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foundation culture

Willesden Workhouse infrmary to Central Middlesex Hospital

by the 1920s CMH had become the hub of the british communist
medical SOCiety the communist ‘scene’

was at cmh - in the
1920s a wave of post-war
idealism combined with

this was a fundamental factor in setting its internal culture, still the golden age of Lenin's
visible until only a few years ago revolution

some of the brightest
stars of that medical
generation were

antipathy to private clinical practice, sympathy with the working

classes and understanding of the links between social and health communist idealists and
went to work at cmh
care producing an unusually

high calibre faculty for an
‘ordinary’ general hospital

cmh acquired a tradition of ruthlessly expelling doctors who clashed
. ] ; . . the focus of research was
with these ideals and hence had a strong unitary clinical culture to be on issues facing the

proletariat eg nutrition
and respiratory disease
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consistent adaptation and intrigue

the post-war NHS acute hospital - one of the poorest areas of
London

a station on the UCL ‘golden circuit’ through which students and
trainee doctors rotated: what power it had rested on the excellent
training given

regional neurosciences centre was established there and then
relocated to central london

relations with UCL were consistently diffcult

most visiting teaching hospital consultants found the cmh culture
(and the journey there) unatttactive

a constant need to fght for a fair deal
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cmh’s politicised doctors
were tightly organised
and skilled at fghting
the system - the battle

to stop the colleges
dumping failed teaching
hospital candidates there
was constant

a schism with ucl led

to cmh switching its
valuable teaching
caseload to st mary’s
medical school (enemy of
ucl)

if anything, relations
went from bad to worse
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1990s - dream opportunity
I

the 1991 nhs act opened the possibility of the ‘self governing nhs
trust’ - cmh had always dreamed of being self-governing

cmh became the 2nd nhs trust created, two weeks behind guy’s
hospital

widespread antipathy to an arrogant dgh was heightened by disgust
that it had done a pact with the (thatcher) devil

1992 election looked like cmh was busted but, against all poll
predictions, the conservatives won a third term

cmh had scored a lucky break!....and exploited it
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the 1991 nhs act
separated the provision
and funding of health
care services

market forces were to
stimulate hospitals to
improve their services

by allowing them to
compete for patients and
the funding that went
with them

the 1992 conservative
govt. was a disaster

and nhs purchasers
failed to exploit the
engine of competition

- the strategy of ‘steady
state’ (or not disturbing
anything) was devised
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step 1 - back to basics, the quality of clinical services

1987 philip lathrop - ‘restructuring healthcare’

a state of the art hospital wide computing system
pneumatic tubes

clinicians in management

an intelligent board (ward sister eg)

consumer surveys

GP surveys

outpatients revamped

clinical faculty strengthened

strength-in-depth in medical specialties but weaker in surgeries
urology and orthopaedics - pushed to the patient focussed ideal
ophthalmology identifed as our worst service (among several)
endoscopic surgery dept opened

lithotripsy and MRI joint-venture opened

(Maxfax surgery defeats all managerial effort)
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a period of serious
headbanging and staff
communication...we
picked urology because
it would be the easiest
with informed and keen
clinical colleagues..we
picked orthopaedics
because it was the
complete opposite: hard
nut to crack etc.

outpatient sister resigned

director of nursing not on
the board

“stole” 5 new
ophthalmologists from
a neighbouring hospital
and got rid of ours

appointed future minister
of health!

Bl



step 2 - deep reorganisation

pt focussed experiments very (too) successful
£27million (1992) liquid cash in the bank

big debate

foundation concept - separate emergency and elective caseloads
then completely unheard of

ACAD - 7,500m? designed to do 35,000 cases = 3 times current

preliminary restructuring of emergency dept - physicians put in
front and direct community action commenced
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brent was at this time
famous as a ‘loony left’
council - more interested
in expressing solidarity
with overseas ‘freedom
fghters’ than in the plight
of their own frail elderly
citizens

social services were
completely dysfunctional
so cmh nurses took direct
action - with remarkable
success and supported by
(some) local GPs



step 3 - ACAD
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built at three times the standard cost per m?

the dept. of health truly did everything it could
to stop this ground-breaking investment ever
happening (because it had not been done before)

in a kafka-esque fnale, tony blair then opened itin
a televised visit and made a major speech, “this is
the future of the nhs” - that’s politics folks!

