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Foreword by Ramesh Mehta 
 
It was a phone call four years ago that introduced me to Rajan. I was chatting to 
Professor Raj Bhopal about the keynote speaker for the BAPIO Annual Conference 
and he suggested that Rajan would be the ideal person to talk on issues of global 
health.  
 
While Rajan’s presentation made a real impact at the conference, more importantly 
BAPIO had found somebody who was committed to equality, ethical practice and 
leadership. Since then his association and active engagement in BAPIO’s work has 
been greatly appreciated. His appointment as Chairman has served the Organisation 
very well. Particularly, for me it has been a privilege to work closely with him on a 
number of important issues and, indeed, I feel honoured to be writing the foreword to 
his compendium of reflective writings. 
  
Plato said: “The life without examination is no life”. The ability to reflect on your 
experience and knowledge, and use that to make improvements to your subsequent 
working life is a difficult task. However, that is what one finds from Rajan’s reflections 
in this compendium. 
  
Rajan has been a clinician, administrator, researcher, writer, thinker, social worker, 
teacher, leader, but above all a nice human being. It is obvious from the compendium 
that he has worked hard and achieved many laurels. Rajan has been a perfectionist 
and whatever job he undertook he has done full justice to it. For a trained 
orthopaedic surgeon to become a successful administrator must have been a major 
challenge. However, Rajan proved that nothing is impossible!  
  
He has done pioneering work on evidence based medicine applied to clinical 
effectiveness. His enthusiasm to promote leadership amongst medical fraternity is 
infectious. He has managed to form a very significant group of medical leaders 
globally; culminating in a major workshop in Kolkata in January 2014 as part of 
Annual conference of Global Association of Physicians of Indian Origin. 
  
Rajan has never compromised on basic principles of equality and fairness. Despite 
having the racial discrimination legislation in existence over the past few decades, 
the culture within the NHS establishment has failed to utilise the talents of Rajan and 
others like him to their full potential. It is a sad affair that the glass ceiling syndrome 
is still rampant and depriving the country of professional talents. 
  
Rajan has had a very busy, fulfilling and successful career. He has been a manager 
par excellence and an advocate of ethical practice. He has made outstanding 
contribution to improving health of people nationally and globally. 
  
I have no doubt that this compendium of Rajan’s reflective writing will guide and 
encourage younger generations to aspire for professional excellence. 
  
Ramesh Mehta 
President, BAPIO 
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Introduction 
 
I moved from orthopaedic surgery to train in public health in 1988. This was a big 
change in my life and, apart from having to cope with the dramatic shift from being 
clinical to non-clinical, I also had to contend with what was a major challenge for me 
personally. Until that time, apart from writing essays for exams, the only other major 
writing I had undertaken was a dissertation for the Post-Graduate Diploma in 
Biomechanics. All I can say now is that the examiner was very generous, since my 
dissertation was nothing to write home about! 
 
I realised that if I was going to be successful in public health, and I was determined 
to do so since leaving orthopaedic surgery was a wrench, I had to improve my critical 
thinking and writing skills, along with acquiring lots of other skills and new 
knowledge. I was fortunate to have found Raj Bhopal who involved me in his 
research projects at the start of my training (he had to cope with not just my linguistic 
limitations but also the under-developed ability to self-reflect and think critically – 
nothing to do with my orthopaedic background, surely!). My wife, an English woman, 
who until then had been my editor, was busy coping with our three young children 
and encouraged me to start writing my reflections, or just about anything, to practice. 
There was another very pragmatic reason, which was the realisation that I could also 
publish some of the writings, and as someone wanting to build up his CV, clearly this 
was to be welcomed. Over a period of time I progressed from writing brief letters in 
response to published articles in journals, to tackling more complex issues. I still 
remember the week when I had three letters published in three different 
newsletters/journals during my second year as a public health trainee, which was a 
major personal achievement, at that time.  
 
So, what you have in front of you is a selection of my writings – commentaries and 
personal reflections – over the years. Most of the material here is already in the 
public domain, but for completeness sake I have added a (very) few unpublished 
papers. For better or worse I have organised the compendium into themes (although 
these themes overlap) and put the selected papers in some order – usually 
chronological, and added some introductory notes at the start.  
 
By way of a confession, I am by nature a glass ‘Half Empty’ person, and so my 
writings may come across as being critical. I often analyse things in terms of what 
the challenges are and how to improve, and not necessarily for a historical record 
(which I did in my official reports). Also, to pre-empt any personal criticism, I should 
declare that I am not blameless and have made mistakes, and writing has been 
partly to demonstrate learning. I could also point out that I was not an ‘arm chair’ 
critic but was actively trying to address some of the challenges, with varying degrees 
of success. Another explanation: this compendium is not a historical description of 
my career or research (I have provided my CV and a list of all my publications in the 
appendix) nor meant to be a record of the NHS; I do comment on the latter 
elsewhere.   
 
There have been active and not so active phases of writing over the last 25 years. 
There was a clear gap, which happened in 2003 after I had delivered the Royal 
College of Physicians Milroy Lecture, and after which I stopped writing for quite 
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some time. I was very proud of being chosen as the Milroy Lecturer and spent a lot 
of time trying to crystallise my thinking around a very emotive and complicated issue. 
Writing an abstract and then completing the project are entirely different matters. I 
had submitted the abstract, which led to my selection two years before the delivery 
date in 2003, and it took a lot of reading and thinking to prepare subsequently. 
However, the Lecture turned out to be a mixed bag. I used to joke that it provided my 
epitaph as I achieved two remarkable distinctions in one stroke: to be selected as a 
Milroy Lecturer is an honour in itself and I believe that I remain the only International 
Medical Graduate to have been selected so far, and at the same time I became a 
Lecturer whose lecture the College refused to publish in their journal subsequently 
(strangely the College website lists my lecture in 2004 and for that year there seem 
to be two lecturers). The self-doubt about being able to synthesise and articulate a 
complex issue, along with a growing realisation that writing alone was not enough to 
ensure change – either in policy or practice – led to a period of many years during 
which I did not write, and concentrated on the ‘day job’ of management. It was 
Dinesh Bhugra who years later came across the lecture and encouraged me to keep 
writing. The Indian Journal of Medical Ethics also then invited me to use it to 
comment on doctors in India. I share this episode in some detail here simply for 
others to learn from – I guess one of us got it wrong; whether it was me or the 
College I will let you form your own opinion.   
 
Of course, in this technological age, blog writing has become very common and I am 
amazed by the knowledge and skills of many colleagues who write intelligibly and 
constructively and are prepared to share their views. Mine has been a personal and 
more modest attempt. The reason for putting this compendium together is not just 
the ego (and I cannot deny that, although as I mention elsewhere I am very 
conscious of Codman’s saying about publications being self-advertisements!) but 
also the need to make sense of my professional life, having retired from mainstream 
NHS, although not having stopped working.  
 
Most importantly, it is about recognising the importance of not shying away from 
commenting and reflecting back, even though I did not always get it right. The most 
recent example where I have written about my experience as a GMC Council 
member was to break some taboos. You hear from friends and colleagues about 
their experiences of serving on national bodies/groups, but hardly anyone takes the 
time/trouble to systematically analyse and write about it, and it also seems that there 
is an unwritten rule about writing about such things. This compendium is also about 
encouraging others, as reflective writing is not just about self-improvement, it is also 
about contributing to the wider debate, and hence about progress.  
 
So many people have helped me and given generously of their time over the years, 
most of them are listed in the various papers included here, and I am grateful to 
them all. I have no idea of what they would think of what I ended up doing. They 
share the credit but any shortcomings are mine alone. Of course, none of what 
anyone did would have made any difference (sic) without the sacrifice and support of 
my wife Lisa and children: Tara, Aaron and Ryan.  
 
The advice I got from Graeme Catto, many years ago, has been very useful: he told 
me to describe things as I saw, and felt about, them and if I got them wrong to 
apologise; and it is in this spirit I offer this compendium.  
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So, for what it is worth, you have this compendium of the good, the bad and the 
(hopefully not) ugly. Will I keep adding to it? Time will tell, or you can tell me whether 
I should. Write to me at rajan.madhok@btinternet.com 
 
 
Rajan Madhok  
October 2013   
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Open comments 
 
Dick Heller 

I enjoyed the compendium, which indicates the tremendous published output 
achieved over the years, in the context of a very busy and successful career. The 
compendium identifies a radical and deep and clear thinker. As I was reading, I was 
thinking that if social media had been around during these writing years, you might 
have built up a group of similar thinkers and activists, which would have been more 
effective at achieving the change you so clearly desired.  
 
The compendium clearly shows that the ability of practitioners to alter the absurd 
politically motivated messing with the health system is very limited, despite the good 
ideas espoused. The other strong message that I get is the glass ceiling one, and 
the importance of labelling and tackling racism where it is seen, in whatever form. I’m 
not sure if there are other reasons for the ceiling, such as not allowing vocal critics 
into the very highest rungs of the ladder? Or ‘preventers’ rather than ‘curers’ to 
disturb the equilibrium too much? I found your suggestion that increasing health 
service funding might actually increase inequalities very compelling, and can see 
why it would be so confronting.   
 
The public health papers are most interesting, particularly the seminal history of 
public health in Manchester, where despite Rajan’s advocacy, academic public 
health is yet to find a permanent place. The deep damage to the public health 
profession from multiple re-organisations is also identified and well discussed. I was 
disappointed not to see mention of Rajan’s work as chair, developer and advocate 
for Peoples-uni – this will be a long-term achievement to build public health capacity 
in developing countries – so please do write more about it! I also thought that some 
of the writings under the heading of transformational change might have come under 
the public health banner. Rajan’s early advocacy and commitment to evidence based 
practice is an excellent example of the benefit of those with a clinical and managerial 
background joining the public health professional group and using the science of 
public health to change practice at all levels. There is no shame in moving back and 
forth between specialties – each will benefit from the insights of the other, as Rajan’s 
career and writings clearly demonstrate. 
 
A similar compendium, representing such a large body of work, might be submitted 
for a PhD, or MD, with advocacy as its theme, rather than research. 
 
Dick Heller 
Emeritus Professor 
Universities of Manchester, UK, and Newcastle, Australia 
Coordinator, Peoples-uni – http://peoples-uni.org 
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Mairi Scott 

Understanding Rajan Madhok 
 
I first met Rajan Madhok in 2009 when we were both appointed for a four year term 
as medical members of the General Medical Council. The GMC was facing some 
significant challenges, not just about its new governance structure but also about the 
need to implement many significant regulatory policies such as revalidation, along 
with major structural changes such as the merger with PMETB. As a new council we 
fairly quickly decided on a governance structure that would allow us as board 
members to be involved in the practical aspects of the work programmes and so 
draw upon the considerable range of skills and experiences to be found in all council 
members.  
 
As a generalist I was immediately attracted to the approach to governance taken by 
Rajan. This was partly due to his comprehensive and analytical approach to the work 
we were doing which aligned with my own view of the strategic role of council, but it 
was also due to his ability to express his values and beliefs in relation to the role of 
the GMC. It was very clear to me then that Rajan had a strong sense of personal and 
professional identity which was rooted in his experiences as a doctor. Now reading 
his compendium I realise also that it is his considerable ability to reflect on these 
experiences that has led to him being a transformational leader within the NHS.   
 
“Life without enquiry is not worth living.”  Socrates 

 
So what does Rajan’s Compendium offer us as readers? He himself describes it as 
starting out as a way in which he could ‘improve my critical thinking and writing 
skills’, but also that it is a way to help him ‘make sense of my professional life’. I 
believe most of us seek to find meaning in our professional lives, yet also find it 
challenging to ‘unravel’ our sense of ourselves within that. Rajan’s compendium 
describes how to do it and in a linear and progressive way. What he writes about 
early on in his career is significantly less detailed in terms of his sense of self than 
his later descriptions and analysis. Rajan says in his introduction Graeme Catto had 
told him to “describe things as I saw, and felt about, them and if I got them wrong to 
apologise”. Describing your thinking and feeling is the first step to reflective practice, 
but analysing them in depth is the more advanced skill. As Donald Schon says: 
“Reflective practice is ‘a dialogue of thinking and doing through which I become more 
skillful’”.1 
 
However, Rajan’s compendium as you read through it integrates not just his 
experiences and the articles he has published around his various areas of expertise, 
it also allows you to see the manner in which Rajan has brought together reality and 
research. This is a key component of Schon’s1 recognition that learning happens 
within the context of one’s working environment. Schon1 describes professional 
practice as being located both in the “high hard ground overlooking the swampy low 
ground” and that the two views are very different. The high ground is where all 
solutions are based on research based theory and techniques, whereas for those 
working in “the swampy lowland”, technical solutions are not often much used or 
even much use. Rajan has worked in both the high ground and the swamp, and he 
reflects and so demonstrates the usefulness of descending to the swamp of 
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important problems and non-rigorous enquiry “in order to inform the evidence base 
of the high ground”.   
 
In addition, throughout his compendium, Rajan demonstrates his capacity as a 
lifelong learner by giving us many examples of the skills Schon described as 
necessary for that to happen.2 By reading through it chronologically it is apparent 
that as the years progress Rajan’s skills of reflection increase considerably, until 
finally he is able to articulate his reflections more fully but also explicitly link them to 
an apparent set of core values which define Rajan and his professional practice. 
These values are woven throughout the compendium and Rajan has placed more 
emphasis on some more than others at given times throughout his career, 
depending on the different contextual situations he found himself to be in. By giving 
clear and succinct descriptions of the various components of his career, Rajan 
shows us how he has translated his values into drivers for change.   
 
In public health and as a leader, Rajan focuses on the importance of putting 
research into practice, having a recognition that whilst national policy is important, 
local action is essential, and that having a vision is all very well, but only if there is a 
pragmatic realisation of that vision. Rajan also recognises  the importance of being 
accountable and that part of accountability may well be to challenge the status quo – 
the role of the public health physician is to see different approaches and different 
solutions to many seemingly  intractable health problems. A key part of both public 
health development and leadership is to encourage integration; however, integration 
within the NHS must not mean a silencing of the medical voice.   
 
In an exploration of his work around ethnicity, not just in terms of racial equality, but 
also in relation to his own values Rajan gives us insights into the complexity of his 
thinking and feelings here.  
 
“you can take the man out of India but you cannot take India out of the man.” 
 
His description of the contrasts of India along with the contrasts of his emotions 
about India is a wonderful example of the complexity of reflection which involves the 
need to make links to our past, our present and also our future. ‘Reflecting forward’ 
is also a high level skill.3   
 
Rajan also describes his values around equity and justice and goes onto to say he is 
a “reluctant activist” for race equality. He explores the element of surprise that he 
should become such an activist by reflecting that he was drawn into a state of mind 
that “ultimately wears you out”. 
 
It is possible to pick up a theme here that runs through other parts of the 
compendium – that this state of mind was in part created by Rajan’s having a mis-
match of expectation and experience.   
 
However, perhaps the most reflective part of the compendium is the section on being 
a council member of the GMC. Rajan acknowledges the GMC had a huge agenda 
and within that the opportunities to be bold and forward thinking about medical 
regulation in the UK – it had the opportunity to bring about transformational change 
which Rajan understands very well. His reflections of his time there, however, 
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demonstrate that although some ground-breaking and fundamental changes were 
realised and operationalised due to the hard work and dedication of many of the 
staff, there remained tensions between what was perceived as ‘establishment’ and 
‘activism’. Again Rajan gives us evidence in his reflections of that mismatch of 
expectation and experience. However, this time he also describes a sense of his 
personal re-alignment – that he knows that at times being outside the ‘establishment’ 
is a much more effective place to be. It is interesting for us all to reflect on whether 
we consider that to be a positive or a negative outcome to a lifetime career. I know 
my view already! 
 
And finally I want to express how much I’ve enjoyed reading Rajan’s compendium. 
Not just because the stories are well told and the academic articles are of a high 
level, but also because it demonstrates in an open, honest and skillful way what 
‘reflective practice’ is all about. As an educator I am passionate about reflective 
practice, despite it still being regarded by some as unscientific. However, also as an 
educator I still at times can struggle to explain the philosophy and the practical 
application of reflective professional practice. Rajan’s compendium is a wonderful 
example of what it is all about… quite simply it is ‘Reflection in Action and Reflection 
on Action’ in action! 
 
Mairi Scott  
Reader and Director, Professional Development Academy 
School of Medicine, University of Dundee 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1. Schön DA. The Reflective Practitioner: How Professionals Think in Action (New York: 

Basic Books Inc., 1983) 
2. Schön DA. Educating the Reflective Practitioner. Jossey-Bass (San Francisco, 1987) 
3. Moon J. Reflection in Learning and Professional Development: Theory and Practice 

(Kogan Page, 1999) 
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Transformational change 
 
Thinking differently: Innovation 

There is a poster in my house which says: 
 
“Some men see things as they are 
          And ask why 
I dream of things that never were  
          And ask why not” 
 
And that is how it all started, by imagining and bringing in other experiences. The 
first ever paper – Facilitating Unit – came out as a result of discussion with my 
colleague, Ian Holtby, who had worked in Africa and my experience of having trained 
in Delhi, with similar models. We were then preoccupied with the impending closure 
of Middlesbrough General Hospital and the move of services to South Cleveland 
Hospital, and trying to figure out a ‘Third Way’ (not that we had heard or thought of 
that term, which did not come in until Tony Blair popularised it years later!). Later on, 
it was interesting to see the development of Medical Assessment Units, for example, 
in the NHS, on a similar principle.  
 
