 1.5 per cent before its introduction to 0.8 per cent after)
and complications (11.0 per cent to 7.0 per cent) was built on
pit‐stop technology and airline safety initiatives. 17 And, most
comprehensively, ‘extending the principles of evidence‐based
medicine to the administrative arena’, considering value in
terms of the relationship between inputs and outputs, and
emphasising clinical leadership, helped transform the
Veterans Health Administration (VHA) in the USA over a ten‐
year period from a low‐ to high‐performing system. Signif‐
icantly improved outcomes were registered across value
domains, with costs simultaneously reduced by more than 25
per cent. 18
Of course, due care and attention should forever be taken
in applying such strategies to health care. Each patient
presenting may well be unique, needs are sometimes hard to
identify and it is not always clear that one approach is better
than another. 19 How quality improvement is implemented is
just—if not more important—than the strategy itself: there
are many paths up the mountain even if some may be more
trodden than others. 20 The cases cited above are just a few
examples of what can be achieved given the right environ‐
ment. What is vital, however, is to recognise the importance
that all attached to evidence, thinking and local initiative.
The current hyperactive approach of government to health
care does little to support this. ‘How’ as the brilliantly
named David Mechanic put it, ‘should hamsters run?’ 21
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Put Faith in Consultants
Ninety per cent of consultants give the other ten per cent a bad
reputation.
Henry A. Kissinger

In 1926 James Oscar McKinsey, a professor at the University
of Chicago, set up one of the first management consul‐
tancies, McKinsey & Co., which now stands as one of the
biggest and most successful in the world. In doing so, he
pioneered a more holistic approach to business, incor‐
porating financial fundamentals but also production and
marketing. In 1935, however, McKinsey was persuaded to
leave his fledgling business to become chief executive of
Marshall Field & Co., a large US company. Two years later
he tragically died but, reflecting on his experiences on his
deathbed, he admitted one thing in particular: that
consulting was much easier than actually delivering. 1
This encapsulates the difficulty in using management
consultants, especially when it comes to health care with its
powerful mix of science and judgement. Many will have
considerable expertise in their field—particularly in the
various aspects of quality improvement referred to in
commandment six—and may have a lot to offer. To cite a
concrete example, ten clients of the healthcare intelligence
provider CHKS moved from ‘fair’ to ‘excellent’ in the
Healthcare Commission’s Annual Health Check for 2008;
with one moving from ‘weak’ to ‘excellent’. 2 However,
management consultants in general are unlikely to be
around organisations for long and, crucially, are unlikely to
be the ones actually leading change in organisations. The
problem here is that while management consultants may be
useful in providing impulses for change (and offering
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guidance along the way), high quality health care cannot be
bought off the shelf; ultimately it can only be driven by
‘players’ within an organisation. Successful, and sustained,
improvement depends less on external stimuli and more on
developing an internal culture of learning and service. 3
For a number of years, however, businesses in the NHS
(admittedly often at the behest of the DH, or to conform to
central requirements) have often preferred to employ
management consultants to gather and analyse information,
and to posit reforms and change, rather than do what
Keough termed ‘watching the bull’ themselves. No‐one
quite knows how much the NHS as a whole spends on
management consultants because the information is not
collected centrally. However, estimates in 2006 ranged from
£325 million 4 to over one per cent of the NHS’s budget at £1
billion (the latter was not disputed by the DH). 5 Accountancy
Age magazine now lists the NHS as the fourth biggest
consultancy market in the UK; 6 and, with new opportunities
arising through Lord Darzi’s review of the NHS and the
Framework for Procuring External Support for Com‐
missioners (FESC), it is also something of a growth industry.
Yet to our knowledge no large‐scale analysis has been
carried out on value for money. Problems in major projects
such as NPfIT (see commandment two) could have provided
the impetus to do so, but did not, 7 and the evidence‐base for
their use is essentially unproven.
Perhaps the most high‐profile use of management con‐
sultants in recent years came with their deployment into
NHS organisations during the 2005/06 deficits crisis.
Following an assessment by KPMG (ordered by the DH),
private sector turnaround directors were appointed to each
of the SHA regions in England, and dedicated ‘turnaround
teams’ were sent by the DH into 18 NHS organisations (eight
PCTs and ten NHS trusts) deemed to have the most severe
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financial problems.( a ) 8 Of this episode, which cost an
estimated £22.1 million to the taxpayer, 9 the House of
Commons Health Committee reported:
We received mixed evidence regarding the effectiveness of
turnaround teams. The teams themselves and the Department
thought them value for money despite the high cost... [but] some
witnesses were somewhat disparaging about their effectiveness. 10

A proper assessment, however, was not carried out. The
subsequent turnaround in NHS finances is presented as
evidence of a positive effect, but the causal link is uncertain.
It is almost impossible to assess effectiveness in the eight
PCTs in receipt of turnaround teams, because all bar two
have subsequently been involved in mergers. However, of
the nine NHS trusts (excluding Hammersmith Hospital NHS
Trusts, which has become part of Imperial Healthcare NHS
Trust) three—Mid Yorkshire NHS Trust, Surrey and Sussex
Healthcare NHS Trust and the Royal West Sussex NHS
Trust—remained blacklisted as ‘financially challenged’ in
the financial year 2007/08; 11 and none were rated better than
‘fair’ for use of resources by the Audit Commission. 12 One,
Surrey and Sussex Healthcare NHS Trust—that has invested
particularly heavily in management consultants—failed to
meet seven out of 12 core standards relating to governance. 13
The latest large‐scale initiative is to bring management
consultants into the commissioning process through the use
of FESC. PCTs now have a list of 14 approved private sector
organisations that they can use either to learn from or
outsource elements of commissioning, such as assessment
(a) Subsequent reports, however, asserted that as many as a quarter, or
143, trusts actually received help from private sector turnaround
teams before deficits were turned around. Triggle, N., ‘Debt
squads hit 25 per cent of trusts’, BBC News, 13 November 2006.
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and planning, contracting and procurement, settlement and
review, performance management and patient/public
engagement. 14 Yet there is little evidence that these outside
organisations have a significantly better understanding of
commissioning. In a Health Service Journal survey of 93 chief
executives, commissioning directors, finance directors and
others from a total of 74 PCTs, four in five thought there
were ways other than FESC to help the commissioning
process at PCT level, and nearly half thought that the
framework would prove to be only ‘a little’ successful within
their organisation. 15 Many, in particular, consider it to be
overly bureaucratic and prescriptive. The first PCT to adopt
FESC, Hillingdon, recently reported ‘early indications are
that it will not deliver projected savings’, with the chair of its
Audit Committee, Nigel Foxwell, saying: ‘... at this time [I
cannot] see how these projects [will] result in value for
money on performance to date’. 16 Despite this, the FESC
programme was rolled out by the DH without the expected
value for money analysis which, in the words of one FESC
provider, was supposed to ‘make sure it wasn’t just a
bonanza for the private sector’. 17 To be cynical, one can
imagine difficulties in PCTs commissioning the private
sector to commission for them if they aren’t very good at
commissioning themselves. Will programmes such as FESC
succeed in building commissioning capacity and capability
within PCTs; or will expenditure on FESC itself be seen as
just another annual outlay?
The point is not that management consultants offer no
value but that the circumstances around, and reasons for,
their use should be carefully evaluated. In times of difficulty,
if management consultants are hired it should be to
complement, rather than substitute for, the more difficult
but ultimately rewarding option of taking a long, hard look
at one’s organisation. The type of consultancy being used
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also matters. Those that talk the talk but ultimately only
draw up endless master plans are much less likely to be
effective than those that ‘walk the territory’, hear of
important problems first hand and engage staff à la Gerry
Robinson. It is only in such ways that learning will be
retained and (hopefully) promulgated as part of healthcare
delivery. As Jenny Simpson, chief executive of the British
Association of Medical Managers (BAMM), has said: ‘you
can only change people’s behaviour by making people want
to do something. You have to be able to articulate a vision
that presses an emotional button inside a person.’ 18 For the
management consultant, how to change culture permanently
and ensure colleagues do not regress into the ‘old comfort
zone’ remains the unanswerable question. 19
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Commandment Eight:
Love Your Bureaucracy
Bureaucracy is the art of making the possible impossible.
Javier Pascual Salcedo