20 interchangeable technical suites

world class consulting facilities

dedicated imaging

the most luxurious patient toilets of any hospital
in the world



step 4 - BECAD: a tribute to a group of remarkable clinicians
I

built under pf conditions Sir Graham Morgan
Dr Martin McNicol
urgent treatment centre D1 Johi Riordan
major assessment centre Dr Derek Bell
. . Dr Charles Cayley
paediatric assessment centre Dr Mark Dancy
acute foor (60 beds) and many others

rehabilitation foor (90 beds)
consulting + collaborative care team
very strong nursing leadership

narvinmntinnal A IC AAant
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www.nhsconfed.org
local hospitals:lessons for the nhs - central middlesex hospital case study [2009]
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self-governing life
I

in 1991 cmh had 670 beds and occupied a 62 acre site

today it has less than 250 beds, occupies 10 acres and has a higher
clinical caseload

despite being used as a case study in ‘how to do it’ the autistic
bureaucracy has completely failed to protect the gains made - quite
the reverse!

other london dghs are not keen to become half the size and follow
cmh working patterns
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basic principles

patient focussed

multi skilling of staff

clarity about procedures and rules of play
effective clinical information systems
domicillary and primary care capability
tightly managed

full clinical engagement
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same organisation, widely different performance
I

The table is from the
NWL NHST Annual
Report and shows the
comparative results of

CMH NPH et Nots ther OMH
2004/5 | 2005/6 | 2004/5 | 2005/6 | recucedtheproportion

of A/E attending patients

Admitted ptS 9,508 9,860 20,401 24 080 who were admitted
Non admitted pts 59,709 64,135 75,546 76,814 | fohositalinthe face

of similar increases in

Total pts 69,217 73,995 95,947 100,894 total attendances, This
% admitted 14% 21% that was two hirds
Yr on yr total atts + 6% % Rours. i Northwick.

. . Park had mirrored CMH
These two hospitals are a few miles apart and run by the same performance in 2005/6,
NHS organisation: the fact is that after 10yrs, the outstanding e o tess

performance of one has not crossed to the other admissions which at
[E1,700] per case equates

to about [£18.7millions]
for alternative
deployment.
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chronic conditions - 15 million uk citizens report one or more

Proportion of people with Long Term Conditions by age

- 3
- | | 2

=& 58 10-14  15-13  20-34 2539 3034

2006 UK General Household Survey
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3539

444 4548
Age band

i-54 E5-58 ED-E4  BEEDC

TOHE" 7579

S0-Ea"

E5-E0"

denmark and czech
republic among EU
countries report working
national e-info systems
giving horizontal and
longtitudinal access to all
parts of health system

uk spends £billions on
(collapsed) super IT
strategy for national
health record

chronic disease initiatives
are the new nhs klondyke
with “examples” of

good practice reaching
epidemic proportions

but not, unfortunately,
reaching your mother’s
care arrangements
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chronic disease - outside ‘projectland’ things are stuck
I

82% of those with a LTC say they play an active role in caring for their condition
themselves and want to do more (DH/MORI 2005)

Healthcare Commission National Survey of People with Diabetes (2006) asked if
users had ever participated in a training course to help you manage diabetes? 90% of
people with diabetes nationally answered “no”

2006 HCC Adult Inpatient Survey patients were asked “how much information about
your condition or treatment was given to you?” almost 20% nationally responded
that they has not received enough information. 90% were interested in being more
active self carers, 75% saying if they had guidance/support from a professional or peer
they would feel far more confdent about taking care of their own health.

more than half who had seen a care professional in the previous six months said they
had not often been encouraged to do self-care.
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acute care, access to angioplasty very uneven
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The NHS is revealed to
be unclear as to what it
the compact between
the policy holder (joe
public) and the insurance
company (NHS) actually
is.