Common waiting lists model was based on previous experience as a registrar in 
orthopaedics in many different places and as an amateur dabbling in work flow 
management, and with a view to challenging some of the more fundamental 
problems in the NHS and especially trying to create a more seamless primary–
secondary care service by reinforcing the primacy of the GP. This sort of work led to 
the development of the Specialty Management Approach, which tried to bring 
together all the creative/innovative practises together around a specialty.  
 
I still feel that some of the best work I did was when resources were tight, as it did 
focus the mind, and when we worked jointly with providers as part of an integrated 
system. I really enjoyed my time in the early 1990s when as a public health doctor, 
albeit working on the healthcare side, I could make a real difference.    
 
This theme of thinking differently has ‘plagued’ me throughout my career – I use the 
term pointedly since I was to discover pretty soon that it was not the shortage of 
innovation, it was putting things into practice and change management which was 
the biggest stumbling block in the NHS. And in fact it was better not to be too 
innovative or radical – and certainly not to have high expectations (low expectations 
and red wine – the way to happiness!). 
 
Madhok R, Holtby I. Facilitating Unit – Better management of acute admissions. 
Health Care Management 1989;4:19-21.   
Madhok R. Cutting waiting lists (Letter). British Medical Journal 1991;302:532.   
Madhok R, Green S. Surgeons' views of day surgery: Is there a consensus among 
providers? (Letter) Journal of Public Health Medicine 1992;14:420-2.   
Madhok R. Medical staffing in general hospitals (Letter). British Medical Journal 
1994;309:1662-3. 
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Madhok R, Simpson L, Whitty P. Collecting, maintaining and using evidence of 
clinical effectiveness: Experience at a district health authority. December 1997. 
Madhok R, Hall RW, Sangowawa T, Franklin P. Specialty management approach: A 
practical guide to ensuring good quality cost effective services. December 1997. 
(Unpublished) 
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' provided in primary care and what in secondary
care and to ensure services are oriented to specific
health problems through appropriate resource
allocation, protocols, and team working. This is
urgent since health commissioners are already
shirting resources into primary care while hospitals
are racing increasing activity.

Thirdly, not all hospital care has to be delivered
by highly trained consultants, and alternatives
such as doctors of subconsultant grade, midwives,
nurse practitioners, and physiotherapists need
exploration. Because patients with low back pain
were faced with a one year wait for an outpatient
consultation a clinic led by a nurse was established
in Middlesbrough. Although formal evaluation is
awaited, the reports from general practitioners
have been complementary and waiting times have
fallen to 8-10 weeks; in this regard, common
wining lists, which can ensure equity, are worth
considering.1

Finally, we need to consider the concept of the
24 hour hospital not only for reasons of medical
staffing but also because of advances whereby
medical technologies and facilities become rapidly
outdated before we get value for money.

A major review of the way in which we deliver
health care and train doctors is required. We
should start by developing a full agenda and
thinking laterally and noj get constrained by
traditional models.

RAJANMADHOK
Director of public health

South of Tyne Health Commission,
South Shields,
Tyne and Wear NE33 3BN

'. Witttarns R, Harvey LP, Ingrains G, Robin PE, Temple JG. Back
to basics: medical starring in general hospitals. BMJ 1994:509:
1166-7. (29 October.)

2 Madhok R, Holtby I. Facilitating unit: better management of
acute admissions. Health Care Management 1989;4:19-21
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Purchasing vascular services
EDITOR,—The data in Malcolm Forsyth's letter
commenting on the development of specialised
vascular units add little to the argument because
they make no concession to two important
factors related to survival after surgery for aortic
aneurysm—namely, mode of presentation and
selection of patients.' A large proportion of
patients who present as an emergency decreases
overall survival while a small proportion improves
it. A better test of a unit's ability to provide safe
care lies in the outcome after elective repair of
aortic aneurysm.

These points are illustrated by a comparison of
Forsyth's data collected over six years with our
experience at Guy's and Lewisham Hospitals over
the past three years. We performed 158 operations;
20 (13%) patients died and 138 (87%) survived.
This uncritical use of statistics makes our results
seem encouraging. Proper analysis shows a large
number of elective operations (73 with three
deaths) compared with non-elective operations (85
with 17 deaths). Superficially, our non-elective
surgery has a 20% mortality. The non-elective
surgery is performed in two distinct subgroups of
cases—"urgent" without frank rupture (51 with
four deaths) and emergencies with frank rupture
(34 with 13 deaths). These groups are statistically
distinct (P<0-01).

Even detailed reports rarely include the number
of patients who reach the casualty department but
are refused emergency surgery. Selection of the
most hardy patients by long ambulance trips to
specialist units can also bias reported results.

Finally, we have doubts about the accuracy of
codes based on the International Classification of
Diseases. We maintain a computer and handwritten
database of all our vascular procedures. Com-
parison of these data with coding according to

the classification shows agreement in only 70% of
cases. Thirty two patients were incorrectly coded
as having repairs of an aneurysm, and 30% of
aneurysms were not coded at all.

These points are important. The inappropriate
publication of clinical results has potential political
dangers. There is a risk that misleading figures
might be used in the formulation of inappropriate
health care policy or that politicians will recognise
the superficiality of such analysis, disregard all of
the data, and ignore potentially important health
care issues.

MRTYRRELL
Senior registrar

Y P PANAYIOTOPOULOS
Lecturer

PR TAYLOR
Consultant vascular surgeon

Department of Surgery,
Guy's Hospital,
London SE19RT

be ready to go immediately and fully equipped to
panents who have had a heart attack and other
emergencies.

Four fifths of general practitioners have ex-
pressed an interest in opting out of their 24 hour
commitment,' but the GMSC has failed to imple-
ment this mandate, which will need to be done
vigorously because the government refuses even to
negotiate it. After all, it's cheap: the government's
recent pricing of about £3000 per doctor would pay
me £3 an hour for night cover and visits.*

The GMSC's policy of retaining 24 hour com-
mitment on a fairly uniform remuneration basis
works only for those who can abrogate 24 hour
continuity by using locum services or large cooper-
atives. Meanwhile we in more rural areas are left—
to die quietly? A humane contract is not impos-
sible: the Danes have one.

1 Forjythe M. Purchasing vascular services. BMJ 1994;30»:S81.
(1 October.)

The inverse pay law
EDITOR,—I have just discovered a new medical
law. The new law is called "the inverse pay law"
and stands alongside and may partly explain the
well recognised "inverse care law." The new law
states that the more needy a patient is and the more
difficult it is to look after him or her the less one
gets paid for doing so.

My practice looks after a large number of opiate
misusers and people who misuse alcohol and
other substances. We look after the bail hostel
and homeless people in Bedford. We look after
six hostels; these are refuges and rehabilitation
facilities. We also look after many people with
marginal lifestyles in the community. For looking
after one hostel we get paid the equivalent of a
clinical assistant's fee for one session, and for
looking after another hostel we get paid the
equivalent of half a session. For many hundreds of
patients in the community and the care of the four
other hostels we get paid capitation fees. Many of
these patients cause a huge workload: the average
consultation rate of an opiate misuser is 36 con-
sultations a year. We have calculated that, taking
into account our set running costs, we pay for
looking after many of these patients rather than
being paid.

The only problem about my new law is that
it could disappear if ever a government that
recognised that these people really needed care
and was prepared to pay for it was elected.
Nevertheless, I consider this eventuality remote in
the extreme.

Bedford MK403NG

EEJMARTTN
General practitioner

Chipping Norton OXT SAA

Rural general practitioners and
out of hours cover
The need for a humane contract

EDITOR,—As the General Medical Services Com-
mittee seems to have ceased to represent the
interests of rural general practitioners, I would like
to open a debate on out of hours cover. Recent
reports on the death of a 26 year old junior doctor
who died after an 86 hour week said that he was
"about to enter the calmer waters of general
practice." As a general practitioner who has spent
most of the past 20 years in a rural practice of three
doctors, with no possibility of sharing out of hours
work, I have worked a (roughly) 40 hour week and
shared cover on the remainder, making 80 hours in
all. Included has been one weekend in three lasting
77 hours. Whenever on call, night or day, we must

MARTIN LAWRENCE
General practitioner

1 Electoral Reform Ballot Services. Your daiat far tin fuaat: t
amty of GP opinion. UK report. London: Electoral Reform
Ballot Services, 1992,

2 Beecham L. Out of houn deal rejected by fcneat pracotioocn.
BMJ1994;30*1392. (26 November.)

New scheme is ill conceived

EDITOR,—I read with dismay the new proposals
for payments for night visits by general prac-
titioners.1 The new scheme is ill conceived and
dogmatically flawed and does not answer the
concerns of the profession with regard to the
stresses of continued 24 hour responsibility. If
the government insists on forcing through and
imposing these proposals it should not be assisted
by our negotiators under the "Munich mentality."
If the proposals are unacceptable to most general
practitioners—and I believe that that is the case—
we should say so and refuse to cooperate with their
implementation.

I am a single handed practitioner with a list of
2400; an average of 150 night visits arise each year.
I find it hard to believe that many general prac-
titioners have only 51 night visits a year and that
these general practitioners will be the sole winners
in the new scheme. I have calculated that the
income for night visits over the past few yean has
decreased for exactly the same amount of work
(from £9300 before 1988 to £3300 under the new
scheme). This cannot be justified. This entails
being on call for over 110 hours a week. The
rate for additional night cover undej the present
arrangements is a paltry £1.76 an hour and under
the new scheme would be 86p an hour.

I agree with those colleagues who wish to drop
their 24 hour responsibility; there should be a
modest reduction in income for those who wish
to follow that route, which should reflect the
appalling standards of pay for this onerous duty,
which contributes so much to the stresses of
general practice. For those general practitioners
who wish or have to retain 24 hour responsibility,
however, remuneration should adequately reflect
the hours and work entailed.

This scheme acts as an incentive not to do
night calls and to hand the responsibility over to
deputising services but insists on general prac-
titioners retaining 24 hour responsibility for their
paaents while the remuneration is lowered. In
effect this means that we are all subsidising the
provision of 24 hour care and that the highest
contribution is made by those general practitioners
who continue to do their own calls. This is bad for
the profession.

HC ROBINSON
Principal in general practice

Penclawdd Health Centre,
Pendawdd,
Swansea SA43YN

1 Beecham L. Out of houn deal rejected by general practitioners.
BMJ I994309:1392. (26 November.)
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Specialty Management Approach Summary

SUMMARY

Specialty Management Approach (SMA) is a systematic method of examining a clinical

specialty and aims to ensure good quality cost effective services. It builds on the strengths of

various initiatives such as the R & D programme, clinical audit, health needs assessment, clinical

effectiveness, business process re-engineering and continuous quality improvement, and

incorporates these into a simple and practical model which can be used by professionals and

managers in hospitals and primary care.

The Approach begins by asking key questions including

• how much money is being spent?

• what is the money being spent on : clinicians, facilities, equipment?

• what is being delivered for the money: out-patient, in-patient activity? for example.

It then maps out the whole service and subjects the major decision points in the process to two

key tests

• does this action need to take place at all? (Effectiveness test).

• and if the action is clinically effective then how should it be done? (Efficiency test).

Specialty Management Approach is not about information technology or gathering vast quantities

of data; rather it studies demand and supply, reconciles them and overall helps to make informed

decisions. It does not require a major investment in staffer needs to take a long time either, and

can be. or rather should be, an incremental process but always in line with the ultimate goal.

Finally, it aims to utilise the current management and administrative resources to their best

potential and indeed by making the process simple, timely, and continuous it should release

clinical and management time.

Two case studies illustrate the key features, processes and outcomes of the results of application

of this Approach.
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Specialty Management Approach Case Study Two : Dermatology service

CASE STUDY TWO : DERMATOLOGY SERVICE

There was growing concern over long waiting times and lack of local access to outpatient

services in dermatology for residents of Gateshead (population circa 203,000 - 1995 mid-year

estimate). Despite prolonged discussions with the provider, limited progress was made and

consequently the service was shifted to another provider. This new service, provided by North

Durham Acute Hospitals Trust commenced on 1 April 1997 and aimed to ensure

• timeliness (minimal waiting times)

• local accessibility

• primary care development and

• cost- and clinical- effectiveness and efficiency

The purchaser and provider agreed that the Specialty Management Approach (SMA) be adopted

from the start to allow continuous quality monitoring and improvement. A researcher (RH) was

employed to work on the project.

The existing service delivery was scrutinised. Using the SMA, questions were posed about

effectiveness and efficiency at key stages and a new service model developed. The key points

of this exercise with the results of the first three months of activity can be described in terms of

structures, processes and outcomes as follows.

Structure

At the start we identified clinic sites which would be geographically accessible for the

residents and established five clinics as follows.

Tuesday am Tranwell Unit(Gateshead) pm Palmer Hospital(Jarrow)

Wednesday pm Palmer Hospital(Jarrow)

Thursday pm Dryden Road Day Hospital (Gateshead)

pm Shotley Bridge Hospital (Durham)
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Getting research into practice 

Having become converted to evidence based medicine very early on, I had been to 
McMaster University to learn from David Sackett’s course there in the early 1990s, 
and also being influenced by developments like the Bandolier by Muir Gray and 
Effective Healthcare Bulletins by Trevor Sheldon, I tried to bridge the research–
service interface. Not only is there a need to get research into practice, it is important 
to get some practice into research, and hence the need for service based people to 
engage academics. In any case, I felt that one could not be a good public health 
practitioner unless they were a good researcher also.  
 
There is more work to be done to effectively bridge the academic–service divide, as 
the two remain largely in parallel universes. I tried to launch the DREAM (Delivering 
Research and Education to Advance Medicine) initiative in Manchester since I was 
concerned that despite some of the big names/researchers in the city, we had some 
of the worst health record and services, and wanted these people to take 
responsibility for what was happening in their own patch.  
 
Madhok R. Translating research into practice: A personal case study. Journal of 
Public Health Medicine 1999;21:3-7.  
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Commentary

Translating research into practice: a personal
case study
Rajan Madhok

Summary
Although much will change in the National Health Service as
a result of the publication of the new White Paper, The new
NHS: modern, dependable, the challenges of translating
research into practice and ensuring evidence-based policy
and practice will remain. This case study demonstrates some
of the challenges and has important lessons for the future
practice of public health medicine.
Keywords: health improvement, new NHS, public health
practice, lessons

Introduction

The last National Health Service (NHS) reforms in 1990 placed
considerable emphasis on evidence-based practice (EBP).
Accordingly, considerable investment and efforts were put
into promoting the culture and supporting implementation of
EBP through health needs assessment, clinical audit and
research and development (R&D), for example, and centres
such as the UK Cochrane Centre and the NHS Centre for
Reviews and Dissemination in York were set up.

In addition, with the separation of purchasing and providing
functions through creation of the internal market, the purchasing
authorities were exhorted to use information from the various
national and international initiatives to inform health policy and
encourage EBP. District departments of public health were
required to play a major role in this task.

More recently the new White Paper on the NHS1 has
reinforced the message about EBP and the proposed Quality
Strategy2 outlines the various initiatives which will support this
aim.

This paper uses the example of osteoporosis services,
especially bone mineral density (BMD) measurements, to
describe the experiences of a District Director of Public
Health (DDPH) in informing policy and promoting EBP. The
challenges and rewards of pursuing the aim of EBP described
here have implications for public health practice in the new
NHS, where once again Public Health Physicians (PHP) wi l l
be responsible for influencing health policy and practice
through Health Tmprovement Programmes (HIP) and Clinical
Governance.

Case study

Osteoporosis, and associated fractures, are a major public health
problem which is growing with the ageing population.3 The
estimated remaining lifetime risk of osteoporotic fractures in
Caucasian women at age 50 years, based on incidence rates in
North America, is 17.5 per cent, 15.6 per cent and 16 per cent
for hip, spine and forearm, respectively. The remaining lifetime
risk of any osteoporotic fracture is almost 40 per cent in white
women and 13 per cent in white men from age 50 onwards.

Patients with hip fractures currently occupy 20-30 per cent
of orthopaedic beds in the NHS, and this has a knock-on effect
on elective procedures for which there are already long waiting
lists. The NHS costs per annum already are approaching the £1
billion mark and recent estimates show that within the United
Kingdom there are approximately 60000 hip, 50000 wrist and
40000 clinically diagnosed vertebral fractures annually as a
result of osteoporosis and the majority of these are in elderly
women. Around 50 per cent of hip fracture patients may become
dependent upon help from others and, of those able to walk
before fracture, half have difficulty in independent walking
subsequently. Although less severe, wrist and vertebral
fractures also cause disability. In addition, hip, and to a lesser
extent vertebral, fractures are associated with increased
mortality - up to 20 per cent excess mortality in the initial
six months following a hip fracture, for example.

Considerable research has been undertaken over the last few
years, therefore, on how to diagnose the condition early so that
appropriate and effective treatment can be instituted to prevent
future fractures.

One of the key initiatives following the 1990 NHS reforms
was production of Effective Health Care Bulletins to inform
health policy and service provision. Reflecting the concerns
around osteoporosis, the first Effective Health Care Bulletin4

was devoted to the subject of population screening for
osteoporosis. The Bulletin concluded that population based

East Riding Health Authority, Willerby, East Yorkshire HU10 6DT.

Rajan Madhok, Director of Public Health, and Reader in Public Health, Uni-
versity of Hull

1 Faculty of Public Health Medicine 1999
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Translating national and international efforts locally  

My career has been about local work; and whilst trying to influence national policy I 
concentrated on making things happen locally. In my view the salvation of the NHS 
is in local capacity and leadership; national level institutes can enable but not deliver. 
The NHS has established some very useful national institutions and I felt that it was 
important to ensure that their good work was translated locally and put to good use. 
The work on NICE is one such example; it was pleasing to hear that the Clinical 
Policy Forum continued long after I had left the area. Creating sustainable 
mechanisms is not easy, and thanks are due to the then PCG chairs and medical 
directors who sustained this throughout the structural changes to the NHS.   
 