Almost since the NHS’s inception, cutting bureaucracy has
been a theme of central government—and, of course, the
opposition parties—yet no government has been particularly
successful. New Labour’s first significant act in power, the
creation of Primary Care Groups to purchase health care,
was justified at least partly on the basis of saving £1 billion
in bureaucracy over five years. 1 Yet, wind on to 2004 and the
Gershon Review found the DH could still oversee as much
as £6.5 billion in ‘efficiency savings’ (more than any other
government department); 2 John Reid, the then Secretary of
State for Health, was announcing a bonfire of arms‐length
bodies to save some £500 million in bureaucracy; 3 and the
internal market was back with a vengeance following the
perceived failure of the initial reform programme. 4 Moving
forward to 2008, the same theme emerged in Lord Darzi’s
report, which stated clearly: ‘for those working in the NHS
there is a need to reduce unnecessary bureaucracy, freeing
up their time to care for patients’. 5 All the evidence suggests
the bureaucracy that businesses in the NHS must deal with
is as high, if not higher, than it has ever been.
The reasons for this are complex. Effective regulation,
systemic processes and data collection are essential in any
healthcare system. However, to be effective, it must be
locally‐owned and aligned to a purpose. Instead, much of
the bureaucracy in the NHS can be seen as the result of the
aforementioned trend towards the ‘audit society’ (see
commandment two) and—to put it bluntly—the desire of the
centre to maintain control. Here, the government has put
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itself in a quandary. With NHS organisations increasingly
shaped as businesses, but still operating in a single‐payer
system, there is neither direct control (as in line management
to the DH) nor genuine consumer sovereignty. Organ‐
isations are neither accountable through traditional means to
the state, nor directly to their customers (patients). In place
of this catch‐22, then, has come the rise of ‘independent’
regulators, either to ‘guarantee’ standards or as a new way
to ‘get things done’ and force change.
However, while the responsibility for problems is shifted,
the reality is that the reach and scope of government control
is often either retained or increased. It is the state (via the
NHS Appointments Commission) that typically appoints the
boards of regulators and sets the focus of regulation as a
whole. Most regulators are accountable to the government
and/or DH. 6 What’s more, with every re‐organisation and
policy review there tends to be a strengthening and/or
extension of the regulatory framework, in order to imple‐
ment, police and collect information on the recom‐
mendations, targets and initiatives deriving from them.( a )
(a) Roughly two thirds of the Healthcare Commission’s Annual Health
Check consists of looking at whether organisations have met
government targets. For an example of the bureaucracy and
regulation generated by policy reviews, we can take that carried
out by Lord Darzi in 2008. At least eight new bodies are either
created or confirmed as being created—the National Quality Board,
SHA Quality Observatories, Health Innovation and Education
Clusters, the NHS Leadership Council, the NHS Innovation
Council (interim report), Medical Education England, Centre of
Excellence and the Coalition for Better Health—alongside a whole
host of initiatives including expanding the remit of NICE; a
requirement on NHS (foundation) trusts to publish Quality
Accounts and use Clinical Dashboards; the development of
Commissioning for Quality and Innovation (CQUIN) and best
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With such complex arrangements, flexibility is curbed (see
commandment two) and, too often, the vital ingredient of
trust goes out the window.
The bureaucratic burden—defined as the recurring costs
of administrative activities that businesses are required to
conduct in order to comply with the information obligations
that are imposed through government or third‐party
regulation 7 —that NHS organisations now face is significant
and onerous. The NHS Confederation( b ) estimates that at
least 69 bodies, from the new Care Quality Commission
(CQC) to the Environment Agency, currently regulate,
inspect, audit or demand information from NHS
organisations—and this does not include core strategic NHS
bodies such as SHAs and the DH. 8 To give an indication of
the volume of work this generates, in 2004/05 the DH alone
was responsible for around 600 data collections in the
calendar year (some via SHAs), with the demands of others
taking the total close to 1,000. 9
This would be enough on its own, but the time taken
complying with such requirements is multiplied by the