What are English citizens
entitled to expect/
demand?

Thrombolysis/PCI?
90mins?
3hours?

No-one is sure. What

is clear is that different
parts of the population
are getting very different
service standards
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% stroke mortality at day 10 - uk position not great
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UK stroke expenditure
shown to be relatively
high but clinical
outcomes relatively poor.

Low proportion of
stroke victims treated in
specialised stroke units.

As with virtually all
services, the case studies
show that some parts of
England are giving world-
class stroke care with
specialist units and rapid
response. In other places
the care is awful.

Perennial question arises,
‘why can’t the others do it
with the same money?’

Policy aspirations hit the
hard (international) fact
of massive variations in
health care standards and
outcomes.
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cancer survival poor against international comparisons
I

policy xchange march 20009:

..coinciding with the release of the latest cancer survival statistics, research in The
Lancet’s cancer journal offers a frst assessment on whether or not Labour’s Cancer
Plan of 2000 is actually working. The result was put diplomatically by the research
team, “the data do not so far provide a defnitive assessment of the effectiveness of
the plan”

professor Karol Sikora, medical director of Cancer Partners UK, was more trenchant,
“the bottom line is that there is no striking improvement, despite the huge resources

involved - the latest EU comparator shows that the use of six cancer drugs approved
In the past three years is fve-fold less in the UK than the EU average”
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planned care
I

nhs executive sees this as ‘9 out
of 10 people say their care is
excellent, very good or good’

= cause for celebration

others see 25% of people

choosing 3rd best or lower
response = cause for worry
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added years to life, added life to years and then a good death

Home Hospice

60% of citizens express
the wish to die at home in
but actually most people
die in hospital in England.

Hospital

Nursing Home End of life care for (some)

cancer patients with
good home support and
hospice care is world
class. End of life care for
the elderly with chronic
disease is, in places, grim.

Hospice care? Is it a right?
Or does the citizen just
enter a lottery of whether
the local health service
happens to provide it (or
not?)
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‘ 3rd october 2007 - it all starts to gets very political
I

[Financial Times]

By George Parker and Nicholas Timmins in Blackpool and,Stephen Fidler in London - October 3 2007

Brown clears decks for poll next month Sections of UK press (and
many NI—_|S in_siders)_ see
Gordon Brown, UK prime minister, yesterday began clearing the decks for a snap November the Darzi review being

sucked into pre-election

general election, as he embarked on a programme of intense political activity by announcing grandstanding.

British troop withdrawals on a visit to Iraq.

Brief period of manic
...it forms part of a choreographed set of moves over the next few days giving Mr Brown the activity at the centre.
option of announcing an election date next Tuesday, paving the way for polling on November 1
or November 8.

Yesterday it emerged Mr Brown is bringing forward a long-awaited health review by the
surgeon Lord Darzi to tomorrow...
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4th october 2007 - ‘interim report’ suddenly appears

Darzi announces ‘immediate
actions’

SoS announces comprehensive strategy for reducing
health inequalities

Personal choice should be embedded within the full
spectrum of NHS care

New resources for new GP practices - either traditional
or by new private providers
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New Health Centres to provide walk-in services for any
patient

PCTs to introduce greater fexibility in GP opening
hours to give evening and weekend access, including
option of new providers

Set up a ‘Health Innovation Council’

New adult social care regulator....tough powers,
backed by fnes...inspect, investigate, intervene....hy-
geine and infection control

Matrons to have further powers to report concerns
MRSA screening for all elective admissions

Changes in pattern of local NHS services to be clini-
cally led and locally accountable

Next stage of the reveiw will involve over 1,000 people
to discuss and form vision for the 8 themes....