You cannot help but be charmed by Iain Chalmers, and so I got involved with the 
Cochrane Collaboration very early on, with Bill Gillespie’s help. My interest was 
again in terms of using the outputs to make a difference and I tried to do that in 
various ways (see separate section on orthopaedic surgery also). However, I did 
begin to wonder whether we were really true to the spirit of Archie Cochrane’s (a 
remarkable man) work. Although it is pleasing to see that Cochrane reviews are 
shaping national and international policies, on the whole there is limited integration at 
local levels. I do believe that Cochrane Collaboration is an amazing initiative, and it 
was a privilege to have been associated with it.  
 
Madhok R. Journals, BUMPH and all such things: famine amidst plenty (Letter). 
Journal of Public Health Medicine 1998;20:110-1.   
Madhok R, Taylor A, Ireland K, Soltani H. NICE and LICE: lessons from a health 
district. Journal of Public Health Medicine 2002;24:2-5.  
Madhok R Handoll H. Utility of the Cochrane Database of Systematic Reviews for 
evidence-based policy and practice: a case study. Journal of Clinical Excellence 
2001;3:59-68. 
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Journal of Clinical Excellence (2001) 3: 59-68

Utility of the Cochrane Database of
Systematic Reviews for evidence-based health
policy and practice: a case study

Helen Handolla and Rajan Madhokb

"Public Health Research Unit, University of Hull; bEast Riding and Hull Health Authority, Willerby, Hull HU10 6DT

Systematic reviews provide good evidence for formulating health policy and for informing clinical
practice. The Cochrane Database of Systematic Reviews (CDSR), published within The Cochrane Library,
is the largest and most comprehensive source of systematic reviews of healthcare interventions. This is an
account of a project set up to examine and enhance the utility of the CDSR in informing health policy and
clinical practice in the East Riding and Hull Health Authority.

The project aimed to produce summary documents listing the conditions or diseases reviewed, the
statements of evidence/effect and, where available, conclusions for policy/practice for all the reviews of
individual Collaborative Review Groups (CRGs).

This paper reports and discusses the experiences gleaned from this project. The limited number of
topics reviewed in the healthcare areas selected for study, the lack of support for the outputs by the policy
makers and overlap with other efforts caused the premature curtailment of the project. There are
important lessons for policy makers, practitioners and researchers in terms of promoting evidence-based
policy and research.

Keywords: Cochrane Database, Cochrane Library, health authority, health policy, systematic reviews

Introduction

Health authorities in the UK have the responsibility
for ascertaining the health needs of their populations
and ensuring good quality and cost-effective services
to meet those needs from the resources provided by
the government. This responsibility was reinforced in
the 1997 White Paper that exhorted the authorities to
lead the development of local health improvement
programmes (HImPs) in conjunction with the range
of NHS and other health-related agencies.1 To ensure
that the HImP are underpinned by a sound evidence
base, many other initiatives were launched, such as

Helen Handoll is a Research Fellow at the University of Hull
(email: h.handoll@ed.ac.uk). Rajan Madhok is Director of Health
Policy and Public Health for East Riding and Hull Health
Authority.
Correspondence to: Professor Rajan Madhok.
Email: rajan.madhok@eriding-ha.northy.nhs.uk.

the National Institute for Clinical Excellence (NICE)
and National Service Frameworks (NSFs). The over-
all aim is to promote evidence-based health policy
and practice - robust clinical governance arrange-
ments are required of all NHS organisations to
provide the necessary framework for this.

A major source of evidence of effectiveness of
healthcare interventions is the Cochrane Database of
Systematic Reviews (CDSR) produced by the
Cochrane Collaboration.2 The Collaboration is a
large international organisation, which was estab-
lished in 1992 to prepare, maintain and promote the
accessibility of systematic reviews of the effects of
healthcare interventions and hence aid decision
making. The work is undertaken by Collaborative
Review Groups (CRGs) and the 48 CRGs, as of
September 2000, cover most of the important areas of
healthcare, including professional practice. Each
CRG has an editorial team, which is international
in composition, and which at minimum comprises
one or two coordinating editors, other editors and a

2001 Radcliffe Medical Press Journal of Clinical Excellence 3 (2001)
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review group coordinator; the latter organises the
day-to-day activities of the CRG.

The CDSR is published within The Cochrane
Library which is issued quarterly on CD-ROM and
on the Internet. The size, scope, emphasis on sound
methodology, requirements to regularly update
reviews and its growing accessibility make CDSR an
unique source.

Given the potential usefulness of the CDSR, a
project was set up in 1999 to examine its utility and
utilisation for health policy and practice within the
East Riding Health Authority. An examination of the
conclusions of all reviews published in Issue 1/1999
showed that clear implications for policy/practice
appeared in 61% of the 522 reviews; the need for
further research was identified in 94% of reviews. A
search through policy documents formally con-
sidered by the health authority during the period
1995 to 1999 failed to find any mention of findings of
the CDSR.3

To improve this situation, we decided to extend
the project and initiated two major activities to
enhance the utility of CDSR. The first concerned the
development of a structured database containing all
the implications of the reviews in the CDSR, starting
with Issue 2/2000. The second activity was to explore
options for integrating these 'bottom line' statements
into policy making and for informing clinical practice
in the area. Overall, we wanted to collate and package
summary statements into a suitable form for
dissemination and use.

This paper presents our experiences from under-
taking this project. The discussion highlights issues
which will need addressing in order to capitalise on
the potential role of the CDSR, as well as other
developments, in informing evidence-based health
policy/practice on a local basis.

Setting

East Riding and Hull Health Authority is located in
the north of England and serves a population of
approximately 580 000 people. There are four prim-
ary care groups (PCGs) in the area with a total of 298
general practitioners (GPs). Following recent mergers
(in 1999), one hospital trust, one community trust
and one ambulance trust serve the majority of
residents. In addition to standard district general
hospitals services, several regional specialities, such as
cardiac surgery and neurosurgery, are provided
locally. There is a postgraduate medical school
associated with the University of Hull. Residents
living close to the borders of the district are served by

a variety of other providers in the neighbouring
districts.

Methods

A comprehensive protocol was devised, based on the
experiences of the earlier work, a small pilot study
and important external feedback. As well as locally,
various people associated with the Cochrane Col-
laboration and the NHS Centre for Reviews and
Dissemination (CRD) were informed of the project.
A general note about the project was also broadcast
on the EPINET - a system used by the public health
departments at the health authorities in the UK.

One change concerned our plan to assess research
implications; we dropped this aspect after receiving
confirmation of an ongoing assessment of the
research implications of Cochrane reviews by CRD
on behalf of the English National Coordinating
Centre for Health Technology Assessment.

It was decided to concentrate on the priorities
identified in the local HImP; the six priority areas
listed for 1999-2000 East Riding and Hull HImP were
cancers, coronary heart disease, mental health, sexual
health, child health and vulnerable people (older
people). We began by processing the output from the
relevant CRGs, starting with those CRGs with cancer
reviews, followed by vascular diseases and musculo-
skeletal injuries. For completeness and effective
administration, all reviews produced by the selected
CRGs, including those outside our priority areas,
were processed. Box 1 contains a summary of the
methods used for processing Cochrane reviews.

In assessing Cochrane reviews, we adopted whjit
we considered would be the approach taken by a busy
clinician/healthcare professional. To glean the basic
information about the disease and interventions
under investigation, and the health policy and
practice implications, we consulted five sections of
the published reviews in the CDSR - review title,
abstract, objectives, conclusions and, where available,
the synopsis; other sections were viewed when
considered useful and/or of interest. We took the
results and conclusions of reviews on trust; thus,
whilst we adopted a questioning approach, we did
not critically appraise review methodology. None-
theless, any instances where the conclusions of effect
appeared inconsistent with the available evidence
were noted, and usually queried.

A tabulated compilation of the separate compar-
isons addressed in the reviews of each CRG, together
with the summary statements of evidence and/or
effect, and conclusions for practice and/or policy, was
linked with the review citations and endnotes. In turn

Journal of Clinical Excellence 3 (2001)
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Box 1.
••• • - - . - • - • ,;• • • • • • • . .

Methods: strategy for and processing of Cochrane reviews

The processing of reviews was based on output of individual CRGs.

• Selection and order of CRG outputs were based primarily on HImP priorities.
• All reviews of selected CRGs were processed as a whole, irrespective of whether they fell within the chosen

priority healthcare area.
• High profile sections (review title, abstract, objectives, conclusions, synopsis) of reviews were scrutinised;

viewing of other sections was optional.
• Where available, summary statements of evidence and/or effect, and conclusions for practice and/or

policy were extracted for individual comparisons covered in reviews.
• Summary statements were generally taken on trust but the option was retained to notify CRGs of any

irregularities.
• A separate 'database', comprising a series of files, was developed for the output of each CRG. The 'main'

file comprised a table structured by disease/condition, then individual comparisons, split by prevention
and treatment, with the corresponding statements of evidence and conclusions; this was linked to review
citations and numbered endnotes. Hyperlinks were made to files consisting of review abstracts
(downloaded from the Internet), files containing extracts of the key sections of individual reviews
(edited after copying from the CD-ROM) and, if required, files containing structured comments on
individual reviews.

• Summary documents, derived from the 'main' files of CRG's outputs, were compiled.
• Summary document of the CRG output, any other feedback and a brief description of the project were

sent for information and comments to the review group coordinator (contact person of CRG).
• The databases of files including the 'main* files were updated to include new information in successive

issues of The Cochrane Library.

this was linked with separate files of review abstracts
and files containing extracts of the key sections of
individual reviews and, if warranted, comments files.
It was envisaged that the format of these compilations
and associated files would enable the structured
merging of the output of individual CRGs and go
towards the development of an overall database, or
separate databases, covering specific healthcare areas.
A simplified CRG output summary document was
designed for feedback purposes (see Table 2). Contact
persons of the 12 CRGs with cancer reviews (includ-
ing the Cochrane Tobacco Addiction Group), and of
the five CRGs with vascular disease reviews, were sent
requests for feedback on the project and the products
of the project specific to their group. No feedback was
requested from the Cochrane Musculoskeletal In-
juries Group as the output of this group was already
familiar to us.

A progressive approach was planned whereby the
work would be carried out on the latest issues of The
Cochrane Library, rather than being restricted to
Issue 2/2000, to ensure that the products of the
project were up to date. Compilations of summary
statements of specific healthcare areas were sent for
feedback and discussed with key people involved
locally in these areas. The latter included the people
who were leading on the particular subject in the East
Riding and Hull Health Authority area.

Results

This section is in three parts. The first part
summarises the coverage of the selected healthcare
areas; the second part presents some of the issues
surrounding the processing of the reviews in the
generation of the summary documents of CRG
output; and the third part gives a summary of the
feedback from the CRGs and other users.

Coverage of the selected healthcare areas in
the CDSR

Separate databases were assembled for the output of
11 CRGs with cancer reviews, the Cochrane Tobacco
Addiction Group (CTAG), five CRGs with vascular
disease reviews and the Cochrane Musculoskeletal
Injuries Group (CMSIG). The selection of the CTAG
reflected the preventive aspect of this group, for both
cancer and heart disease, and also the existence of
major local initiatives in this area. It was considered
appropriate to broaden the focus on coronary heart
disease to vascular diseases, including stroke and
peripheral vascular disease. Concerns about hip
fracture management prompted the inclusion of the
work of the CMSIG.

Journal of Clinical Excellence 3 (2001)
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Table 1 shows the numbers of reviews, ordered by
the three healthcare areas, in three successive issues of
The Cochrane Library, for the above groups and
overall. In total, 159 reviews in Issue 2/2000 were
processed; this was one-fifth of the total number
available. Of the 41 reviews in Issue 2/2000 from the
11 CRGs with cancer reviews, 27 reviews focused on
the prevention or management of cancer; the other
14 reviews were on other topics covered by individual
CRGs, such as the treatment of acne (Cochrane Skin
Group). All 18 reviews from CTAG were tobacco
related. The majority (43 out of 63) of reviews from

the CRGs with vascular disease reviews were from the
Cochrane Stroke Group. Sixteen out of 24 CMSIG
reviews available in Issue 2/2000 focused on hip
fracture.

As can also be seen from Table 1, the output from
these 18 CRGs continues to grow; 20 new reviews
were available in Issue 3/2000, and 23 in Issue 4/2000,
in the areas studied. Not shown in the table, but still
pertinent,_are the updated reviews. Of the 36 reviews
flagged as being updated in Issue 3/2000, seven were
from the selected CRGs; as were 11 of the 50 updated
reviews in Issue 4/2000. The ongoing and progressive

Table 1. Cochrane reviews in Issues 2, 3 and 4/2000 of The Cochrane Library

Cochrane Review Groupf

Cancer

Breast Cancer

Colorectal Cancer

Consumers and Communication

Gynaecological Cancer

Hepato-Biliary

Lung Cancer

Oral Health

Pain, Palliative Care and Supportive Care

Prostatic Diseases and Urologic Cancers

Skin

Upper Gastrointestinal and Pancreatic
Diseases

Reviews
Issue 2

1

2

2

13

4

2

3

7

6

6

5

Reviews
Issue 3

1

2

2

16

4

2

3

8

7

6

7

Reviews
Issue 4

2

5

2

16

5

3

3

12

8

6

7

Protocols
Issue 4

11

15

6

9

30

8

19

11

9

11

11

Tobacco Addiction

Musculoskeletal Injuries

18

24

20 21

Vascular disease

Heart

Hypertension

Peripheral Vascular Diseases

Stroke

Wounds

3

2

11

43

7

3

3

14

44

8

4

3

17

48

11

27

7

25

27

17

29 29 21

Total
(Cancer reviews)

Total in The Cochrane Library

159
(27)

795

179
(31)

859

202
(35)

923

270

827

fThese are grouped by the three disease areas.
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nature of the work on Cochrane reviews is also shown
by the large number of peer-refereed protocols, the
majority of which will eventually become reviews.

Box 2 presents a structured list of the titles of the
reviews evaluating prevention and treatment inter-
ventions for cancer. This shows the relatively few
reviews on interventions for cancer in The Cochrane
Library. We found that nearly, half of the 35 cancer
reviews in Issue 4/2000 had been published elsewhere.
Of particular note were seven reviews identified as
being derived from overviews involving meta-
analyses of individual patient data (as opposed to
tabulated/summary data); all were produced by
collaborative groups, including trialists, specialising
in the disease covered by the review.

Processing of Cochrane reviews and
generating CRG summary documents

We considered that the purpose of summary
documents of the output of individual CRGs was to
inform rather than instruct. In essence, these
documents were designed to indicate the following:

• what issues have been addressed
• some idea of the evidence relevant to that issue
• a summary of the suggested implications.

As indicated in the methods (see Box 1), the
summary documents were structured by subject
matter (comparisons) rather than by review. The
disease/condition and the questions (individual
comparisons, usually of interventions, but sometimes
for different populations, e.g. high-risk and lower-
risk populations for hepatitis B vaccines4) were
gleaned mainly from the review titles and objectives.
The topic lists provided in the published information
(modules) for the CRGs in The Cochrane Library
were also consulted. However, usually only those
comparisons that featured in the review conclusions
were listed in the summary document. The con-
sequences of this are illustrated by the single entry for
a review of the conservative treatment of fractures of
the distal radius, compared with three entries for a
review on preventing blood loss during the treatment
of cervical intraepithelial neoplasia. In the former,
there were nine treatment comparisons listed which
were covered by one or more of the 29 included
randomised trials.3 In the latter, which included
seven randomised trials, all the comparisons implied
in the objectives were individually covered in the
conclusions.6

In all, there were entries in the summary docu-
ments for 63 preventive comparisons and 207
treatment comparisons derived from 159 reviews in
Issue 2/2000.

Aside from commenting on particular aspects of

reviews (such as indicating that a particular drug was
not approved in the UK or that a recommendation
for practice did not appear to be supported by the
available evidence), we did not attempt to interpret
the evidence of the review or to extrapolate
implications for practice or policy. Instead, by
placing, often edited, quotes from the reviews, we
left it for the reviewers to speak for themselves. It was
usually possible to extract summary statements of
evidence and/or effect and, where available, con-
clusions for practice and/or policy from two sections
of the reviews - the abstract: 'Reviewer's conclusions'
and conclusions: 'Implications for practice'.

To assist the interpretation of the review conclu-
sions, we took some note of the type and extent of the
evidence presented. One aspect of this concerned the
types of studies included in the reviews. As we
anticipated, we found that most Cochrane reviews
only included randomised controlled trials (RCTs);
trials using quasi-randomised methods such as
allocation based on date of birth were also generally
accepted. However, there were exceptions where
other study designs were included and their findings
used as the basis for conclusions. The consequences
of applying different inclusion criteria for study
design are demonstrated in Table 2. In the first
comparison, involving malignant glioma, given the
absence of controlled studies, the reviewers refrained
from offering conclusions. In the second comparison,
involving vulvar cancer, broader criteria for study
design were applied. In contrast to the other example,
the absence of controlled trials did not stop the
reviewers from drawing conclusions. In reporting our
assessment, we were guided by the reviewers'
assertion that there was evidence of sufficient quality;
although such evidence, from small observational
studies, would be dismissed/excluded in many other
reviews.