practice tariffs; enhancing NHS Choices to include more
information on general practice; a commitment to personal care
plans; the piloting of personal budgets and Integrated Care
Organisations (ICOs); encouraging social enterprise; the
introduction of a Leadership for Quality Certificate, Clinical
Leadership Fellowships and a Clinical Management for Quality
Programme; a tariff‐based system for the training and education of
clinicians; a re‐invigoration of practice‐based commissioning; and a
reaffirmation of the extension of national regulation to cover
general practice and to relate registration to healthcare acquired
infections.
(b) The NHS Confederation is an independent membership body for
the full range of organisations that make up the NHS.
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uncoordinated nature of them. Regulators vary significantly
in their statutory authority, powers, scope of action and
approach. Some have general powers of enforcement (such as
the Health and Safety Executive); some have specific powers
relating to the NHS (such as the foundation trust regulator,
Monitor). Some are public bodies (such as the National Audit
Office, CQC and the Health Protection Agency); some are
special health authorities (such as the National Patient Safety
Agency and NICE); some are DH creations (such as the
Cancer Peer Review) and some are generated by the NHS
(such as the new National Quality Board). Most deal with a
single facet of organisations, such as health and safety,
medical education, professional standards et cetera, but some,
such as the CQC and NICE, have more overarching roles. 10
There is now even a body, the CHRE, that is charged with
‘ensuring consistency and good practice in healthcare
regulation’—a regulator regulating the regulators, if you
like. 11
The mosaic such arrangements create for frontline
organisations is, perhaps unsurprisingly, highly fragmented.
Despite the efforts of initiatives such as the Concordat,( c ) a
large proportion of data requests received by NHS
organisations are, in fact, for very similar information, just in
different and incompatible formats. Little account is taken of
the way in which data is collected, processed and recorded
within them, with the net result that significant amounts of
NHS resources are diverted to chasing information, re‐

(c) The Concordat is a voluntary agreement between organisations
that regulate, audit, inspect or review elements of health and health
care in England. It was launched in June 2004 by ten organisations,
led by the Healthcare Commission, with the aim of encouraging
regulators to work together to co‐ordinate their activities.
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formatting data and preparing for an inspection. Looking at
35 of the bodies that can inspect or ask questions of
healthcare providers, the NHS Confederation found that just
four of the 77 standards laid out in the core operating
document for NHS organisations Standards for Better Health
are not duplicated. For five of the standards, ten or more
bodies asked between 19 and 47 questions. 12 Such dupli‐
cation is, again, only multiplied when requests from other
NHS bodies, such as SHAs and PCTs in the case of NHS
trusts, are factored in.
Individual clinicians find themselves in no less onerous a
position. In 2004 a consultant surgeon, who is also an
academic, listed the bodies to which he had to report. They
included: eight national bodies, starting with the GMC; eight
hospital bodies, ranging from the Clinical Governance
Committee to the Pre‐Registration House Officer and Senior
House Officer Reviews for the Post‐Graduate Team; and six
university bodies, including the Annual University
Appraisal and the Research Governance Committee. 13 In
primary care, every GP must now complete the 135 or so
boxes required by the QOF, proving they have—or justifying
why they have not—followed the recommended course of
treatment for each patient with a chronic disease.
A further trick is for government to change the regulatory
climate just as regulators are getting used to working with
each other, and NHS organisations are getting used to, and
have calibrated their systems, to work with them. For
example the QOF, despite having been relatively effective in
its aim of raising biomedical quality, is now being brought
under the remit of NICE. 14( d ) Since being founded in
(d) We have chosen not to mention the QOF’s unintended conse‐
quences here, which have been significant (see commandment
five).
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November 1999, the Commission for Health Improvement
(CHI) became the Healthcare Commission in 2004, and is
now—along with the Commission for Social Care Inspection
(CSCI) and the Mental Health Act Commission—being
subsumed into a ‘super‐regulator’, the Care Quality Com‐
mission (CQC). The transition has already been uncom‐
fortable, with the handover rated as ‘red risk’ by the
Healthcare Commission in February 2009, 15 but further
problems are likely. With extended powers of enforcement
(including issuing financial penalty notices and suspending
the registration of an organisation), the CQC has defined its
mission as not just to set, monitor and enforce minimum
standards, but also to drive improvements in the quality of
care. It is, therefore, difficult to see how it will not clash with
other regulators, such as NICE, the National Quality Board
and Monitor, that also have a stake in this field. The
conclusions of the NHS Confederation in 2007 that ‘the
present regulatory processes are piecemeal, complex [and]
confused, being made up of many different bodies who [sic]
hold different statuses... and have different powers to
control behaviour’ are just as true today. 16
No‐one quite knows how much all this costs businesses
in the NHS in terms of time, resources and attention pulled
from patient care, but it is significant. To take a particular
example, it is estimated that the administration associated
with the QOF can alone take up to 20‐30 hours per week for
the average practice, including 2‐3 hours of clinical time.
While some of this is beneficial to patients—it tends to
encourage a more accurate and active monitoring of long‐
term conditions—much data collection is not. In one survey
conducted in 2003, managers of secondary care organ‐
isations considered that 58 per cent of information collected
could not be used for any internal purpose. 17
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There is little doubt that this has contributed to a
significant rise in non‐clinical costs. Over the past ten years,
the number of managers and senior managers in NHS
organisations has increased by 64.6 per cent, compared with
42.4 per cent for doctors and 25.3 per cent for nurses, until
the total number of managers, administrators and clerks
(207,778) now exceeds the number of beds (167,019). 18
Management costs—though falling as an overall proportion
of the NHS budget—rose from £1,728 million in 1997/8 to
£2,287 million in 2003/4. 19 And, in early 2009, the Conser‐
vative Party estimated that funding for the DH, its quangos
and regional authorities—none of whom deliver frontline
care—had reached more than £12 billion, a 103 per cent
increase since 2003. 20
Meetings and committees that draw up plans unlikely to
go anywhere, or severely over‐complicate those that should,
are commonplace. Clinicians, if they are not careful, can end
up spending more time sitting on these than treating
patients. The development of the National Service Frame‐
work (NSF) for Older People is one such example. Focused
on stroke, it effectively mirrored guidance already detailed
in a comprehensive document by the Royal College of
Physicians. Despite this, the NSF took two years to produce,
predominantly due to the number of recommendations the
minister would allow the working party to make; which
aspects should be thrown out (none); how the document
should be structured; and the continual change of
administrative personnel that held veto power, but were
ignorant of clinical matters. 21 Rules and routines too easily
become more important than the ends they were designed to
serve.
The NHS would do well to look at things the other way
around. Bureaucracy should never act as a barrier to
businesses and people serving patients better. While
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regulation is necessary, the focus should be on what makes
effective regulation, rather than simply upping the volume
and scope in the hope of ‘enforcing’ standards. Regulators
may well have good intentions, but how they go about their
business may actually have a negative impact on those
delivering care. For every expense incurred, every depart‐
ment created, every project taken on, a basic question should
be asked: will this help patients? If the answer is not a
ringing and positive ‘yes’, we would do well to ask why it is
there at all. 22
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Commandment Nine:
Send Mixed Messages
The single biggest problem in communication is the illusion that it has
taken place.
George Bernard Shaw