...to listen to patients and public..work out what it

would take to commission world class care over the
next decade

Gordon Brown launches
the interim report at a
press conference.

Rumours circulate in NHS
that Darzi’s draft got late
night amendments by
No010 spin doctors. (Not
hard to see what they put
in!)

NHS Constitution idea
gets kicked into long
grass of a (future)
national working group
chaired by NHS CEO



6th october 2007 - situation descends to farce

Brown sees bad polling
predictions in key
marginals and cancels
election...

Collapse of personal
ratings from ‘Big Beast’ to
‘Mr Bean’

NHS insiders not quite

sure where this leaves
Darzi Review?
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30th june 2008 - final report - 92 pages
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The full version of the fnal report is available on:

http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_085825



january 2009 - health select committee reviews darzi report
I

Its main focus is improving the quality of care provided by the NHS. Variations in
guality have been known about for a long time and, as Lord Darzi acknowledged,
continue despite the doubling of NHS expenditure in real terms since 1997. The
Minister [Darzi] believes that the emphasis of policy in the last decade has rightly
been on access; now it is possible to look at improving quality. We do not accept that
It was necessary or sensible to improve access before improving quality. Moreover,
many of the key recommendations have been made in previous reports and White
Papers. Nevertheless, we welcome the extensive consultation undertaken and the
emphasis it places on quality.

However, we have concerns about the implementation of the report, which will be
the responsibility of PCTs, because we doubt that most PCTs are currently capable of
doing the task successfully.

As we have noted in a series of inquiries, PCT commissioning is too often poor.
In particular, PCTs lack analytical and planning skills and the quality of their
management is very variable.
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unasked questions

why are there two professions involved in birthing - midwives and
obstetricians: why aren’t they combined into a single birthing
profession and separated from gynae surgery?

why are doctors separately organised and employed in general
practice and hospital practice? who says it is a good idea for the
patient in 2009?

why can’t i have hospice care and die at home without getting
cancer frst?

after nearly two decades, why is nhs commissioning so
undeveloped?
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not only unanswered but
not even asked

commissioners are still
way too involved in
accepting the legacy
system they fnd and
administering it?

channelling funds to
the existing providers
and returning a ‘peace
dividend’ of no shocks or
bumps to the politicians
is still the smart thing to
do if you want to keep
your job

not so smart if you

want to manage chronic
disease
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an indictment of modern ‘pathways’
I

on every day in every city, scores of local patients with years of local hospital that

treatment in primary care are being assessed as emergency patients developed pacs and was
; . he i

by hospital doctors who have no access to the primary care record, o oroeio o e e

all its doctors real time

their pharma-history, or their social circumstances - these patients  access to high quality

images across the

account for 70% of occupied general acute bed days in most hospital....
hospitals

...still takes two days for a
gp letter to cross the site
and reach its destination

the boundary between general practice and acute hospital care is
visible in every pathway everywhere
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the autistic bureacracy (cor waganar: holland)
I

most state health departments are ‘autistic’ they hold to

bizarre routines and conventions; they are unable to form three
dimensional relationships with other bureaucracies and they live in
aworld that confuses their subjective fantasies with reality - their
greatest fantasy is that they ‘command and control’ the health
system - in reality they struggle to keep up

the capex/opex separation
full-fee for unecessary surgery: no fee for avoiding it

supine management is a key part of the problem...
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Cor Waganar has coined
the phrase autistic
bureacracy in his piercing
introduction to “The
Architecture of Hospitals”
(NAI Belgium 2006)

an example...

In 1992, CMH introduced
Jack Wennenberg’s
‘watchful waiting’ for
prostate patients using an
interactive video system:
surgical interventions
went down by 30% - the
health commissioners
said they weren’'t going
to pay a £75 fee for a
patient to watch a video
+ outpatient consultation
(but would pay £1,100 for
unnecessary surgery)
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