Feedback on the project

From CRGs

Despite our attention to detail, we considered there
was still scope for misinterpretation and therefore
sought feedback from editorial teams of CRGs. The
review group coordinators, in their capacity as the
contact person for their review groups, were
approached for feedback on the plans, methods and
products of the project. Also sent to coordinators
were details of errors, discrepancies and items that
would benefit from clarification in future editions.
Most of these comments were minor but the
possibility of inappropriate interpretation of results
leading to spurious conclusions was considered likely
in two reviews, disregard of unit of analyses problems
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Box 2. Titles of cancer reviews published up to Issue 4/2000

Bladder cancer
• Neoadjuvant cisplatin for advanced bladder cancer
» Intravesical Bacillus Calmette-Guerin in Ta and Tl bladder cancer

Bone cancer
• Radiotherapy for the palliation of painful bone metastases

Brain cancer
• Biopsy versus resection for malignant glioma

Breast cancer
• Ovarian ablation for early breast cancer
» Follow-up strategies for women treated for early breast cancer

Cervical cancer
• Collection devices for obtaining cervical cytology samples
• Interventions for encouraging sexual lifestyles and behaviours intended to prevent cervical cancer
• Interventions for preventing blood loss during the treatment of cervical intraepithelial neoplasia
• Surgery for cervical intraepithelial neoplasia

Colorectal cancer
• Screening for colorectal cancer using the faecal occult blood test, Hemoccult
• Palliative chemotherapy for advanced or metastatic colorectal cancer

Endometrial cancer (uterine body)
• Progestagens for endometrial cancer

Esophageal cancer
• Pre-operative radiotherapy for esophageal carcinoma

Hodgkin's disease
• Interventions for early stage Hodgkin's disease in children

Liver cancer
• Neoadjuvant and adjuvant therapy for operable hepatocellular carcinoma

Lung cancer
• Chemotherapy for non-small cell lung cancer
• Post-operative radiotherapy for non-small cell lung cancer
» Cranial irradiation for preventing brain metastases of small cell lung cancer in patients in complete remission

Ovarian cancer
• Chemotherapy for advanced ovarian cancer
• Tamoxifen for relapse of ovarian cancer

Prostate cancer
• Maximal androgen blockade for advanced prostate cancer
Renal cancer
» Immunotherapy for advanced renal cell cancer

Skin cancer
• Systemic treatments for metastatic cutaneous melanoma

Soft-tissue sarcoma
• Adjuvant chemotherapy for localised resectable soft-tissue sarcoma in adults

Vulvar cancer
• Surgical interventions for early squamous cell carcinoma of the vulva
• Primary groin irradiation vs primary groin surgery for early vulvar cancer

Complications: fungal infection
• Prevention of oral mucositis or oral candidiasis for patients with cancer receiving chemotherapy (excluding head and

neck cancer)
• Nystatin prophylaxis and treatment in severely immunodepressed patients
• Routine versus selective antifungal administration for control of fungal infections in patients with cancer
• Amphotericin B lipid soluble formulations vs amphotericin B in cancer patients with neutropenia
• Amphotericin B vs fluconazole for controlling fungal infections in neutropenic cancer patients

Complications: bowel obstruction
• Corticosteroids for the resolution of malignant bowel obstruction in advanced gynaecological and gastrointestinal

cancer
• Surgery for the resolution of symptoms in malignant bowel obstruction in advanced gynaecological and

gastrointestinal cancer

Communication
• Recordings or summaries of consultations for people with cancer

» New in Issue 3/2000 or 4/2000; other titles (•) were available in Issue 2/2000.
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Table 2. Entriest for two comparisons extracted from a summary document; these illustrate the
differences in the conclusions where different inclusion criteria for study design have been applied

Brain cancer — malignant glioma7

In this review, only randomised and clinical controlled trials would have been included.

Disease and interventions Statement of evidence/effect Reviewers' conclusion (for
practice)

Treatment: biopsy versus resection
for malignant glioma

'No trial-based recommendations
, . . can be made, given the
absence of any controlled studies
in this subject.'

Not available

Vulvar cancer8

In this review, other study designs were considered. As with the above example, there were no
randomised or clinical controlled trials. Instead, two observational studies involving 94 participants were
included.

Disease and interventions Statement of evidence/effect Reviewers' conclusion (for
practice)

Treatment: surgical interventions
for early (cTlNOMO) squamous
cell carcinoma of the vulva

'The available evidence regarding
surgical treatment of early vulvar
cancer is generally of poor
quality.'

'From the evidence with
sufficient quality we conclude
that radical local excision,
ipsilateral lymph node
dissection in lateral tumours
and triple incision technique
are safe treatment options for
early vulvar cancer. However,
superficial groin node
dissection results in an excess
of groin recurrences compared
to a full femoro-inguinal groin
node dissection.'

tThese have been simplified here, but still illustrate the basic structure and key components of summary documents of CRG output.

was likely in four reviews, and there were missing
sections in two reviews. Failure to collect outcome
data on adverse effects of treatment and quality of
life/function was also commented on in several
reviews. Specific comments were sent for 62 reviews.
Given the number of comments and the special
nature of the project, we decided to approach CRGs
directly rather than through the comments/criticisms
facility within The Cochrane Library.

In return, we received useful comments on
individual reviews from the CRGs. For instance,
some insight was provided on the current activities of
the Clinical Trials Unit of the Medical Research
Council in assisting the conversion into Cochrane

format of cancer reviews involving meta-analysis of
individual patient data that were already published,
or pending publication, in journals. Useful com-
ments on the structure of the summary document
were also received. Two groups confirmed that they
were satisfied with the interpretation of the findings
of their reviews. We were also informed of the
activities of the Cochrane Cancer Network and of the
pending Cancer Library, a specialised database
including Cochrane reviews.

One coordinator queried whether policy makers
'shouldn't be using an entire review, not a summary
of it?'. Here we note that our aim was to enhance
awareness of what is available; it was not to
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discourage people from using The Cochrane Library
directly, nor stop them from reading whole reviews.

From others

Responses from local and other contacts, via the
public health network, ranged from mild interest to
encouraging. There was some interest in collabora-
tion to avoid duplication of effort. Generally, people
seemed aware of The Cochrane Library and had
accessed the CDSR. Local feedback included a stated
preference for effort to be directed towards the
enhancement of the evidence base for specific 'areas
identified as having clinical questions' in vascular
diseases. The summary of the implications of the
tobacco addiction reviews was confirmed to have
been of direct use by local researchers in this area, and
the project resulted in The Cochrane Library being
consulted as a matter of course.

We were informed/reminded of several local and
nationwide initiatives. The latter included the 'on-
demand' service provided by the ARIF (Aggressive
Research Intelligence Facility) Unit, West Midlands,
UK; the Health Evidence Bulletins, Wales; and the,
now available, 'Wider public health' report generated
in response to the White Paper, Saving Lives: Our
Healthier Nation (published in 1999).9'10

Discussion

We set out to examine and enhance the utility of the
CDSR to inform health policy and clinical practice
locally. The results of a previous project had shown
its potential to be unrealised. Our further efforts
involved the collection of the main recommendations
from Cochrane reviews in a systematic fashion
beginning with three main areas: cancer (including
tobacco addiction), vascular disease and musculo-
skeletal injuries.

The project was curtailed prematurely. This was
not due to any difficulties with generating and
maintaining the results in a derivative database. The
processing of all reviews in HImP priority areas, if
not all the reviews in the CDSR, within four issues of
The Cochrane Library was considered feasible.
Updating of already available CRG databases with
new reviews and new information from updated
reviews was successfully done. Similarly, the merging
of reviews of one healthcare area (cancer) from
several CRGs was found to be practical. Admittedly,
some reformatting was envisaged, mainly aimed at
the reduction of repetitive editing and enabling
access, but, in essence, the product was considered
viable. There were other reasons, as follows.

Limitations of coverage

Currently, the overall coverage of the above areas in
the CDSR is poor, with the notable exceptions of
stroke, tobacco addiction and hip fracture. Of
particular note is that some of the reviews of the
more common cancers have been converted from
overviews including individual patient data pub-
lished in paper journals, and that this is likely to
continue. Thus, at present, the CDSR by itself cannot
be considered the sole source of evidence from
systematic reviews, although it does provide an
important information base for select topics. How-
ever, though our project was confined to the CDSR,
summaries and references of other systematic reviews
are presented in two other databases within The
Cochrane Library. Structured abstracts of other
systematic reviews, which have been critically
appraised by reviewers of CRD, are provided in
DARE (Database of Abstracts of Reviews of Effect-
iveness), as well as references to other reviews.
Abstracts of reviews are also presented in the related
Health Technology Assessment Database. Neither of
these databases were investigated in this project but it
is noteworthy that the vast majority of the 236
appraised reviews located via the search word 'cancer'
were cancer reviews in DARE, Issue 4/2000. Also of
potential relevance is the general absence of Cochrane
reviews of diagnostic methods.

One commonly perceived limitation could also be
in the sole inclusion of evidence from randomised
and often quasi-randomised trials in the majority of
Cochrane reviews. This correctly, or at least
generally, results in a lack of stated implications to
take forward for policy/practice in cases where there
is an absence, dearth or insufficiency of evidence
from randomised trials. Whilst still informative,
such cases are a potential source of frustration for
policy makers and health practitioners who feel the
need to make 'some' decision notwithstanding the
lack of robust evidence. However, though the
inclusion of non-randomised evidence is accepted
by some parts of the Cochrane Collaboration, the
methodology for reviewing non-randomised evid-
ence is relatively underdeveloped and the validity of
such evidence more open to question. One of the
greatest strengths of the Cochrane Collaboration is
the substantive effort that has gone into locating
randomised and controlled clinical trials. This is
reflected by a fourth database in The Cochrane
Library, the Cochrane Controlled Trials Register,
which contains the product of comprehensive and
systematic searches, including that of several elec-
tronic databases and manual searching of journals
and conference proceedings, by members of the
Collaboration. Thus the failure to locate evidence
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from randomised trials can still be considered an
important finding.

Lack of support for the project

We found only limited support for the products of
the project, either locally or further afield. This may
be due to a number of reasons. First, due to the
limited coverage mentioned above. Second, due to
considerable policy overload in the NHS - we found
most people were busy dealing with the constant
outpouring of national guidance. Specific to cancers
and coronary heart disease (CHD) there is national
guidance, the Calman-Hine report, as well as the
CHD national service framework, both of which are
presently consuming management effort.11'12 Third,
as policy makers we found very few reviews of direct
relevance for policy and we could not see a
straightforward way to use the commissioning
processes in the NHS to implement available
findings. Thus, even if we tried to specify any
recommendations, our ability to performance man-
age these would be limited because of lack of relevant
information for monitoring purposes.3 Fourth, that
the greater awareness of, and access to, The Cochrane
Library reduced the perceived need for intermediate
(derivative) products such as ours.

Other developments which increased the risk
of duplication of effort

Before we embarked on this project we were aware of
several initiatives where Cochrane reviews, alongside
other evidence, were summarised in guidelines (for
instance, those of the Scottish Intercollegiate Guide-
lines Network (SIGN)) and related documents for
specific areas of healthcare. Some of these (such as
ARIF) are 'one-off' facilities with no remit for
updating, but others, such as SIGN, are formally
committed to updating. One initiative of which we
were unaware was the 'Wider public health' initia-
tive.9 This broad initiative was in response to the
White Paper, Saving Lives: Our Healthier Nation, with
its focus on what it refers to as 'the main killers:
cancer, coronary heart disease and stroke, accidents
and mental illness'.10 The 'Wider public health'
report, completed in August 2000, is aimed at being
'principally a source document containing brief
summaries and references to the results of reviews
relevant to the wider public health agenda'.9 It can be
downloaded from the Internet site and arrangements
have been made to keep it up to date. It is structured
according to policy statement, summaries of the
systematic reviews of relevant evidence and refer-
ences. Finally, although the CDSR and DARE were
used as 'important starting points for identifying

systematic reviews relevant to the wider public
health', searches of additional sources were under-
taken. The emphasis on the health policy priority
areas in the White Paper, and consequently with
those in HImP, the structure of the report, the free
and easy access, the commitment to updating, the
inclusions of Cochrane and non-Cochrane reviews
makes this a strong and useful document. It also
markedly reduced the need for our project.

Conclusions

In conclusion, this project found that:

• there is a growing awareness and use of The
Cochrane Library

• the coverage of many healthcare areas in the CDSR
is currently limited and, anyway, the CDSR should
not be used as the sole source for systematic review
evidence

• the local provision of a derivative product, as
described above, was of unproven benefit and was
perceived as being of less potential usefulness
relative to other evidence-based activities

• other initiatives, and specifically the 'Wider public
health' initiative, diminish the need for locally
produced database summaries of the CDSR. The
latter initiative is also valuable because it starts
with many of the key questions of relevance to
implementing local policy and seeks evidence for
it from not just one, but all, relevant sources.

For these reasons and in view of our limited resources
we could not justify the wide-ranging approach we
started with. Perhaps the way forward would be to
concentrate on a few key areas and work closely with
a clinical team to ensure that research and practice
can be fully integrated. And, it may be that the
derivative product we envisaged would have a role in
this context.
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Change management 

Very soon the focus shifted to change management and this is where I started 
bringing science and art together. It was also great to work with Carole Langrick and 
Yvonne Ormston, for example, who were very committed managers and we were 
able to demonstrate the importance of doctors and managers working together. The 
secret to success in my view is: identify the problem, get the evidence (and this is 
not a one-off, you have to keep repeating as stakeholders raise new concerns), think 
innovatively, communicate and engage (I still remember the 8 times 8 ways rule I 
learnt from Mayo Health System – you have to give the same message 8 times in 8 
different ways before it is taken on board), remove barriers and align incentives. 
Working with researchers and managers then is crucial.  
 
The nurse-led back pain clinic started with reviewing current management of patients 
with low back pain in Middlesbrough, thanks to help from Ifti Lone and Charles 
Greenough, and built on the local research we had undertaken. But as the 
subsequent experience showed, practice in the NHS does not change fast. (Two) 
Decades later I was fascinated to see that the Health Foundation was still giving 
awards to professionals who were introducing such a service – this is not to deny the 
contribution of those professionals, as I know from my experience how hard these 
things are. It is just to point out that the policy-makers’ aspirations of transformational 
change and rapid spread of innovation despite the efforts of organisations like the 
Modernisation Agency and the National Institute of Innovation and Improvement, and 
now AHSNs, are going to take decades. There is no in-built self-improvement 
mechanism in the NHS – it is not in the DNA of the organisation, only a few pockets 
of excellence, which are largely personal. 
 
I still stand by what I wrote in my article on observations on medical management 
and leadership: “I can bet two things. One, that you will find that almost every known 
best/innovative practice is working somewhere in the country and second, there will 
not be a single place where all of these will be working!” 
  
Madhok R, Green S. Orthopaedic Outpatient Referral Guidelines: Experience in an 
English Health District.  International Journal of Quality in Health Care 1994;6:73-6.  
Madhok R. Achieving change: an offer you can’t refuse? Public Health Medicine 
1999;1:31-3. 
Madhok R. To Achieve Change: Further Observations and Suggestions. Public 
Health Medicine 1999;3:112.   
Madhok R. Adopting best practice in the NHS: are we there yet? Public Health 
Medicine 2001;3(1):12-3.   
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Public health  
 
On the Faculty of Public Health 

I was very concerned with what was happening to the Faculty of Public Health in the 
1990s. In the clamour for ‘multi-disciplinary’ public health we had lost sight of the 
important contribution of the medically trained practitioners in the NHS. I was a 
champion of non-medical public health practitioners, thanks to the early influence of 
Barbara Wallace, and my concern was simply that we were going to ignore a much-
needed profession. In fact that cadre was just what was required for the senior 
management positions in the NHS; rather than ‘professional’ managers we would 
have been better off with professionals as managers. I tried to raise my concerns in 
various ways, but the wind was blowing in that direction and I resigned myself to the 
outcome. The book that we then published on public health in Manchester showed 
how marginalised the specialty had become.   
 
Madhok R. Conspiracy or cockup: The results may be the same unless we act. 
Newsletter of the Faculty of Public Health 1999;1(2):16. 
Madhok R. Wei Chee: NHS reorganisation and public health medicine. Newsletter of 
the Faculty of Public Health 2002. 
Madhok R. Foreword. In Jones E, Pickstone J. The Quest for Public Health in 
Manchester. The industrial city, the NHS and the recent history. Carnegie 2008. 
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Scope of public health 

Because of the changes to the specialty and the Faculty, I started to wonder whether 
we had lost direction altogether, and were becoming neither fish nor fowl. We were 
still in the NHS, but neither respected nor qualified to contribute effectively there, and 
equally distanced from the wider determinants of health agenda being pursued 
through local authorities or by activism. Further fragmentation with separate health 
protection function did not help. I was getting concerned about doing the same thing 
over and over again – the Ground Hog Day scenario. And after I had written the 
sentence: “When pressed for specific actions I cited the local health priorities and 
how they would now be addressed in the whole systems way to ensure that finite 
resources are used to maximise health gain by partnership working” in the Health 
Improvement paper, I realised that I had lost the plot; to have used up all the buzz 
words of the time in one sentence, and something which was so Yes, Minister.  
 
Sadly, the talk/jargon has become worse and almost meaningless in practical terms 
– I literally cringe when I hear and read some of the current strategies/papers, 
especially when faced with the reality of almost constant failures in the NHS. I 
suppose it was the surgeon in me, but I had little time for ‘grand strategies and talk’ 
and wanted to focus on making things happen.  
 