World‐class organisations, both within and outside the
health sector, base their strategy on a clear vision that unites
and guides employees towards providing the best service
possible. Employees know what the priorities are, know
where they stand, and are able to use this to work out what
to do in the situations they encounter.
In industry, Disney is the archetypal example of such an
approach. As of 2008 it maintained its position as number
one in Fortune Magazine’s ‘most admired entertainment
industry’ category, was ranked number three across all US
companies for people management, and remains one of the
top companies in the world in terms of customer satis‐
faction. 1 Key to Disney’s success is the clarity of its vision:
‘safety, courtesy, the show and efficiency’. All members of
Disney’s ‘cast’ from street sweepers to managers attend the
Disney University to grow into the organisation’s culture,
thereby creating a sense of value, pride and purpose (around
five per cent of the organisation’s revenue is spent on
training). 2 The words ‘it’s not my job’ are forbidden. Instead,
all staff are encouraged to ‘dream, believe, dare and do’.
Disney’s philosophy is based on a belief that the best ideas
are generated by those closest to the frontline, that each time
a frontline employee’s idea is used, a culture of creativity
and innovation is reinforced. 3
The same clarity of vision and sense of worth is vital in
health care, particularly in facilitating effective leadership
and teamwork. 4 One theme running throughout this book
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has been the importance of change and quality improvement
being ‘owned’ by those on the frontline. Equally important,
however, is that the same motives are held and expressed by
senior managers, clinicians and chief executives. Quality
(except in a very haphazard form) will seldom improve in a
business when the actions or words or those at the top do
not support it. 5 As Paul Bate and colleagues concluded from
their pioneering work tracking the improvement journeys of
nine leading hospitals in Europe and the USA:
Quality is often presented in the literature as a scientific method or
discipline, but it is as much a question of value orientation and
outlook.
We should perhaps be spending more time developing
professional and corporate commitment than directly trying to
improve quality: programmes or projects quickly run out of
energy; being professional is a lifelong vocation and the very fuel
of giving service. 6

A particularly interesting example of this in action is the
Griffin Hospital in Connecticut, USA, which, under the
management of its chief executive Patrick Charmel, achieved
notable results through actively applying ‘Disney‐like’
principles. In 1980, 30 per cent of the local community said
they would avoid the hospital at all costs; it was struggling
financially; and on every measure was the worst in the area.
Charmel then invoked a strategy based on employee pride
as a roadmap to patient satisfaction. Most important in this
was mandatory training to orientate staff to the hospital’s
vision—Quality and Service, Respect and Dignity, Collab‐
oration, Entrepreneurship and Innovation and Steward‐
ship 7 —and using simulations to place them in the
experience of being a patient. With a resolute focus on
patient care from the patient’s perspective, Griffin Hospital
started the walk along the ‘punishing terrain’ of
improvement. There were no mixed messages. In 2008, the
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hospital’s patient satisfaction rates were over 95 per cent
and, remarkably for a hospital, it is now ranked in the top
100 companies in the USA to work for. 8

The Luther Midelfort Compact
What can you expect from our group?
1.

A physician‐led organisation that manages with integrity,
honesty and open communication

2.

A commitment to recruit and retain superior physicians and
staff

3.

Provide support to physicians and departments as they strive
to accomplish organisational goals

4.

A commitment to make the changes needed to ensure future
success.

What can our group expect from you?
1.

A focus on decision‐making that serves the needs of our
patients and their families

2.

A commitment to treat all members of Luther Midelfort with
respect and embrace a team approach to achieving optimal
patient care

3.

A commitment to professional development including:

4.

a)

Current knowledge within an individual’s area of
expertise

b)

Use of objective measures of clinical outcome to improve
care given to our patients

A recognition that personal change will be needed to
accomplish organisational goals.

Source: Bate, P., Mendel, P. and Robert, G., (2008)

Other healthcare organisations have gone one step further
and sought to embed the organisation’s vision in staff
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contracts. The Luther‐Midelfort Mayo Clinic, which won the
Acclaim Award in 2005 (the American Medical Group
Association’s most prestigious award conferred to only one
recipient per year), has a physician compact that is used to
develop a high degree of organisational identity and
commitment among physicians to its goals, mission and
vision.
Among NHS organisations, there are similar examples of
such commitment. At Royal Devon and Exeter NHS
Foundation Trust, Bate and colleagues trace the story of high
quality care, highlighting: ‘the distinct importance of
organisational identity... the collective self‐definitions of an
organisation and the groups within it of “who we are”, the
collective role “we” play, the distinctive characteristics “we”
possess, and the image “we” wish to project’. 9 Feelings of
solidarity have acted as a powerful catalyst for collective
action and enabled the trust to embrace a more organic—as
opposed to a strict command‐and‐control—approach to
quality improvement. Organisational structure is flat and the
senior management team are accessible, open and willing to
‘walk the talk’. Quality is framed specifically in terms of
patient care: ‘My philosophy is let’s be clear about why
patients come to this organisation’, said its chief executive.
‘It’s because GPs believe we have clinicians who are good:
they don’t come because I, or the trust board, are here.’ 10
However, the same clarity of vision is not in evidence
across the NHS. Too often mixed messages prevail. While 79
per cent of the 290,000 NHS staff surveyed by the Healthcare
Commission in 2008 said they knew their responsibilities,
only 65 per cent said they had clear objectives. Only 55 per
cent said they knew how their role contributed to what their
trust was trying to achieve; just 47 per cent believed their trust
communicates clearly on these aims (21 per cent said they did
not); and just 39 per cent felt that they worked in well‐
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structured teams in which staff had clear objectives, worked
closely together to meet these objectives, and regularly
reviewed and reflected on performance. 11 Some of this reflects
internal problems, but the impact of the external environment
should not be underestimated. As the NHS Operating
Framework for 2009/10 acknowledges: ‘local initiative has all
too often been stifled in the past by heavy‐handed
bureaucracy or mixed and contradictory messages’. 12
The irony, however, is that one need look no further than
the same document for a microcosm of this. In its attempt to
draw together existing national priorities, the recom‐
mendations of Lord Darzi’s Next Stage Review, the world
class commissioning assurance regime and many other
disparate initiatives into a coherent framework, the
Operating Framework is full of double‐binds. The Frame‐
work insists that ‘improvements in quality cannot be driven
from Whitehall’, 13 yet in practice reads as a shopping list of
demands on SHAs, PCTs and provider organisations—from
the 21 existing targets (now labelled ‘commitments’) and five
national priorities (with their 64 associated ‘vital signs’) to
the development of Quality Accounts. Phrases such as
‘[PCTs] will want to’, ‘need to’ or ‘should seek to’ are the
words of choice. More specifically, the existing national
priorities and Lord Darzi’s reforms sit side by side, but are
not integrated in any real sense. The idea, for example, that
money spent on developing Quality Accounts, new data
systems and paying for for better outcomes through the
Commissioning for Quality and Innovation (CQUIN)
scheme—all reforms proposed by Lord Darzi—will mean
less money to spend on meeting national priorities or service
development is not tackled. 14
The danger of such incoherence, if not already evident, is
made abundantly clear by the Windmill simulations carried
out by the King’s Fund in 2007. ‘There is no way of working
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out where all the changes will lead’, complained PCTs,
hospital trusts, the independent sector and regulators, ‘there
is no “big picture”.‘ 15 On the one hand, organisations are
supposed to be businesses operating in a competitive market
and focused on customers; on the other central targets are set
and ministerial rhetoric still holds organisations responsible
for stability in the local health economy. What, for example,
are PCTs, that have the goals of world class commissioning
as their core business plan, to make of all the initiatives
listed above? 16 This, the King’s Fund concluded, ‘is making
managers and decision‐makers less certain about where to
make their long‐term investments and disinvestments’. 17
More importantly, such mixed messages also make it
remarkably difficult for those in charge of businesses in the
NHS to define and embed a core vision around patient care.
Some do, but too many don’t. In all the trusts investigated
by the Healthcare Commission for poor standards of care
there is a common theme: a poor track record of dealing
with conflicting priorities manifesting itself in a ‘vulner‐
ability to being consumed by the business of healthcare, in
the form of mergers, reconfiguration of services, financial
deficits and targets’. 18 Successful businesses focus on the end
goal: providing high quality services for patients.
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Commandment Ten:
Be Afraid of the Future
We are all in the gutter, but some of us are looking at stars.
Oscar Wilde