My personal contribution to public health in the last few years has been in capacity 
building through education, largely due to Dick Heller’s influence. This was also 
because of increasing interest in global health issues and the need to promote a 
different model of public health; in fact in the Milroy Lecture I had pointed out how 
the (the unreformed) NHS was no longer the solution but was becoming the cause of 
health inequalities. We will have to wait and see what happens with the ‘full circle’ 
move back to local authorities, although I think the new DsPH have a really 
challenging job and I wish them luck.  
 
Madhok R. New NHS, new public health, new me. Public Health Physician 1998;9:5-
6. 
Madhok R. Wanted: A real health improvement programme. Public Health Physician 
1999;10:3-5. 
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Working with peers 

In my second stint as a director of public health, I was becoming more curious about 
how to ‘manage’ peers, and whether I had actually learnt anything (having made 
many mistakes, as Paula Whitty and Jane Halpin would know) from the first time. 
That led to the paper that I did with Tim Allison; this was also an attempt to 
encourage my colleagues to self-reflect. We had an agreement that both of us would 
write openly and neither could influence or alter what the other wrote. I got the sense 
that there was more room for improvement for me! I think people management, 
especially in the NHS, is a very hard job, and I certainly did not always get it right. 
Although I have not kept in touch with Tim, I know that he had become a DPH and 
am sure he is doing very well as he was good, and I wonder what he would make of 
our experience, and his own management/leadership.  
 
I am not aware of any similar attempt to look at this issue, from either DsPH or 
medical directors – there is obviously talk of medical directors in trust vs chairs of 
medical staff committees and now CCG chairs and GPs – and perhaps the new 
Faculty of Medical Leadership and Management should explore this interface. 
 
Madhok R, Allison T. Working together: Observations of a Director of Public Health 
and a ‘New’ Consultant in Public Health Medicine. Public Health Medicine 2000;2: 
80-2. 
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Annual report of the director of public health 

I was fiercely protective of the right of the director of public health to publish an 
independent report annually; this was partly in line with my vision of medical 
leadership and partly to do with the need to have some local assessment. I have 
limited interest in national level work – I do not deny the importance but unless 
national policy is backed up by local efforts things are not going to work. This is 
where I saw the DPH as an important position. Of course with the fragmentation of 
the specialty and many other local medical leaders in the system, there is limited 
scope for such reports now; another sad loss for the NHS. It was not an easy 
balance any way, and I was impressed with attempts made by some of my other 
DPH colleagues who produced wonderful reports. Given the current ‘blame’ and 
‘spin’ environment, I cannot see many people wanting to take on this mantle.  
 
Madhok R. Annual report of the Director of Public Health: A personal account. 
(Unpublished- not sure what happened as it had been accepted!)  
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INTRODUCTION 

The Acheson Committee of Inquiry into public health function, in 1988, reintroduced 

the concept of reports on the health of the local populations and a subsequent circular 

made it mandatory for the directors of public health (DPH) to produce an annual 

report.  (1,2) The requirement for and the importance of the reports was reinforced in 

the 1997 White Paper: The new NHS Modern Dependable which stated that “The 

independent annual report by their director of public health will inform the decisions 

of both the health authority and its partners. It will be the starting point for the health 

improvement programme (HImP) ”. (3) 

 

Much has been written about the content and usefulness of the annual reports of the 

DPHs including a commissioned study by the Department of Health recently. (4 -8)  

However, given the impending changes in the NHS it is important to review this 

subject; with the creation of a large number of DPH posts at the primary care trust 

levels, many of which will be occupied by people without the necessary experience 

this paper is timely. The paper describes personal experiences of writing annual 

reports over the last seven years; it briefly describes the content of each report and 

then discusses important lessons. 

  

DESCRIPTION OF ANNUAL REPORTS FROM 1995-2001 

I took up my first post as a DPH at Gateshead and South Tyneside Health Authority 

(pop. C 360,000) in October 1994; the Authority covered a diverse geographical and 

social area in the north-east of England. In January 1998 I moved to become the DPH 

at East Riding Health Authority (later to become East Riding and Hull Health 
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Authority) with a resident population of c 580,000 living in two contrasting local 

authority areas: urban and deprived Kingston upon Hull and the rural and more 

affluent The East Riding of Yorkshire. 

 

The Box summarises the seven reports during the period from 1995-2001; copies of 

full reports can be made available and here I have highlighted the main messages.  

   

LESSONS 

The main lessons from my experience follow; note that this paper is not a critical 

assessment of annual reports of the DPH in England nor a detailed how to do it guide, 

for which the readers can consult the references quoted, but rather a personal account.  

 

What is the purpose of an annual report must be the first question that the DPH should 

clarify. Obviously there is a requirement to produce one but for what purpose is not 

very prescriptive. Arguments have been out forward for a standard and core content 

for all DPH reports in England to allow comparisons between different districts. 

Whilst acknowledging some merit in this view I have felt the reports to be of most use 

locally and not necessarily nationally. In my second post I reflected on this situation 

and proposed the following objectives for my reports: 

 Provide an assessment of the health needs of the local people; 

 Comment on significant issues including policies and procedures affecting health; 

 Be an independent record of significant events; 

 Reflect the public’s priorities and be the voice of  the people; and, 

 Give a balanced and realistic view. 
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Closely related to the above is the issue of who is the audience? It is not easy to reach 

everyone with a single mechanism like the paper based annual report. For the last four 

years, I have published the distribution list with each report and included the public 

via local libraries. It would, however, be wrong to suggest that the reports were 

written for the general public; in the main my audience remained the major, and 

traditional, stakeholders including the local authorities, community health councils, 

voluntary groups, universities and members of parliaments. 

 

Having done that, what should be included in the annual report is the next problem. 

The issue has become acute in the recent years when there are a plethora of 

documents and easy access especially via internet to many of these. Not only had I to 

avoid any clash with the health authority’s annual report, another statutory 

requirement, I also had to avoid overlaps with other major policy documents 

especially the HImP, in the later years. Given this scenario I have been rather 

selective, but it has drawbacks. I have been criticised for ‘ignoring’ important issues 

by some of my audience, over the years. Most recently, I resorted to including 

signposts to other sources of information to prevent any accusation of biased 

reporting. Overall, although I addressed the objectives (mentioned above), each year I 

focussed on a central theme (see box). 

 

Who should write the report is another issue. Although I asked colleagues to 

contribute I was clear that the reports were my responsibility; I shaped the style and 

content and had overall editorial control. When I commissioned something I made it 

clear that I would take liberties with the submission. However, in return I 

acknowledged contributions and agreed with them the final product before printing. I 
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also sought comments from my chief executive and chairman - very rarely was there 

any disagreement about the particular content matter and always there were very 

helpful comments about style; I learnt how to manage 'politics' and make my points 

without giving offence. I am aware that this experience is not unique; I have heard of, 

and personally know, colleagues who have been censured.  

 

The timing of the report became easier with the need to align it with the local 

planning cycle and the production of the HImP. I aimed for autumn release of my 

reports although I now believe that when to launch the report is not crucial; most of 

my central messages were ‘timeless’. It does, however, help to have a fixed point on 

the calendar as people’s minds then get focussed. 

 

How to disseminate the reports is becoming an interesting area. Apart from paper 

based reports, there are options of sending them on disks and videos and post them on 

websites. In addition, apart from mail shots there are presentations and media 

releases. Obviously the reports need to be presented formally to the health authority 

board but I often resorted to large meetings to formally present my reports with audio-

visual aids, these have been open to most of the people on the distribution list. At 

some of these meetings I also arranged for colleagues from local authorities, 

community health councils or NHS to comment after my presentation. This ensured 

that at least somebody would read the reports (sic) but more importantly it got the 

debates going and encouraged ownership of my messages. 

 

CONCLUSION 
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Although there is a sense of relief after producing the report, overall I have enjoyed 

the task. It is a positive experience with a sense of achievement. The responsibility to 

be the custodian of the health of the resident population is enormous and I always felt 

it a duty, and a privilege, to take the opportunity to influence policies and services 

affecting them. It is also sobering to note that the requirement for an independent 

annual report by the DPH in England is unique in the developed world. It is important 

to produce the reports to record successes and challenges. It is easy to forget that 

progress in public health is being made, although not always as fast and as much as 

we would like, and equally that many significant issues affecting the health of the 

population continue to pose challenges. Thus, over time I placed special emphasis on 

various issues including smoking, infection control, globalisation, regeneration, drug 

prescribing, education and patient safety, for example. 

 

In addition to the reason that it is a requirement to produce an annual report as a DPH 

I found it a wonderful opportunity for continuing professional development. Each 

year, whilst preparing the reports, I learnt new things. The process helped to clarify 

my thoughts and confront prejudices; for each topic, and indeed each statement, I had 

to be sure that it was objective, based on facts and balanced. It also gave me the 

opportunity to network locally and further afield, both whilst writing and during 

dissemination.  

 

To incoming DsPH I would suggest that they seize the opportunity and from the 

outset produce reports on the health of their populations. 
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BRIEF DETAILS OF ANNUAL REPORTS FROM 1995 - 2001 

A. Gateshead and South Tyneside Health Authority  

 

Public health matters in South Tyneside and Gateshead (1995) 

For my first report I took the opportunity to take stock of  the health of the people of Gateshead 

and South Tyneside and concentrated on some of the most pressing public health issues. These 

included local health and lifestyle survey, perinatal and infant mortality in Gateshead, drug 

prescribing, smoking and infectious diseases. 

 

Hearts and minds (1996) 

This report focussed on the key priorities of heart disease and mental health and talked about 

winning hearts and minds.  It outlined some tips for improving  health, as follows:  

 Concentrate on priorities – heart disease including smoking and mental health including drugs 

and substance misuse are important enough for us to concentrate on in the next few years. 

 There are no quick-fix solutions – at least not for big changes. 

 Money will not solve all problems – yes, more money will  help but we need to change our 

mind set too and use resources better. 

 Play the long game.  We must not only be concerned about  here and now but think of our 

own future and that of future generations. 

 Be determined – do not get distracted and diverted.  Things do change and improvements will 

occur. 

 Become opportunistic – and create opportunities. 

 Work with others in partnership. 
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 Our population comes first.  We do have a duty to our masters but we must not forget that our 

primary purpose is serving our people.  If we are smart the two goals can become one. 

 Do not have rigid attitudes and plans – seek change and learn to enjoy  it. 

 Finally, be a realist.  One of my favourite quotes is by Forrest Gump: “Dream, but don’t give 

up the day job”. 

 

The watershed year (1997) 

I reflected on the experience of working in the area over the last three years and in the light of the 

change of Government asked the policy makers to reflect on the dilemmas and decide where the 

balance should lie on the following; the report built on a paper I had sent to Tony Blair following 

a meeting in 1996 when he was the Leader of Opposition. 

 Prevention versus Cure: What is the appropriate balance between preventive and curative 

services?  The former is about the health of the population and longer term needs whilst the 

latter is about individuals and immediate needs.  It is not an either/or decision; rather it is 

about balancing short term demands with long term aims. 

 Competition versus Collaboration:  When to promote competition and when to promote 

collaboration?  Should competition be based on price along? Or is there another way of 

promoting healthy competition e.g, through quality? 

 Efficiency  versus Effectiveness:  Is the NHS about treating a large number of people or is it 

about treating appropriately through effective interventions and according to need?  Increasing 

throughput can sometimes only be done by promoting `less effective’ practices?  And what is 

effectiveness?  Increasing throughput and reducing waiting lists may be entirely effective 

politically, but are they effective from a 

 population health perspective? 
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 Choice versus Equity:  If  everybody has a choice how can equity be maintained?  And what 

is meant by equity: is it equity of access, standards, or opportunity? 

 Planning versus Market Forces:  Do we actively plan or allow market forces to rule?  It is 

clear that planning for the medical or nursing workforce or special services can not be done at 

individual Trust or Health Authority level, and that market systems sometimes can not, or will 

not, plan. 

 Primary Care Led NHS versus Health Improvement Focussed NHS where everybody has a 

role:  Whilst not  denying the need to ensure better primary care services it has to be 

acknowledged that other players including hospitals also have a major role to play.  In 

addition, primary care  is sometimes seen as synonymous with general practitioners and not 

the team. 

 GP Fund –Holding versus Commissioning:  Is GP fund holding the best way to ensure 

optimum resource utilization or should there be commissioning?  In which case at what level  

should there be GP commissioning:  if too small then what is the difference from GPFH and if 

too large why not have the previous districts? 

 Local Access versus Patient’s Inconvenience:  How can we ensure local access unless we get  

hospitals to pool resources and get consultants to travel without losing economies of scale, for 

example? At the core of this is the issue of centralisation or decentralisation of services. 

B. East Riding (and Hull) Health Authority 

 

Health for all: Dream or reality (1998) 

I produced this report shortly after arrival in the East Riding Health Authority Area and used the 

opportunity to get public health high on the agenda. 
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The report focussed on New Public Health to meet the health challenges in the global village. 

New Public Health is about the culture of added value, that is, of ‘And’ or ‘Or’.  When I first 

joined Public Health I was told the story of the professionals at the river bank: a nurse, a general 

practitioner, a surgeon and a public health practitioner were standing by the river bank when some 

distressed and drowning people started coming downstream.  The nurse, the GP and the surgeon 

jumped in and started pulling these people out of the river and resuscitating them whilst the public 

health practitioner started walking.  The others shouted out `Where are you going, come and give 

us a hand’.  The public health practitioner answered `I am giving you a hand.  I am going 

upstream to find out why these people are coming downstream and stop it’. 

Over the years, whilst observing the on-going debate about whether the public health job was 

upstream or downstream,  I became convinced that the distinction was artificial.  There is little 

value in discussions about upstream or downstream, quality or cost, doctors or nurses, 

professionals or managers, good or  quick, for example.  Our job must be to work upstream and 

downstream, ensure quality and affordable cost, involve doctors and nurses, professionals and 

managers and above all we must do good work and quickly. 

 

Health Improvement: back to basic (1999) 

This report examined the opportunities and challenges presented by globalisation. Four key issues 

were identified:  information, new technologies, changing societal circumstances with an ageing 

population and collapse of  family and carer networks, and the environment.  The main message 

of the report was the need to address basic issues in health improvement.  The ten greatest  public 

health  achievements of  the twentieth century were seen as relevant for the next  century too – I 

suggested that we focus on these measures and  ensure that all our residents have equal 

opportunity of access to them. 

 Vaccination 
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 Motor vehicle safety 

 Safer workplaces 

 Control of infectious diseases 

 Fewer premature deaths from heart disease and stroke 

 Safer and healthier foods 

 Healthier mothers and babies 

 Family planning 

 Fluoridation 

 Tobacco control 

 

Modernise or Bust (2000) 

This report examined two key issues:  medical safety and modernisation in the NHS.  This was 

prompted by the extensive coverage of medical mishaps and the governmental drive for 

modernisation in all public sectors including the NHS.  These two interrelated themes would only 

be addressed by making sure that we do what is best for the patient rather than remain role 

oriented, and was the main focus.  The way forward is the `My Mum’ principle:  `If my mum 

moved into the Hull and East Riding area, and became unwell, what sort of care would I wish for 

her?  Is the level of care that the local NHS offers acceptable for my mum?’  Soul searching can 

help us see the NHS as others see it: some good  parts but many in need of a  complete overhaul.  

There are many problems with the current system: doctor centredness; lack of whole systems 

approach because of professional demarcations and inflexibility of roles due to `tradition; variable 

standards; inflexible working practices (eg 9-5 Mon to Fri); lack of appropriate 

information/advice at the time when it is needed, for example.  All these need to change and 

medical practice must move with the times. 
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Safe and modern services should not be optional.  If we are going to provide a 21st century NHS 

then we must change our thinking and our practices in order to provide the  service that we would 

want for `my mum’. 

(the report can be downloaded at www.healthpromotionservice.co.uk) 

 

Health matters: way to go (2001) 

 

In my final report as the Director of Public Health of the East Riding and Hull Health Authority, 

given the NHS  re-organisation, I reflected on  the past and also looked to the future.  I felt that 

considerable progress had been made locally; resources had been targeted at the most  important 

public health priorities and at the most disadvantaged sections of the population locally and that 

was the way to go in the future.  However, there was also a long way to go  given  some 

entrenched health problems and tremendous organisational changes.  The gist of the report was 

the need to create enabling conditions for the  transformational  change and provide the 

springboard for the moonshot.  I urged local leaders to aspire  to the vision of the space 

programme and paraphrased John F Kennedy “Before the decade is over, all citizens will have  

access to necessary services to enjoy good heath and realise their full potential throughout their 

lifetime.  All services will be Safe, Timely, Effective, Efficient and People-centred”.  The STEEP 

challenge was posed and I urged the two local strategic partnerships to create a Citizen's Charter 

setting out rights and responsibilities around key issues of education, health, employment , 

housing and community safety and, a futuristic model for  health and social care provision. 

(the report can be downloaded at www.healthpromotionservice.co.uk) 
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Quality and patient safety 
 
From the start of my career when I first heard of the work done by Brendan Devlin on 
CEPOD, saw Liam Donaldson’s leadership in the North East, had my time at the 
Mayo Clinic and then had a chance lunchtime conversation with Don Berwick, I have 
been hooked on improving quality and patient safety in the NHS (and in India). The 
recent paper on commissioning for quality describes the attempt to put all the 
experience to use and see how to make a difference in the NHS. (In another irony, 
and reminiscent of my experience of publications and my views on public health 
described elsewhere, the paper was rejected outright by the Journal of Public Health. 
It was selected as a highly commended paper in 2013 by Clinical Governance: An 
International Journal).  
 
We had made some real gains in promoting quality and safety in the last few years 
but for the life out of me I cannot see how we can safeguard patients in the current 
NHS system given the triple whammy of a complicated system, limited resources 
and a serious lack of capability; my colleague, Judith Strobl, who perhaps is now the 
most knowledgeable and experienced commissioner for quality, and who has only 
recently returned from a fellowship at the IHI, Boston, has been another casualty of 
the reorganisation, having been made redundant.  
 
I appreciate the problem of not blaming individuals, given systemic issues, but the 
current thinking of blaming the system is a cop-out; someone has to be accountable. 
 
Thomson RG, Lavender M, Madhok R. How to ensure that guidelines are effective. 
British Medical Journal 1995;311:237-42. 
Madhok R, Allison T, Kingdom A, Ross D. Clinical governance: experience from a 
health district. Journal of Clinical Excellence 2000;2:139-46. 
Strobl J, Madhok R. Commissioning for quality: experience in an English primary 
care trust. International Journal of Clinical Governance 2012. 
Madhok R. Staff should be protected from ‘never events’. Health Service Journal. 8 
January 2013. 
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The assessment of a health practice and the develop-
ment of a policy for the use of that practice is the final
step in a long process that begins with a research idea
and ends in actual changes in people's health. All the
accumulated research, development, arid experi-
ence is converted into practical recommendations
that largely determine what happens to a patient. In
this pivotal position the design of a policy deserves
whatever effort is required to ensure that all the
proceeding work is put to the best effect'

There is an explosion of interest in guidelines, reflected
in a vivid debate ranging from "the best thing since
sliced bread" to cries of "cookbook medicine" and
fears of constraint on clinical freedom.-* Furthermore,
the Department of Health has introduced an initiative
to encourage the adoption of evidence based guidelines
within purchaser-provider contracts,"" and a review of
the effectiveness of clinical guidelines has recently
been published."

The subject of guidelines is complex. Even for
enthusiasts, ensuring that guidelines are effective by
addressing each pan of the complex chain of develop-
ment, dissemination, implementation, and evaluation
(fig 1) can be a daunting task. There are an increasing
number of publications on the subject—for example,
on the details of guideline development and effective-
ness.' '•'''* In particular, the seminal work of Grirnshaw
and Russell has led to a much quoted taxonomy of the
factors that influence the effectiveness of guidel ines. '"
We have drawn together die key messages from this
literature and represented them in the form of a series
of reflective questions to guide readers through this
complex but important maze.

Research

(Wished knowledge

I Guidelines developfnent :-*< ~j Review

Dissemination

'

Summary' points

» Guidelines are a way to support effective
clinical practice

o There is a growing body of literature on the
factors that influence the effectiveness of guide-
lines

• Reference to these factors will enhance the
likelihood of achieving the objectives of guide-
lines

• The use of this series of reflective questions
rooted in this literature will support the effective
de%'elopment, dissemination, implementation,
and review of guidelines

FIG I—Chain of events to produce effective guidelines

Why guidelines? What are they?
Before addressing the practicalities, it is worth

reminding ourselves of the reasons for the prominence
of guidelines. These include an emphasis on audit and
improving the quality of health care; medical advances
and increasingly complex clinical decision making;
unexplained variations in dinicai practice; heightened
public awareness of, and participation in, decision
making; and a more explicit debate about the use of
limited resources.

Chambers' English Dictionary defines a guideline as
"an indicator of a course that should be followed, or of
what future policy will be.":" In clinical work several
terms have been used, including guidelines, practice
policies, clinical policies, practice parameters, proto-
cols, and algorithms.

Perhaps the clearest definition is that of the Insti-
tute of Medicine, guidelines being "systematically
developed statements to assist practitioner and patient
decisions about appropriate health care for specific
clinical circumstances.";° Guidelir.es also have a role in
supporting quality assurance and audit, including
providing the framework again5;! which care can be
evaluated.

Regardless of these differing definitions, there are
common elements. Guidelines can:

• Help patients and professionals to make decisions
about health care

• Describe appropriate care based on the scient i f ic
evidence and broad consensus, leaving room for
justifiable variations in practice

• Focus on specific circumstances while taking into
account organisational factors, community charac-
teristics, and other influences on health care delivery

BMJ VOLUME 311 22 JULY 1995 237
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Within the East Riding and Hull Health Authority area, there was support for clinical governance (CG)
when it was first mentioned in the 1997 White Paper, but equally there was a desire to learn from past
experiences with clinical audit and quality improvement efforts. This led to a 'whole systems' approach to
the development and implementation of the programme. All NHS organisations came together at the
beginning to create a common vision and then set up appropriate mechanisms to achieve it. A simple yet
comprehensive framework was devised and CG was defined as 'Doing things that matter'. It incorporated
the three main elements of research, audit and training. The aims were to make it part of everyday
business, adopt a systematic approach linked to the local health improvement programme, change systems
to improve quality, invest in the longer term, support individuals, and work together to maximise value
for money from available resources. Progress has been made in terms of structures, processes and
outcomes since then. Equally, lessons have been learnt. In conclusion, CG provides an opportunity to
improve health and the quality of care being provided to the population. However, although the task is
satisfying, it can be challenging. This paper from a group at a health authority provides an overview and
should inform future developments.

Keywords clinical governance, health authority, health care, policy development

Introduction

You hospital superintendents are too easy. You work
hard and faithfully reducing your expenses here and
there - a half-cent per pound on potatoes or floor polish.
And you let the members of the [medical] staff throw
away money by producing waste products in the form of
unnecessary deaths, ill-judged operations and careless
diagnoses not to mention pseudo-scientific professional
advertisements.1

These words come from Codman whose work is little
known in the UK. Ernest Amory Codman (1869-
1940), a physician at the Massachusetts General

Rajan Madhok is Director of Health Policy and Public Health at
East Riding and Hull Health Authority; Tim Allison is a Consultant
in Public Health Medicine; Andy Kingdom is a Clinical
Governance Coordinator; and Duncan Ross is Assistant Director
of Primary Care, East Riding and Hull Health Authority.
Correspondence to: Professor Rajan Madhok.
Tel: 01482 672074; fax: 01482 672062;
e-mail: rajan.madhok@eriding-ha.northy.nhs.uk

Hospital in Boston, USA, set a standard for evalu-
ation of the end results of medical care that is still
eluding health care systems including the NHS. This
has not been due to a lack of trying on the part of the
policy makers and professionals over the last century.
For example, the 1990 NHS reforms sought to
improve standards of care through clinical audit
and clinical effectiveness. The theme, albeit under a
new umbrella, clinical governance (CG), has now
been followed through in the 1997 NHS changes.2'3

So, is CG reaching the parts that previous quality
improvement programmes failed to reach? Is it
having an impact? How can it make a difference?

This paper describes the approach adopted by a
health authority to promote CG. It is in three parts.
Part one describes the setting, background, the model
and the role of the authority. Part two summarises
the progress in the past two years and includes
specific examples. The experience is then analysed to
inform the future development of the programme
and these are described in part three.

2000 Radclifre Medical Press Journal of Clinical Excellence 2 (2000)
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Part one: Setting, background, the model
for clinical governance and the role of the
health authority

Setting

East Riding and Hull Health Authority is located in
the north of England and serves a population of
approximately 580,000 people. There are four prim-
ary care groups (PCGs) in the area with a total of 298
general practitioners. Following recent mergers (in
1999), one hospital trust, one community trust and
one ambulance trust serve the majority of residents.
In addition to standard district general hospitals
services, several regional specialities such as cardiac
surgery and neuro-surgery are provided locally.
There is a postgraduate medical school associated
with the University of Hull. Residents living close to
the borders of the district are served by a variety of
other providers in the neighbouring districts. Inde-
pendent contractor professions are represented by
the local medical, dental, optical and pharmaceutical
committees.

Background

Since the early 1990s there has been strong support
for the clinical effectiveness agenda with robust
arrangements for clinical audit and clinical guidelines
through the East Riding Guidelines Initiative. Funds
were provided each year to the trusts and the local
Medical Audit Advisory Group by the health author-
ity.

This was the environment inherited by the
Director of Public Health (RM) when he took up
the post in 1998 - coinciding with the introduction of
the NHS reforms and CG. From the very beginning
there was a desire to seize the new opportunities
afforded by the reforms, build on existing strengths
and address any shortcomings. Overall there was
support for a 'whole systems' approach to CG. The
multi-agency group (consisting of the most senior
officers of the NHS organisations, local authorities
and voluntary sector) tasked with implementation of
the NHS White Paper in 1998 gave the mandate to
develop and implement a robust programme.

NHS representatives in the area subsequently came
together to share experiences and develop a local
model for CG and especially to learn lessons from
previous quality improvement efforts. It was import-
ant that CG was not seen as the solution to all the ills
of the NHS — it could provide some answers but these
needed to be viewed in the overall societal and policy
context. This was necessary because, in the past,
criticisms had been levelled at the lack of evidence-

based policy making and management whilst evid-
ence-based medicine was promoted. To succeed CG
would need to convince the majority and not rely on
a few enthusiasts. Most importantly, whole systems
would need to be examined and changed; systems
solutions rather than reliance on individuals was the
key.

The model

Whilst acknowledging the many discrete elements of
CG it was decided to link them in a simple yet
comprehensive framework. Clinical governance was
defined as 'Doing things that matter'; the right things,
for the right people and by the right people, the right
way, every time. It incorporated the three main
elements around research, audit and training (the
RAT) model (Figure 1).

Doing things that matter
y right thing
y right people
y right way
y every time

Figure 1. East Riding and Hull clinical governance model.

It was intended that CG considerations would
drive the health improvement programme (HImP)
and link up with main elements of the proposed NHS
reforms. The reforms suggested the development of a
local HImP, which would incorporate the guidance
from the National Institute for Clinical Excellence
(NICE) and the proposed National Service Frame-
works (NSF) and which, in turn, would be translated
into services through the Service and Financial
Framework (SAFF). These services would then be
monitored through patient surveys, High Level
Performance Indicators (HLPI) and by the proposed
Commission for Health Improvement (CHI)
(Figure 2).

The original guidance about CG lacked some
specific details. For example, there was little mention
of arrangements for professions other than doctors,
or resources for the programme. More importantly,
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HLPI
Services ^^Performance

SAFFV / CHI ' framework

Part 2: Progress

Figure 2. Clinical governance in the wider NHS. NICE,
National Institute for Clinical Excellence; HImP, health
improvement programme; NSF, national service frame-
works; SAFF, service and financial framework; HLPI, high
level performance indicators; CHI, Commission for Health
Improvement.

there was confusion about the respective roles of
health authorities and trusts in the districts.

Recognising these tensions it was agreed that the
authority would co-ordinate and support CG activ-
ities across its area and be an exemplar organisation
by adopting the same approach to CG of activities
directly provided by it.

The coordinating role was considered crucial given
the accountability arrangements and the overlap
between clinical governance and quality of care
issues. Trusts and health authorities are separately
accountable to the NHS regional office for the
development of CG while PCGs are accountable to
health authorities (Figure 3). On the other hand,
when health authorities and PCGs commission a
service from a trust, the trust is accountable to the
commissioners for the quality of care provided in
that clinical service.

Figure 3. Accountability arrangements for clinical govern-
ance in the NHS. HA, health authority; PCG, primary care
group.

In addition to the funds ear-marked for clinical
audit extra resources were provided, mainly for the
primary care sectors.

Since 1998 much has happened nationally and
locally. Nationally there has been further guidance
on CG and the establishment of NICE and CHI, for
example. Locally, four PCGs were established. Vari-
ous trust mergers took place and there were
considerable changes in staff.

It is not possible to describe all the activities that
have taken place over the last 2 years. Much of the
work has taken place within the trusts and PCGs,
and, given the position of the authors, it would be
inappropriate to comment on many of these
activities in detail. Nonetheless, the following is a
brief evaluation of the programme across the region;
progress is described in terms of structures and
processes established and the key outcomes
achieved.

Structures and processes

All NHS organisations were encouraged to set up
their own structures and processes for CG. Formal
committees have been established in trusts and PCGs
whilst working arrangements have been put in place,
mainly around their representative committees, for
the other three primary care professions: dentists,
optometrists and pharmacists.

The health authority also set up co-ordinating
arrangements and established the following groups.

• The cross-district clinical governance group co-
ordinates the approach to CG across the area.
Organisations represented include the health
authority, hospital, community and ambulance
trusts, PCGs, independent contractor professions
and the community health councils.

• The primary care clinical governance group links
PCG representatives and health authority repre-
sentatives. It monitors the progress in PCGs and
facilitates and coordinates developments.

• The internal health authority clinical governance
group coordinates the health authority's
approach. It is responsible for CG development
in services provided by the authority and also
facilitates CG elsewhere. Its tasks include the
publication of the bi-monthly newsletter CG
Access and to organise the annual conference.

Two teams of experts have supported the pro-
gramme. The effectiveness facilitation unit (EFU)
includes people skilled in epidemiology, critical
appraisal and health economics, while the primary
care development team (since disbanded and dis-
sipated into PCGs) had people with skills in audit,
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primary care development and consumer involve-
ment.

All groups meet regularly and reports are made to
the respective boards of the participating organ-
isations and to the regional office of the NHS
Executive. Free information exchange takes place
and different approaches adopted by various partici-
pating organisations are shared.

Furthermore, robust arrangements have been put
in place for some discrete elements of CG such as for
risk management by trusts and appointment of
Caldicott guardians and the subsequent audits
around Caldicott arrangements in trusts, primary
care and the authority.

Outcomes

In addition to progress with the infrastructure,
described above, tangible outcomes have resulted.
Some specific examples follow.

Research outcomes

Box 1 shows details of research undertaken by the
authority to ascertain whether its policy decisions
were based on evidence of effectiveness: the most
important source, the Cochrane Library, was used for
this purpose.

Audit outcomes
Given that the precursor of CG was clinical audit, and
the existing infrastructure for audit, it would be no
surprise to note the progress in many areas.

Box 1. Utilisation of the Cochrane database for policy making

Objectives
1. To determine how many systematic reviews carried out by the Cochrane Collaboration have clear

recommendations for local health policy and practice.
2. To examine the extent to which these recommendations have been used within the health authority.

Methods
All completed reviews for each of the Cochrane review groups from issue 1/1999 of the Cochrane Library were
examined. All papers formally considered by East Riding Health Authority during the period 1995-1999 were
searched to ascertain if recommendations from the Cochrane database were quoted.

Results
Clear implication for policy/practice appeared in 61% of the reviews, with some variation between clinical
groups. A need for further research was identified in 94% of reviews, including those for multi-centred
randomised, controlled trials. Search of health authority papers failed to find any mention of the Cochrane
Library.

Conclusion
1. Many Cochrane reviews lack clear implications and the reviews propose further research.
2. Cochrane work is little used within the health authority. This is providing a stimulus for further

incorporation of evidence-based research and review from a variety of sources into health authority policy
and service level agreements.

Increasingly, high risk and HImP priority areas
have been targeted for concerted audits. Some
examples follow.

First, a discreet project has just been completed to
examine medication errors in the neonatal unit at the
acute trust, and as a result no new errors have been
identified in the last 6 months. Pharmacists and GPs
have been involved in other pharmaceutical audits,
largely relating to areas of concern around generic
and repeat prescribing, for example, and around
clinically effective prescribing. In connection with the
latter, the prescription of antibiotics has reduced by
8.5% during 1999-2000.

Second, given the high morbidity and mortality
associated with coronary heart disease, the PCGs
decided to adopt this as a major priority. A
comprehensive scheme has been introduced since
April 1999 to identify and provide annual health
checks and necessary treatment for all patients in the
area known to have ischaemic heart disease. The
scheme is being implemented in 97% of general
practices in the area. It has demonstrated substantial
clinical benefits for patients, with 8521 receiving an
annual 'cardiac' review. A substantial number of risk
factors and associated diseases have been identified
and appropriate action initiated. The quality and
appropriateness of therapeutic interventions has
improved, for example in prescribing rates amongst
appropriate patients for statins, beta-blockers and
aspirin.

The third example relates to the cervical screening
programme, which has been thoroughly evaluated to
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ascertain possible causes for deaths and effective
action undertaken to reduce any preventable deaths
(Tables 1 and 2). The recent set of HPLI showed that
survival rates for breast and cervical cancers com-
bined, in this area, were 28% above the national
average.4

Table 1. Possible explanations for deaths due to
cervical cancer in the East Riding and Hull area

Possible explanation Estimated extent

Non-attenders

Inadequate smears

Diagnostic problems

Communication delays

Poor treatment

Interval cancers

Untreatable cancers

Table 2. Action taken to prevent potential deaths
in the East Riding and Hull area

11.1% of invitees in
1998

18% deaths

12% deaths

? Number

? Number

2% deaths

68% deaths

Possible reason Proposed action

Non-attenders

Inadequate smears

Diagnostic problems

Poor treatment

Interval cancers

Untreatable cancers

Target payment
scheme

Smear taker
identification

Better checking
procedure

Treatment audit

?Review screening
interval

Case reviews with
oncologists

The last example concerns the work of the
authority. Some problems were identified in dealing
with two potentially linked cases of meningococcal
infection at a local secondary school. In addition to
examining all departmental procedures for dealing
with such situations surveys of parents and school
staff were undertaken. The results were discussed at a
departmental audit meeting and led to modifications.
Communicable disease management is an important
yet neglected area for clinical governance.