The NHS’s history has coincided with the triumph of
modern medicine. Joint replacements; coronary artery by‐
pass grafts; minimally invasive surgery; day surgery; home‐
based hospital care; CT and MRI scanning; catheterisation;
drugs for infections, high blood pressure, hypertension and
raised cholesterol were nowhere to be seen in 1948, but are
now standard practice.
There is nothing to suggest the next 60 years will be
different; medicine has not, as the social historian Roy Porter
put it, ‘accomplished its mission’. At the most basic level,
there are many unrealised opportunities to apply scientific
understanding to new ways of preventing, postponing and
treating disease, and to make sure new technologies are
universally available to people who need them. Again and
again researchers find that the ‘rule of halves’ still very
much applies: half of those who have the risk factor (such as
high blood pressure) are not aware of it; half of those in
whom it is detected are not treated; and half of those who
are treated are not treated adequately. 1 To add to the
continuum, disruptive innovations will enable things that
could be done by only highly‐qualified specialists a few
years ago to be done by newly‐qualified nurses, or even
patients. 2 And health services research, particularly when
purposely linked to clinical care in as close to real time as
possible, has much to offer in providing the quality
improvement tools to deliver health care in the optimum
way. 3
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It is also possible—and even likely—that medical science,
having now taken off, is on something of an exponential
learning curve. Cancer care, to take one example, is being
revolutionised. The availability of real‐time verification
systems and image guided radiotherapy can now target
tumours without laying waste to surrounding tissue; PET–
CT and other imaging techniques are being used not just to
plan radical treatment but also to monitor tumour
destruction during therapy; and around 50 new drug
applications will be made in the next few years for
molecularly targeted anti‐cancer (or ‘smart’) drugs. 4 All are
truly remarkable advances in medical science that draw on
fundamental physics, physical chemistry, biochemistry,
physiology, pharmacology, and a whole series of modern
industrial techniques, clinical trials and service‐line
innovations. 5
Yet, in the NHS and the field of health care generally,
pessimism tends to reign: we are as much the victims of ‘the
failures of the successes’ of medicine as the beneficiaries of
its wonders. How are we to afford all these expensive drugs
and technologies that are keeping old people older for
longer? Three points should be made here. First, the problem
may not be as acute as we think. The ability of medicine to
keep people alive for longer does not necessarily mean they
will be ill for longer and cost the health system more. The
vast majority of people in fact enjoy resonably good health
in later life, and there is little evidence that medical care in
the last year of life is becoming more aggressive or
technological. 6 Second, while new technology unquestion‐
ably drives up costs in the short‐term, there is equally huge
potential for disruptive innovation to enable health systems
to deliver existing medical care at much lower cost (think
how much cheaper DVD players are now than when they
first came out). 7 Third, certain new technologies and drugs
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do, in fact, have only marginal effects on health and well‐
being vis‐à‐vis less ‘scientific’ interventions, such as
improving the humanity and appropriateness of care.
Would it, in the case of these technologies, be unreasonable
for a public health system to accept the realities of a finite
budget and support supplementary forms of payment for
these treatments, such as insurance packages and volunt‐
arism? 8
Instead of a more rational and optimistic response,
however, fear of ‘the future’, namely, how the NHS budget
will cover the health care people demand, tends to set
government in a frenzy. Initiative after initiative is tried in
the hope that one of the potpourri will, to pilfer the words of
Sheila Leatherman and Kim Sutherland, ‘be infused with
magical powers... and slay the bad performance monster’. 9
These may be grouped under three broad themes: to control
costs so that people consume less health care; to control
reimbursement and uphold ‘national standards’ in order to
‘force’ providers to become more ‘efficient’; and to divert
resources to areas deemed to be priority cases (more often
than not those where patient advocacy groups are most
effective at focusing media attention).( a ) As we have seen
throughout the commandments, the result of such strategy
tends to be paradoxical. Though it is not a zero‐sum game,
as the state has intervened in more and more branches of
health care, the ability and inclination of businesses (and
individuals) at the coal face to drive improvement has been
curbed; and, perversely, inefficiency is actually locked in
rather than driven out. Cultures of fear and blame too easily
(a) Much less is said of the so‐called ‘Cinderella’ services that provide
for the elderly, chronically ill and psychiatric patients, where so
many already turn to the private sector to provide care.