Training outcomes
Continuing and life-long learning are two important
aspects in sustaining the culture of CG and accord-
ingly attention has been paid to these. In addition to
supporting attendance at conferences and workshops
on specific subjects, such as critical appraisal or
literature searching, adequate library strategies have
been established in the area. Further opportunity for
shared learning exists through the programme of
local CG conferences, an annual overall event along
with specific conference on key subjects, for example
a risk management conference in October 2000.

Key staff have been identified for further develop-
ment; for example, the CG coordinator is studying
for the master's degree in public health and support
has been made available to others.

Finally, based on identified needs, specific work-
shops have been held for relevant groups. All PCGs in
the area conducted a series of 'awareness raising'
events, often on a locality basis. The objective of these
was to explain the nature and elements of CG to
front-line primary care clinical staff. More focussed
workshops were held to establish, monitor and share
the outcomes of the main projects: antibiotic
prescribing and secondary prevention of ischaemic
heart disease. These activities were well attended and
evaluated by primary care staff. The project-based
work identified some specific training needs, for
example a number of practice nurses were supported
to enable study for the diploma in cardiac care.

Part 3: Lessons learnt and the way forward

Lessons learnt

The overall assessment of the local programme
suggests that the principles of CG have been firmly
embraced by all participating organisations and
appropriate structures and processes have been put
in place. Whether they have delivered the necessary
outcomes and whether they will do so in the future
will depend on a number of factors. Briefly, the main
ones are described below.

First, the health system is overloaded with policy
and configuration agenda. There is an unprecedented
amount of policy material in the NHS not just
relating to CG directly but also other aspects of the
service which impact on the programme. Coupled
with configuration issues, for example, there have
been three large scale trust mergers and four PCGs
have been established and are now preparing for trust
status, it has not been easy to keep the programme
moving forward. The establishment of PCGs has led
to some uncertainty about the organisational
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location and resourcing of certain functions particu-
larly clinical audit. The boundary between what could
be perceived as 'PCG-specific' and 'district-wide' has
shifted with time. The reporting arrangements
between and within organisations have been con-
stantly changing with staff movements.

Second, although there is acceptance and indeed
commitment to creating a supportive and non-
punitive environment some recent events, and their
coverage in the national press, for example the cases
of two gynaecologists and the patient with throat
cancer who was seen over 20 times before his cancer
was diagnosed, has not helped. There is scepticism
about CG which if not carefully handled will turn off
the motivated sections of the professions, thus
strengthening the hand of the currently not insignif-
icant number of non-believers. Furthermore, a major
effort has been devoted to risk management - not in
itself a bad thing to do unless it gets stuck at that level
and does not then promote the necessary culture
change and_ creation of an evaluative and learning
environment.

Third, integrated approaches to CG are difficult.
One of the aims of the programme has been to
mainstream the work and not perpetuate it as a
separate activity. Whilst this has happened in a few
areas, for example the cervical screening work
described above, in the main it has not. Audit has
not become integral to routine practice, and has
required additional resources, for example, the IHD
project described required £160,000. This may be
because of the lack of robust information systems but
a major reason has been the culture. Clinical
governance, like its predecessor clinical audit, can
be hijacked by experts; a whole new industry has
grown up around quality improvement efforts, and
the 'average' practitioner may be marginalised.

Fourth, whilst the RAT framework has been
adopted in specific areas, the focus of CG still
remains audit; limited attention has been paid to
integrating research and training elements on the
whole. The recent review of national R & D has
further implications for local programmes and
further enforces the need for attention to the three
main elements.

Fifth, this is a long-term programme which can be
compromised by short termism. As stated at the
beginning of the article it is over 100 years since
Codman made his plea and even now some of his
original messages have not be heeded. Therefore, it is
crucial to allow sufficient time for the development of
clinical governance.

Sixth, CG is a challenge even in relation to trusts.
Primary care groups are accountable to the health
authority, but with their large number of new tasks
and responsibilities, there is a risk of not devoting

enough attention to CG. Their capacity and cap-
ability is limited, and may remain so in the early years
of PCTs. The challenge is even greater for the
independent contractor professions of dentistry,
optometry and pharmacy. The relationship between
health authorities and CHI is unclear. Strictly speak-
ing, CG relates only to the NHS. However, it is
important to ensure the best quality health and social
care for everyone in the community. So, the quality
agenda in social services, including Best Value, the
voluntary sector and the private sector and their links
to CG must be addressed, but again this is a
challenge. In essence, the current arrangements for
CG are not patient centred. Patients travel through-
out the various parts of the NHS and indeed move to
other sectors. Organisation specific arrangements
merely pass the responsibility from one to another
compromising the necessary seamless approach and
thus possibly putting patients at risk.

Seventh, CG has shown that whilst savings can be
made through eradicating inefficient practices and
pursuing clinically effective services, on the whole
appropriate and good quality health care will require
more resources. These are needed not just for
supporting the necessary infrastructure, for example
around information systems, but also around ad-
equate manpower and the costs of new and effective
interventions.

Eighth, there are insufficient levers to promote
excellence, either in the form of rewards or sanctions.
Consultant discretionary points and awards systems
have been criticised in the past and indeed perpetuate
the consultant-general practitioner divide and there
are few opportunities to reward other professions.
Equally there are few sanctions and indeed the basic
performance appraisals and management systems
elude most trusts and are non-existent in primary
care. On the whole, change management in the NHS,
is less well understood and practised.5

The way forward

Experience to date has helped to shape future
development of the programme in the East Riding
of Yorkshire and Hull. A 5-year programme is
planned during which attention will be given to three
main areas:

• establishing an effective infrastructure to support
clinical quality improvement,

• ensuring the necessary culture changes amongst
clinicians,

• providing a clearly defined strategy that is out-
come and customer driven.

Some examples of the key elements in these three
areas are shown in Box 2.
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Box 2. Examples of essential elements of work for the future development of clinical governance

Infrastructure
• Key elements of clinical governance established and in place
• Integrated and routine assessment measures applied
• Clear service level agreements made between organisations for specialist support functions, e.g.

information services
• Defined linkage between locally implemented interventions and national programmes
• Mechanisms defined to allow active public participation in monitoring and assessment of services
• Effective management

Culture
• Effective teamworking, with a chain of responsibility, consistency, efficiency, effectiveness, openness and

overall acceptability
• Appropriate culture and values towards patients, colleagues and professions
• Effective leadership, with appropriate responsibility and understanding

Strategy
• Clearly defined clinical outcome objectives for all major service areas
• Agreed involvement of the public, users and carers at a strategic level where agreed to be appropriate by all

parties
• Clear linkages and synergy with relevant initiatives from partner agencies, such as Best Value
• Planning for quality centred on the experience of the service user rather than service configuration
• Strategic initiatives, such as the health improvement programme, completely integrated with clinical

governance

Specific initiatives planned for the current year
include the following activities.

• Combined CG/HImP workshops are being held,
focussing on specific clinical areas starting with
CHD and mental health. These will establish the
way forward for CG in that clinical area and feed
into the SAFE.

• Primary and secondary care clinicians are meeting
to discuss areas of mutual concern and to address
effective and efficient management of patients at
the interface.

• Arrangements for co-ordinated proactive action
on NICE recommendations are in hand. Recom-
mendations from NICE among many other things
are being disseminated through the paper/elec-
tronic local newsletter and web site.

• Further study of the content and use of the
Cochrane Database in local health policy and
practice is progressing.

• Mechanisms are being developed to monitor
quality of care more effectively across the area
through use of existing information systems and
where necessary obtaining additional data.

• Discussions are planned with the private sector
and community health councils have joined the
cross-district group.

• Review of local R & D arrangements is being
undertaken with a view to further integration with
the CG programme.

• Additional resources have been secured to support

the infrastructure and also for implementing the
NICE recommendations.
All PCGs are strengthening work around the
production of practice development plans, this
will enable:

(i) better identification of service deficiencies,
(ii) closer linkage of organisational and personal

development objectives (training),
(iii) better targeted resource investment to clin-

ical quality improvement.
The local implementation strategy (LIS) is the key
to good information. The LIS relates to a large
range of CG activity across the local health
community, for example, improving access for
patients and professionals, use of indicators of
health and health care and disease registers. Better
information will allow practices/PCGs to look at
referral patterns and develop appropriate
responses, e.g. referral screening, guideline devel-
opment. Specific work is planned to improve the
operation of disease registers, at practice level, for
diabetes and cardiovascular disease.

Conclusions

Although health authorities have a crucial role in CG,
given their strategic and leadership responsibilities,6

the subject has not been seriously examined. As this
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case study demonstrates they can be useful allies and
help steer the programme. As a result of the efforts at
the East Riding and Hull Health Authority there is
now a strong commitment for CG and good
foundations have been laid in the East Riding and
Hull area. Further improvements are planned to
continue the momentum gained already and create
the necessary critical and evaluative culture in order
to ensure good-quality cost-effective health care for
the population. The main challenge is to make CG
the 'day job'; it will not work if it remains a separate
initiative. This necessary culture change, however,
requires time above everything else. NHS managers,
professionals and policymakers must get used to the
idea if the movement is not to become discredited,
and be replaced by another fad.
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Commissioning for quality:
experience in an English primary

care trust
Judith Strobl and Rajan Madhok
NHS Manchester, Manchester, UK

Abstract

Purpose – The purpose of this paper is to describe the experiences of Manchester Primary Care
Trust (PCT) of driving improvement in quality and patient safety as commissioners in the English
National Health Service (NHS). After the PCT’s establishment in late 2006, considerable work was
undertaken to develop and promote the role of Commissioner as the custodian of standards of services
for its resident population. This required engagement with internal PCT stakeholders and a range of
external stakeholders locally, regionally and nationally. The authors’ experience should be of interest
in the UK, and beyond given that many health systems have, or are moving towards, a commissioner:
provider model.

Design/methodology/approach – This is a case study using self-reported observational approach.

Findings – The authors’ experience showed that commissioners can and should provide the
leadership in driving quality improvements and patient safety, within their health systems. However,
the challenges must not be underestimated, and the authors share some of the methods they used and
lessons they learned.

Research limitations/implications – There is a considerable interest in promoting quality
through better commissioning of health care services. However, there is limited research into the
impact and effectiveness of using commissioning as a lever. Given that in the NHS, and elsewhere in
the world, commissioning is seen as the organising principle for health systems, such research and
evaluation should be a priority.

Practical implications – This case study has valuable lessons for the new NHS and the findings are
relevant to other health systems. There is a danger that the new NHS will repeat some of the mistakes
of the past, and hopefully this case study can help avoid, or limit, the risks.

Originality/value – To the authors’ knowledge there is no comparable piece of work, and the
data/findings have not been published or reported comprehensively before. The paper should be of
value to not just the NHS but to health systems generally, since commissioning seems to be the
prevailing model for organising them.

Keywords Quality, Patient safety, Commissioning, National Health Service, Primary care trust,
Health care, Health services

Paper type Case study

1. Introduction
The National Health Service (NHS) has made great strides in promoting quality and
patient safety in the last two decades. Since the introduction of the “internal market” in
the NHS in the late 1980s, and starting with medical audit as the first systematic effort

The current issue and full text archive of this journal is available at

www.emeraldinsight.com/1477-7274.htm

The authors would like to thank Gabrielle Cox who as Non-Executive Director at the PCT Board
constantly championed this agenda, their departmental staff, colleagues in the wider health and
social care system locally and nationally, especially Martin Fletcher, previous Chief Executive of
NPSA.
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and subsequently due to some high-profile service failures and the increasing
recognition of the cost and harm due to poor quality care, the NHS has
comprehensively promoted the agenda. With national agencies such as the National
Patient Safety Agency (NPSA) and the National Institute of Health and Clinical
Excellence (NICE) providing the necessary policy and guidance, the Modernisation
Agency and latterly the National Institute of Innovation and Improvement (NIII)
helping to deliver changes, and the Care Quality Commission (CQC) and the
professional regulators to monitor and regulate, local organisations have had to work
hard and follow suit. A significant further impetus for the national quality agenda
came with the High Quality Care for All report by Lord Darzi (Department of Health,
2008).

Attention has also focussed on developing the role of commissioners as the
custodians of standards of care, and they have been exhorted to exercise their power to
seek quality improvement through the contracting process, following the introduction
of World Class Commissioning (WCC) (Department of Health, 2007). The WCC
initiative aimed to develop and enforce the role of commissioners of health care
through better use of information, market development and intelligent procurement of
services, and leadership competencies. The strong performance management of PCTs
by Strategic Health Authorities (SHA) – reinforced by Department of Health (DH)
targets – added further incentives.

This paper describes the experience of Manchester PCT (NHS Manchester) in
promoting this agenda. We describe and reflect on our efforts in the hope that the
lessons will be of interest, given that commissioning, in some form, is here to stay in
the English NHS. The lessons may be relevant elsewhere in the UK and beyond also.

2. Context
Manchester PCT (now “NHS Manchester”) was formed from the merger of three
previous PCTs (South, Central, and North Manchester PCTs) during the last NHS
reorganisation in 2006. In 2010, its budget was £1bn. With a population of just under
half a million people, and coterminous with the local authority (Manchester City
Council), the PCT has the unenviable position of having the lowest life expectancy at
birth for women, and second lowest for men. There are 268 general practitioners
(excluding locums) working from 102 practices, with equally large numbers of other
primary care contractors. Hospital services are provided by three large acute trusts, a
large mental health and social care trust, and the Christie Hospitals Foundation Trust,
which provides specialist cancer services for the region. For many commissioning
arrangements, the PCT works jointly with the other nine PCTs in Greater Manchester
(GM), as well as the Local Authority. NHS Manchester has been both a lead
commissioner for certain services, and has in turn relied on other PCTs to lead some
commissioning on its behalf.

Over the years, a number of private providers have entered the local market,
covering diagnostics, elective surgery and out-of-hours primary care services. The
Department of Health had indicated even before the 2006 reorganisation that PCTs
would have to divest themselves of their community provider services. Although full
organisational separation was not implemented until April 2011, the PCT had created
an “arm’s-length” provider in 2007. This paper deals with the quality and clinical
governance function for the commissioning side of the PCT only.
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As part of the current reorganisation of the NHS, the PCT has been “abolished” and
its functions are being transferred to the NHS Greater Manchester Cluster and three
emerging Clinical Commissioning Groups in the South, Centre and the North of the
City.

3. Our experience
Our aim was to develop the organisation as a responsible and competent commissioner
and demonstrably achieve improvements in the quality and safety of care available to
local people. To some extent, we knew that we would have to make things up as went
along given the new organisation and the ever-changing nature of the NHS. However,
based on one of the authors’ (RM) long-standing and international interest in the
subject (Madhok, 2002) we had a sense of direction, considerable knowledge of quality
improvement methods and change management, and a strong commitment. We
therefore developed a comprehensive framework starting with some principles as
follows.

3.1 Principles
. We needed a population perspective to quality and safety.
. We wanted to cover all aspects of provision from primary care to tertiary

specialist care and care in the community.
. We needed a comprehensive approach to quality, aligned with the

commissioning processes and the work of the entire organisation, and by
benchmarking with others.

. We needed to prioritise, and hence started with patient safety and harm
prevention as our first goal.

. We were keen to make sure that we managed the “bureaucratic” requirements.

. We needed to develop and use levers, internally as well as externally, to
maximise our impact.

In pursuing our aim, we needed to continuously and opportunistically adapt our
tactics:

. We wanted to learn from the best (e.g. the NPSA and NHS III in the UK, and the
Institute for Healthcare Improvement (IHI) in the USA).

. We sought engagement with public stakeholders to lend support and keep us on
the right track by providing scrutiny of our work (e.g. with the Coroner and the
Local Involvement Network; LINk).

3.2 Systems
We also created a systematic approach to the identification of best practice (through
R&D or review of known best evidence from, for example NICE guidance – national
audits, enquiries, etc.; see www.nice.org.uk), which was fed into commissioning
decisions (and defined in contracts and service specifications), and ultimately used to
hold providers to account for their delivery of known best practice. This happened
essentially through three mechanisms: firstly, by proactive scanning of new best
practice knowledge from a variety of sources; secondly, by reviewing all business cases
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for new services or service redesign to ensure they meet quality and safety
expectations and specify these in relevant provider contracts (including metrics and
monitoring arrangements); and thirdly, by monitoring the quality of care delivered by
providers and holding them to account.

We started to develop provider profiles in 2006, to monitor the quality of providers
by using publicly available information (from national or regional audits, surveys,
reports, etc.).

We also put in place processes for responding to incidents and concerns relating to
provider services. This led to the development of a robust system for dealing with
concerns about individual independent contractors in primary care, as well as
management of serious incidents occurring within our providers.

Finally, we worked with other departments in the PCT to develop shared business
processes with clarity about where/when we needed to input to drive quality. Figure 1
depicts the classic commissioning cycle and draws out the quality-specific information
and activities at different stages.

Overall, we developed a plan for how we intended to cover all service providers in
time. Figure 2 demonstrates the matrix of provider organisations against what we
considered to be key components in describing, monitoring, and assuring quality
across the spectrum of providers.

3.3 Key initiatives
Table I lists some of our initiatives chronologically, and provides a timeline and
overview of key activities, which went beyond the statutory requirements, or national
or regional guidance and policy. We cover the period until 2010, because since the start
of the coalition government, the work has stalled due to the NHS reorganisation.

Figure 1.
Key quality components
as they feed into the
commissioning cycle
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4. Observations
Reorganisations are turbulent times, and so was the establishment of Manchester PCT
in 2006, with the merger of three former PCTs and the creation of the arm’s-length
community provider services of the PCT. Apart from the lessons of dealing with the
effects of reorganisation (which is being repeated on a larger scale), what can we say
about our efforts? In making the following observations we are relying on
self-reflection and on interactions with large numbers of colleagues, and hopefully the
paper will provoke further discussion.