72

COMMANDMENT TEN: BE AFRAID OF THE FUTURE

replace those of ingenuity and success. Far from sending out
messages of trust and support, the government actually
encourages patients to be suspicious of clinicians’ motives.( b )
This atmosphere inevitably permeates patient care. Chief
executives and managers who are reluctant to do anything
too radical for fear of being accused of ‘rocking the boat’, 10
and clinicians who fear they are neglecting patient care by
inadvertently focusing on targets and initiatives, 11 do not
make for happy patients. The pressures of day‐to‐day
practice and the inherent uncertainties in medicine mean
Hippocrates’s great injunction ‘first, do no harm’ is
surprisingly difficult to follow even in a positive environ‐
ment conducive to high quality care—let alone one that is
not. As is being increasingly recognised in health services
research, safety and quality (as in other industries) is not just
a function of the skills of individual clinicians and mangers,
but also of the organisational, systemic and cultural
environment in which they are working. 12 The
doctor/patient relationship, for example, is influenced by all
manner of things, from the content of the consultation and a
positive interaction between values and beliefs held by the
doctor and patient to anything influencing the context of that
consultation, such as incentive structures, policy, regulation,
finance and HR. 13 When this context is permeated by a fear
of the future, negative energy and incoherent strategy,
patient care—particularly the human side of it—will suffer,
even if clinicians are loath to admit it. The reality is that
doctors and nurses, who may well have between a quarter

(b) The NHS Constitution, billed as enshrining the principles and
values of the NHS, was recently sold as ending the era of ‘the
doctor knows best’.
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and half a million appointments in the course of a 40‐year
career, have to exhibit almost superhuman empathy and
attentiveness if they are not going to appear apathetic or
even inhumane.
There is however a deeper risk in all this: that clinicians
in particular start to believe the myth that they are ‘forever’
condemned to mistrust and powerlessness. As Dr Mike
Dixon, chair of the NHS Alliance, has said: the disease in
NHS organisations is that we have very motivated doctors
saying they think this or that is the right thing to do, but
ultimately concluding the system is such they couldn’t
possibly risk doing it. 14 Clinician‐led advances, particularly
those that ‘sneak in from below’ and overtake existing ways
of doing things, have become increasingly difficult to
implement. 15 The care of disorders which primarily involve
one system in the body—from ear‐ache to cardiac and renal
illnesses—will, for example, probably migrate to focused
institutions whose scope enables them to provide better care
with less complexity‐driven overheads. Many clinicians see
huge potential in building integrated networks across
primary and secondary care to support this. The field of
patient safety is also awash with pioneering ideas. The use of
After Action Review and variable hierarchies to learn from
mistakes and ‘near misses’; 16 innovative anti‐bullying
schemes; and learning from techniques like standard
operating procedures used in ‘high reliability’ fields (such as
Formula 1 and aviation) are just a few coming on‐stream. 17
But too many ideas, as we saw in commandment one,
remain bubbling beneath the surface. 18 In 2008, only 66 per
cent of NHS staff felt they were able to contribute towards
improvements at work. 19
This need not be so. Clinicians and patients alike must be
able to see opportunity, not paralysis; solutions, not just
problems; vision, not confusion. The future should be looked
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at with optimism, not fear. Real progress should be about
creating cultures that enable new ideas to burst through the
surface; where the search is for ways of eliminating risks
associated with new technologies and ways of working,
rather than seeing the obstacles as insurmountable. Real
progress should be about trusting frontline staff to bring a
smile to patients’ faces, to value the power of anxiety
lessened, and to value the power of questions answered and
expectations met. ‘How wonderful’ as the diarist Anne
Frank wrote, ‘is [it] that nobody need wait a single moment
before starting to improve the world.’
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Commandment Eleven:
Lose Passion for Work and Life
If you want people to do a good job, give them a good job to do
Frederick Herzberg

It is a peculiar feature of the NHS that few who work in it, or
with it, describe themselves as happy. Pharmaceutical com‐
panies, manufacturers of medical devices and innovators of
technology are frustrated, for, despite introducing life‐
saving drugs, treatments, therapies and devices, they get
blamed for driving up costs and are vilified for their profit
motives. Managers are stressed about bureaucratic burdens,
about the ironically termed ‘redisorganisation’ of NHS
structures, 1 and fear being blamed for things that are their
responsibility, but which they struggle to do anything
about. 2 The government, for its part, finds itself in the
impossible position of running one of the largest
organisations (or collection of organisations) on the planet
and being criticised whenever anything goes wrong.
The greatest dissatisfaction, however, is found in the
medical and nursing professions. To be sure, they can be a
troublesome bunch, sometimes guilty of directing the media
searchlight to advertise their own grievances. 3 As a rule,
they are also quite conservative; nailed to what philosophers
have called the ‘natural standpoint’. However, in a labour‐
intensive industry like health care, doctors, nurses and
health professionals are the key resource—managerially as
well as clinically. The best of the work businesses in the NHS
do is achieved by the professionalism of the clinical staff
working in them. Medicine is a complex job in terms of the
amount of information that must be grasped to practice
effectively; in terms of the amount of emotional load doctors
and nurses are asked to carry—their own and their
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patients’—and in terms of workload and time pressures. It
should always be remembered that physicians, in particular,
often work on the margins of knowledge and bear a heavy
burden of responsibility in difficult circumstances.
Uncertainty becomes an agony of decision, and errors of
omission and commission may haunt one for years—
notwithstanding the risk of clinical negligence cases, GMC
hearings and being pilloried in the press. 4 In 2008, 66 per
cent of staff in acute trusts reported regularly doing unpaid
overtime, and countless reports point to abnormally high
levels of stress and sickness absence. 5 Per se, medicine and
nursing needs resilient people to survive in it.
This, however, tends to be accepted by those entering the
profession. The root cause of dissatisfaction is not so much
the stresses of the job, but that structural change in the NHS
over the past 30 years—despite introducing business‐like
principles—has typically served to increase this burden by
wresting control of the service from those who are delivering
it. Any job, as Adrian Kenny put it, is a balance of
satisfaction, salary and support. 6 Doctors can no longer
complain about their salaries (though many nurses may be
entitled to) and the practice of medicine is intrinsically
satisfying, both in terms of the interest in medicine itself,
and in terms of the range of people it allows you to meet. It
is support that tends to be lacking: a culture, if you like, of
warm applause, of encouraging quality improvement. The
former editor of the British Medical Journal, Richard Smith,
summarises this well:
The most obvious cause of doctors’ unhappiness is that they feel
overworked and under‐supported. They hear politicians make
extravagant promises but then must explain to patients why the
health service cannot deliver what is promised. Endless initiatives
are announced, but on the ground doctors find that operating lists
are cancelled, they cannot admit or discharge patients, and
community services are disappearing. They struggle to respond,
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but they feel as though they are battling the system rather than
being supported by it. 7

The current editor, Fiona Godlee, has gone a step further,
saying that ‘the spirit of medical professionalism is quietly
dying’. 8 In conversation and in print, clinicians in every
business and at every level of the service complain of a lack
of respect, understanding and trust. 9 In a survey by Hospital
Doctor magazine in 2007 of over 1,400 GPs and hospital
doctors, 69 per cent said they would not recommend a career
in medicine, with 54 per cent rating their morale as ‘poor’ or
‘terrible’. 10 The root of the problem is not a declining
attraction to medicine, or a decline in the desire to ‘make a
difference’, it is the grip of central control that—while
recognising that there is unacceptable and arrogant practice
out there—too often prevents doctors providing the best care
they know.( a ) A survey of staff working in NHS organ‐
isations by the Healthcare Commission in 2006 found that
only two‐fifths were able to answer positively to the
question: ‘As a patient of this trust, I would be happy with
the standard of care provided’. 11 Later, in 2007, staff in acute
trusts were asked whether ‘care of patients/service users is
my trust’s top priority’. Only 48 per cent agreed, 23 per cent
disagreed and 28 per cent sat on the fence, neither agreeing
nor disagreeing. 12 In 2008, job satisfaction had improved
slightly, but still only 60 per cent said they were ‘satisfied
(a) In 2007, a poll carried out by doctors.net, Britain’s busiest medical
website, revealed a profession disillusioned with central diktat and
angered by the growth of bureaucracy. Of the respondents, more
than two fifths were young and had graduated since 2000. Fifty‐six
per cent said there’d been no improvement in the NHS since 2002;
72 per cent said they didn’t think the extra money had been well
spent; 72 per cent said there’d been no improvement in quality of
care.
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with the quality of work and patient care they were able to
deliver’, and just 52 per cent said they would recommend
their trust as a place to work. 13
This matters, both for the health of staff, and for their
patients. 14 Clinicians and managers are human beings; a
cheerful and well motivated staff will inevitably deliver a
better quality of service to patients. Without this, enthusiasm
for really engaging with patients tends to go. Demoralised
doctors tend to quietly acquiesce and stop thinking it
worthwhile to argue their corner, or will only do it to score
off someone, rather than with a proper focus on improving
patient care. ‘Nothing great in the world’, as the philosopher
Georg Friedrich Hegel once said, ‘has been accomplished
without passion.’ The patient is seen and treated but will feel
like a number, rather than a person. Worse, irritability tends
to breed mistakes; relevant information is not gathered or, if
gathered, its significance is not realised. 15 While doctors
need routines and automatic pilot to get safely through the
complexities of medicine, anyone who allows this to dull
their vigilance will soon be punished as the unusual
presentation is missed or the signal is lost in the noise. 16
Medicine, the profession of making sick people better,
should kindle the ultimate fire of enthusiasm. Yet the basic
feeling of too many doctors and nurses is that they are good
at their jobs despite the NHS and the businesses they are
working for, not because of them. How many clinicians have
found themselves uttering the words: ‘that’s good enough’,
that’s not my job’, ‘I don’t care’ or ‘I’m retiring anyway’. If
they are, businesses will more than likely be failing, and will
probably be failing patients too. But give the same clinicians
(and, for that matter, managers) ownership; something to be
passionate about; an emotional connection once more with
people, organisations and dreams, not statistics, bureaucracy
and targets—and see what might happen.
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Conclusion
In her Reith Lectures in 2002, the philosopher Onora O’Neill
argued: ‘if we want a culture of public service, professional
and public servants must, in the end, be free to serve the
public rather than their paymasters’. 1 It is, in a sense, a no‐
brainer; as a public service, the NHS is there to provide the
best possible care to the public and to its patients—not the
government, the Department of Health or the NHS
Executive. Yet, presiding over a monopoly of funding,
resource allocation and provision, the latter have historically
found it impossible not to meddle; and frontline organ‐
isations have consequently found it impossible not to first
look up for direction rather than focus their energies
squarely the needs of patients. The historic error has been to
conflate the need for collective choices and collective action
with central direction and political control.
The idea behind introducing market incentives and
setting NHS organisations up as businesses was, then, to try
to engineer a sea‐change in this standpoint; to re‐focus
attention on meeting the needs of the public and patients;
and to create a marketplace for entrepreneurs. Increased
autonomy would result in an end to direct line management
by the DH. If organisations then failed to serve the public (or
at least their patients) well, they would not just have
unhappy patients, but would more than likely start to lose
custom too. The reality, however, has been very different.
Being rigidly ‘designed’, directed and regulated, many
features of the market that has emerged have made
important aspects of patient care, such as collaborative
working and the delivery of genuinely integrated care, more
rather than less difficult. Increasingly devolved and
autonomous structures may be in place, and government
may have stepped back from the day‐to‐day running of the
service, but initiatives, targets and policy reviews ensure
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that the centre still calls the shots. Where power of
government has genuinely been rescinded, a new breed of
‘independent’ regulators has proved more than happy to
take up the mantle. In essence, there is a profound
contradiction at the heart of the NHS: organisations are now
supposed to be acting like businesses in the sense of
streamlining and tailoring services to ‘win’ customers
(patients), yet they are still forced to face towards the state—
they have to, because this is where the funding and ultimate
power lies.
The toxicity of this mix is there for all to see: managers,
clinicians, health professionals and, increasingly, patients do
not know where to turn. Fledgling businesses in the NHS
have tried to put patients first, and some have shown signs
of success—the Central Middlesex Hospital, recently
showcased by the NHS Confederation; 2 UCLH NHS
Foundation Trust’s planned Cancer Centre, where each floor
is to be designed around the needs of patients with different
cancers; 3 and Ealing PCT’s ‘Patient Experience Tracker’ 4 are
a few examples. Yet all they know for certain is that if the
Secretary of State for Health issues edicts such as a deep‐
clean of hospitals, an 18‐week waiting time target or no more
mixed wards, they must follow or face the consequences.
The aforementioned historic error is being repeated, just in a
different form. The priorities of businesses are forced into
being profoundly different from those of their patients: con‐
cerned with conforming to processes and meeting central
targets, than with people and the illnesses they have.
In this unfortunate situation, it is the very building block
of medicine, the interaction between clinician and patient,
that—somewhat ironically—has been most neglected. The
consultation has been described in many ways, but the most
recent epithet is ‘beleaguered’. 5 Time and resource con‐
straints; indecisive management; additional bureaucratic
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tasks; a lack of continuity; and above all a lack of tolerance
and trust, are hindering the ability of clinicians to perform
their most basic tasks: to listen, analyse symptoms and to
care. 6 The careful observation, stabilisation and treatment of
the patient presenting in A&E with severe asthma, or
optimum treatment for the patient presenting in general
practice with complex co‐morbidities, comes at the risk of
irritating government through missing targets. Quality
improvement and the development of new ideas are simult‐
aneously encouraged and suppressed, and proper eval‐
uation of the results becomes difficult if not irrelevant.
The critical point is this: ‘autonomy’ means nothing if all
it is used for is finding more innovative ways of meeting
central requirements. In essence this is why, acknowledging
there are nuances particular to each commandment and
exceptions to every rule, we find businesses in the NHS are
keeping Keough’s ‘ten commandments’: they tend to be risk‐
averse; inflexible, bureaucratic and increasingly isolated
from their patients; playing the game close to the foul line;
and afraid of the future. They are inclined to dance to the
tune of their shareholders and boards of directors (the
government, Department of Health and NHS Executive),
rather than focus on customers (patients) and what they
need. Patients are too often put to the back, rather than the
forefront, of thinking, the opposite of what a market‐driven
system should tend to inspire.
But, enough negativity. We have a diagnosis, what of the
cure? For this, we would do well to start with the wisdom of
the President of the Institute for Healthcare Improvement,
Donald Berwick: ‘Looking’, he said, ‘is not seeing. Listening
is not hearing. It is possible to miss so much that is right in
front of us if we lack the categories and skills to notice.’ 7 To
put it another way, you can, as the former government
minister Lord Peyton once said, ‘know the shape of the
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forest, but have no idea what is going on under the trees’. 8
We have unwittingly reached a point in the NHS where
blind faith in structures and processes—important though
they are—has made businesses (and the government)
immune to what is actually happening on the ground, where
the world of people, cultures and emotion make the real
difference. Staff have become experts in running systems
and massaging figures that provide chief executives, board
directors, civil servants and politicians with exactly the data
and information they need to satisfy themselves that all is
well, but do they bear any relation to reality? If the cases of
Mid Staffordshire NHS Foundation Trust and Birmingham
Children’s Hospital NHS Foundation Trust are anything to
go by, we should be sceptical: you can tick all the boxes but
still provide a woefully inadequate service.
Despite all the reforms and additional money poured into
the organisation, the NHS and the businesses that now make
it up are essentially unreformed in terms of hearts and
minds and clinical structures. People—the ones who actually
deliver the service—have been the neglected element.
Caring, compassion, ingenuity and a desire to ‘make a
difference’ are still out there, but have too easily been
paralysed in a system that prefers to over‐estimate the
importance of legislation and regulation as markers of
success and under‐estimate local power to drive quality. It is
like being caught in quicksand: the harder one struggles, the
faster one disappears from view. Businesses—operating in a
system dominated by such thinking—have typically either
failed to grasp that command‐and‐control is not the answer
or have failed to match rhetoric with reality. The prevailing
culture is one of blame and fear, rather than openness and
optimism.
The world’s leading businesses such as Coca‐Cola, Apple,
Disney and Toyota, and the world’s top hospitals such as the
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Griffin Hospital, the Mayo Clinic and the Johns Hopkins
Health System, do things very differently. They do not begin
with a desire to meet diktats, targets and central initiatives.
Instead, they begin with a clear understanding of what their
customers and patients want and need, and develop services
accordingly. 9 In doing so they pay huge attention to
building emotional connections in staff; to conveying a clear
vision; to building relationships; to giving staff scope for
action; and, above all, to offering them the opportunity to be
a part of something that inspires. It is not easy, and
developing supportive cultures takes time. But top
organisations recognise that when a business loses the
energies of its staff and becomes distracted by internal
issues, it will start to deliver a poor service to its customers
(read patients).
What would this mean for the NHS? In essence that
businesses shift their focus to answering two simple
questions: ‘what are patients’ wants and needs?’ and ‘how
do we get clinicians (and patients) to work more effectively
together to meet them?’. For clinicians and clinical leaders,
this means stepping up to the plate to drive quality
improvement, and modernising working practices to deliver
the right things to patients. For managers, this means
encouraging pluralism, understanding the dynamics of the
interaction between clinicians and patients and appreciating
that the spreadsheet does not reveal all. For patients this
means getting the help, advice and treatment they need
accurately and accessibly.( a ) 10 And across the board it means
developing cultures that back innovation and success.( b )
(a) Ultimately, we might expect patients to become what Julian Tudor‐
Hart has described as ‘co‐producers of their own health’ or what
J.A. Muir Gray has called ‘resourceful’. Taking the tablets may be
part of the treatment, but as medicine advances patients will need
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The ability of people and frontline organisations to do
this, however, depends on one crucial thing: that govern‐
ment and regulatory bodies grasp the implications of a more
entrepreneurial, organic, way of working, and allow busi‐
nesses and individuals to be change‐makers and shakers. As
a market, and a collection of businesses, the NHS should
have real potential to deliver benefits to patients, but as yet
we simply do not know if this is the case: it has not been
allowed to work.( c ) It is no good preaching one thing and
practicing another. The government must make some
serious choices. Does it want a market, or a centralised
monopoly? Does it want businesses or ‘arms‐length’ bodies
of the state? Does it want a culture based on trust, or on
to engage with their doctors and negotiate solutions that work for
them. Many patients want more responsibility, both in decision‐
making and the management of disease.
(b) This, too, is where the power of having a market in the NHS should
kick in. The principle advantage of such a structure is often mis‐
understood. It is less that markets bring about a ‘perfect’ allocation
of resources, more that they encourage a pluralistic environment
that—in the context of health care—grants autonomy to profess‐
ionals to try to serve patients better. Having a multiplicity of
businesses permits numerous small‐scale experiments in how to
improve the service on offer, rather than a single, large‐scale one in
the case of monopoly. Through patients being able to choose
between them, the successful experiment is quickly imitated, while
the unsuccessful quickly folds. People and businesses are
encouraged to innovate and adopt flexibility, rather than
conservatism, as a natural standpoint.
(c) There is, of course, an ongoing debate, referred to in the
introduction, as to whether markets can be truly effective in a
single‐payer (tax‐funded) structure. For now, we say only this: the
bureaucratic wish for standardisation and control is the antithesis
of any market‐like system.
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hefty regulation? The current morass is suiting no‐one, least
of all patients. There is a wealth of new ideas and untapped
energy for good amongst those who use and work for NHS
organisations. They need a clear vision.
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