First, it is very difficult to say whether, and to what extent, our efforts improved
patient safety. We have very little knowledge of how other PCTs performed and hence
do not know how we compare with others. We have very limited outcomes data, and
most of our effort went into creating systems and procedures. Most of the monitoring
was in terms of activity such as number of incidents or whether an investigation was
undertaken or not. However, we believe that we succeeded in raising awareness and
sensitising senior staff, developing system wide capabilities, creating a culture to
promote quality and safety, and in tackling the most serious concerns such as for
“never events”.

Second, we believe that commissioners have the duty to protect their population,
and must ensure good standards of care, regardless of where services are provided.
With the increasing fragmentation of the “supply chain” and each provider
organisation only having the responsibility for their part of the care pathway, the only
organisation which can maintain an oversight of the whole patient’s pathway is the
commissioner. Hopefully as this case study shows the commissioners can make a
difference, albeit it would require considerable leadership, skilled staff and time.

Figure 2.
Key components of our
commissioning quality

agenda mapped against
the spectrum of providers
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Date Local initiative Comments

2006 Best Clinical Practice System for
scanning knowledge base

Distil known evidence from various sources including
NICE, NPSA, NIII, Royal Colleges etc, on an ongoing
basis

Provider Quality Profiles for acute
hospitals and later also the mental
health trust

Collate all publicly available known information about
our local hospitals

Professional Affairs system From the beginning, we set up a separate unit to look at
performance issues for independent contractors; the unit
streamlines systems for obtaining and dealing with
concerns around individuals. In addition to the reactive
approach, a proactive surveillance system was set up,
including periodic visits to practices. The unit is
supported by four professional advisors, one for each
contractor group (doctors, dentists, pharmacists and
opticians). Due to the confidential nature of the work,
the unit works on a need to know basis, and liaises as
necessary with the primary care contract management
team within the PCT and with the Local Representative
Committees and professional bodies

2007 Board sign-up to First Do No
Harm principle
Regular quality reports to
Governance Committee and Board

Our Board reports are available on www.manchester.
nhs.uk/aboutus/corporate/localityboardmeetings/

“Never events” list adopted with
Manchester-based providers

We started with the list of serious reportable events
developed by the US National Quality Forum, and
adapted them locally

2008 Invite external scrutiny by LINk,
Local Authority (LA) and Coroner

Being mindful of the fact that each organisation had
different data and the need to have a complete picture,
and of the need for an external assessment, we tried to
have joint meetings with other key partners. The
association with the Local Authority led to a
considerable amount of joint work, for example around
the nursing home sector, and we invited the Coroner to
share routinely any Rule 43 letters to local providers
with the PCT

IHI patient safety officer training
course for quality leads of four
Manchester-based trusts and the
PCT

The five teams all went to the same course – we were
very aware that all organisations were at different
stages of their development, and we did not have any
common language or ways of working. We were told
that this was the first time a whole health economy had
attended the training together

Revise framework and quality
agenda for commissioning

Worked with other teams in the PCT to embed quality in
mainstream business processes

Position quality and safety
assessment as integral step in the
PCT’s business case approval
process

One specific gateway we developed was for each new
business case proposal to have this assessment

Hosted visit by NPSA senior team
to Manchester health economy

We invited the NPSA to review our work and this led to
an association whereby we worked together on a
number of initiatives

(continued )

Table I.
Chronology of key
quality initiatives in
Manchester
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Third, the task is huge; we had over 450 contracts, for example, apart from the whole
primary care contractor side. We therefore adopted a few key principles from the start,
and tailored our work programme accordingly; suffice to say that our journey was not
one of a linear progress – we had setbacks. Performance managing these contracts of
necessity was superficial; we had limited scope, both in terms of time or skilled
workforce, for interventions like unannounced visits to providers. The ultimate
sanction of withdrawing a contract was seldom available, since there were not enough
alternatives or the “political will” to shut down services.

Fourth, our programme of work evolved incrementally and at times
opportunistically. Sometimes a national initiative provided the impetus to scale up

Date Local initiative Comments

2009 Co-hosted launch with NPSA of
national “never events” list

Given our enthusiasm and past experience, we were
chosen for this national launch

Funded global trigger tool
analysis across local acute trusts

Building on our joint visit to IHI, and the desire to
collaborate across the whole health economy, we started
with a global trigger tool pilot project to explore its
utility in the acute hospitals

NHS Institute Leading
Improvement in Patient Safety
(LIPS) pilot course for Manchester
primary care practices

The NHS III chose Manchester to pilot its LIPS course
for general practice, and several of our practices
completed the programme

Developed work with local
authority on inter-organisational
governance of service providers
for vulnerable people

Being mindful that there are no systems for governing
patient pathways (even though each organisation looks
after their part), patients – especially the elderly – slip
through the cracks. We wanted to explore how to
develop systems for inter-organisational governance.
This built on the work we did around quality assurance
of nursing homes

Hosted four Commonwealth
fellows from India to study patient
safety

We secured funds from the British Council to host
fellows in order to share learning and start an India-UK
collaborative project on patient safety. RM was the India
envoy of the NPSA during 2008-2009

Undertook Boards on Board
workshop with one provider trust

Together with one of our acute trusts (UHSMFT) our
two boards participated in this workshop delivered by
IHI experts

Brought together all safety issues
under one umbrella

Following an internal reorganisation, we brought all
clinical risk areas including safeguarding children,
infection control, information governance, etc., under the
medical director’s remit, so as to maintain a holistic
overview and also for efficiency

Aligned clinical and corporate
governance

In the same vein, we brought together all aspects of
governance and started working closely with the Board
Governance sub-committee

Co-hosted national workshop with
local authority on inter-
organisational governance

Together with NPSA, building on the work mentioned
above, we ran this workshop

2010 Start of the current round of NHS
reorganisation

Judith Strobl left for IHI as Health Foundation Quality
Improvement Fellow mid-year, and Rajan Madhok
stepped down as Medical Director early in 2011 Table I.
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our own intentions; at other times we actually were able to pre-empt national guidance
(e.g. the “never events” or quality profiles later proposed in the Darzi report). We took
the opportunity of internal reorganisations to further align clinical and corporate
governance and raise the importance of the agenda.

Fifth, our joint work with local provider organisations provided great inspiration
and encouragement to us, although it is never without challenges – for both sides. We
believe that quality improvement will benefit most not from use of contractual levers
but from the personal commitment of professionals wanting to do their best. In any
case, the paucity of “hard” levers – CQUIN were only introduced recently and although
the scheme is gradually being refined it has not been a powerful incentive – further
supports this strategy.

Sixth, we functionally split clinical governance of the PCT’s own provider services
relatively early from the clinical governance and quality function within
commissioning. This enabled a clear focus on their distinct needs.

Seventh, we were subject to the usual well-intentioned (although not always very
productive) bureaucracy, which we kept on top of. It is not always helpful to an
ambitious local agenda, but meeting its requirements allows the necessary headroom
for other developments.

Eighth, we had extraordinarily generous help from national and regional
organisations, including NPSA, which became a key partner in some of our work,
the NHS Institute for Innovation and Improvement, which piloted its primary care
LIPS (Leading Improvements in Patient Safety) course to the benefit of Manchester
practices, and the North West Leadership Academy, which provided the Boards on
Board workshop.

Ninth, we knew that quality needed to be at the core of PCT work processes and
agendas. A key opportunity for this was the alignment of quality and safety
considerations along the steps of the entire commissioning cycle, following the
introduction of World Class Commissioning, and subsequently integration of corporate
and clinical governance.

Finally, Manchester is a complex health economy, and in any case, commissioners
do work in partnerships with others and lead on specific areas. In our experience there
are considerable challenges associated with the cross-organisational commissioning
arrangements, and much effort in terms of communication, shared understanding of
the task and respective responsibilities needs to be expended for this model to provide
effective quality assurance.

5. Conclusions
Commissioning emerged as a concept from the purchaser-provider split of the 1990s
and was intended to be an improvement on the finance and activity driven
transactional nature of purchasing. Although it is still mainly a transactional activity,
quality considerations are becoming important with the advent of quality-focussed
pay-for-performance schemes (CQUIN) and as a result of some serious service failures
such as at the Mid Staffordshire Trust, and now the Outcomes Framework
(Department of Health, 2011).

In terms of the relevance of our experience in the future, it is somewhat premature to
comment since the new NHS is still under development, and it will be some time before
we have a fully functioning NHS architecture, and policy directions on key issues such
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as role and organisation of commissioning groups, Any Qualified Provider (AQP)
schemes, or the nature and shape of regulation. We do, however, wonder about the
impact of the abolition of certain key organisations such as the NPSA and NIII on the
quality agenda, and there are concerns about Care Quality Commission (CQC) and its
relationship with the Monitor also. The ongoing loss of continuity, memory, capability
and capacity, as well as the increasing provider proliferation is taking its toll on
existing systems for safeguarding patients, before future ones can be (re-)created.

The advent of clinical commissioning with direct involvement of clinicians in local
service planning and design, will help to optimise the entire patient pathway. However,
the scale and speed of the current savings efforts, and the lack of capacity and
capability in the new arrangements, is in danger of crowding out Darzi’s aspiration of
quality as the “organising principle” of the NHS. At the time of writing this paper the
Health and Social Care Bill is being reviewed, and the new NHS Operating framework
has outlined how the new arrangements intend to promote quality (see www.dh.gov.
uk/health/2011/11/operating-framework/). In time, it will be interesting to see how the
new Act and the various arrangements being put in place such as the planned
Commissioning Support Services (being set up to provide the necessary administrative
infrastructure for the CCGs), the Clinical Senates (the local Clinical Leadership groups)
and the local Health and Wellbeing Boards (which will oversee the local strategy) rise
to the challenge.

The possible move to “light touch” regulation with reduction in bureaucracy on the
one hand is welcome, but on the other hand premature and unrealistic. In the face of the
failures in Mid Staffordshire hospitals and elsewhere, it will be dangerous to assume
that the system is mature now and commissioners do not need to pay attention, and
can safely leave this to the CQC and providers.

In closing, the NHS should be proud of what has been achieved over the last decade
in terms of promoting quality and safety; by international comparisons, the progress
has been remarkable (Leatherman and Sutherland, 2004; Commonwealth Fund, 2010).
Continuing progress will need robust local systems as fundamental change can only be
achieved when there is such ownership and commitment. Whatever the nature and
shape of commissioning in the future, there will be no substitute to a local “body”
adequately resourced to have the requisite capacity and capability to safeguard
patients. Whether the new CCGs, and associated Health and Wellbeing Boards will be
able to fulfil this role remains to be seen, but in the meantime we hope that our case
study is useful as they develop their plans.
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The NHS 
 
I have mixed views on the NHS now. I love the basic principles of the NHS and am 
proud of the Institution, and wish that other countries had similar set ups, and 
especially in India where I am keen to promote it. This is despite the fact that not 
only did I end up changing careers (from orthopaedic surgery to public health), I was 
also made redundant at the peak of my career (I have signed a compromise 
agreement). It is not for these personal reasons, however, but having been through 
so many reorganisations and changes I have begun to despair.   
 
Looking back and with hindsight, the contract changes for all staff – from consultant 
to GP contracts to Agenda for Change – was what has probably radically changed 
the culture by altering the NHS from a values-based organisation to an average 
workplace. Mid Staffs and other episodes are manifestations of the loss of these 
values. Enormously damaging, and not just fiscally, and it will take courage and 
leadership of the scale that led to its creation in the first place to put the NHS right 
and create something fit for the 21st century.  
 
Like a lot of people I was also taken in by Tony Blair, whom I happened to meet and 
I also subsequently shared my views about the NHS with his office. Apart from 
getting me two invitations to 10 Downing Street, I do not think my attempt made a 
blind bit of difference, either then or since. I am very disappointed with where we 
have ended up with the latest reorganisation; I cannot see how it can work. I have 
yet to meet anyone who understands how it all fits together. At its heart, we seem to 
be locked into the current paradigm for organising the NHS and despite all the 
experience of the last 25 years showing that purchasing/commissioning does not 
work for a national and comprehensive healthcare system, we keep trying to find 
workarounds – a severe case of triumph of hope (or wilful blindness) over evidence. I 
am also fascinated by some of the policy pundits in the NHS. The most interesting 
recent initiative, for me, was World Class Commissioning and its associated 
processes (and which have just been repeated with the CCG authorisations: sheer 
bureaucracy, great for management consultants, of limited use for patient care and 
disastrous for the  environment with so much paper work/travel) – as I am not aware 
of any example in the world where commissioning has been the founding principle 
for a tax-funded, free at the point of use, national health system, and 
comprehensively improved services or health outcomes. Commissioning may have a 
role in some specific instances – and there can be different models of 
commissioning, as I outlined in my writings – but the basic design principle for the 
NHS has to be integration.  
 
In my article on observations on medical leadership and management, I reflect on 
the four main challenges which have not been addressed during the last two 
decades of almost constant structural reforms. The fact that the NHS is so political 
and ingrained in the genes of the British society is its biggest strength and its biggest 
weakness. The trend that started under the Thatcher Government and was 
accelerated by the Blair Government has set us on a path where we might (have 
already? Or will?) lose this cherished institution. It will be a tragedy, and I feel guilty 
that this happened on our watch.    
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LETTERS
These letters are selected from rapid responses posted 
on bmj.com. Selection is usually made 12 days after print 
publication of the article to which they respond.

   CLINICALLY INTEGRATED CARE 

 Lessons from Whitby 
 On the basis of our experience of informal 

integration between clinicians in primary care, 

secondary care, and social services in Whitby—a 

small town in North Yorkshire—I would like to add 

three points to Ham and colleagues’ discussion. 1  

 We have had to integrate our expertise because 

of long term insufficient funding. This lack of funds 

has generated innovation in order to survive. The 

recent interest shown by several mental health 

services from London in our practices reflects their 

current resource and overhead pressures. 

 The main objective of integrated care is to set up 

care pathways for major disease groups, such as 

cancer and dementia. Integration of whatever type 

results in pre-ordained pathways, with a variable 

evidence base, often applied to populations 

dissimilar to those studied. The rigidity of these 

pathways makes them difficult to “escape” from—

for patients and clinicians. The alternative approach 

would be through patient held budgets (involving 

a health and social care charge card), where care 

pathways are organically forged by frequent use. 

This process permits escape when changes of 

diagnosis and client characteristics necessitate this. 

 In Whitby we have used informal integration for 

patients, carers, and professionals to learn from 

each other; a “learning network.” 2  Working together 

and subsequently reflecting on real life episodes of 

care have increased our collective competency and 

promoted smarter ways of intervention (often earlier 

than conventionally stipulated). 

   Prasanna N De   Silva    consultant old age psychiatrist , Tees, 
Esk, and Wear Valley NHS Foundation Trust, Darlington 
DL2 2TS, UK  prasanna.desilva@tewv.nhs.uk  

 Competing interests: None declared. This letter reflects the 

author’s personal opinion only. 
1  Ham C, Dixon J, Chantler C. Clinically integrated 

systems: the future of NHS reform in England?  BMJ  
 2011 ; 342 : d905 . (28 March.) 

2  De Silva PN. New ways of working with primary care: 
proactive CMHT or polyclinic?  Progr Neurol Psychiatry  
 2009 ; 13 : 6 -11.  

 Cite this as:  BMJ  2011;342:d2406  

     

 The new single organising 
principle ?
 Ham and colleagues are partly right that there 

is no inherent contradiction between pursuing 

competition and integration simultaneously. 1  

 The difficulty with the current debate is that 

we are stuck in the paradigm of commissioning/

competition/choice, and we are trying to find 

reasons and workarounds to justify this. We keep 

pursuing the panacea of purchasing and markets, 

which has failed since its introduction by the 

Thatcher government. I do not see how the much 

needed integrated model exemplified by Torbay 

and the Veterans Health Administration can be built 

on the general practice commissioning platform.  

 Yes, commissioning may make some difference 

in a small part of the comprehensive healthcare 

needed by the population, and it might work in 

some geographical areas, but will it work for all 

services and in all places? I doubt it, so any small 

gains from commissioning have to give way to 

the bigger needs of integration. It is time to stop 

justifying commissioning and time to adopt 

integration as the new single organising principle 

for the NHS? 

   Rajan   Madhok    medical director , NHS Manchester, 

Manchester, UK  

rajan.madhok@btinternet.com  

 Competing interests: None declared. 

1  Ham C, Dixon J, Chantler C. Clinically integrated 
systems: the future of NHS reform in England?  BMJ  
 2011 ; 342 : d905 . (28 March.) 

 Cite this as:  BMJ  2011;342:d2405  

     

 Horses for courses 
 Brimblecombe justifies her suggestion that the 

NHS reforms are already working by claiming that 

“quality generalism is where the future lies.” 1  But 

is that where she would place the care of her own 

family, instead of in the hands of “academics and 

specialists.” 

 As one of those specialists, I spend increasing 

amounts of time correcting the results of—for 

example, inadequate minor surgery carried out in 

the community, including incomplete excision of 

skin cancers. With respect, just as family doctors 

are experts at dealing expeditiously with family 

problems, I am expert at dealing with surgery after 

years of training. Yet to Brimblecombe, it seems 

quality can be cheap. 

 She claims cost savings, but Salisbury and 

colleagues showed that, as one example, 

dermatology in the community is twice as 

expensive, with no quality gain, as it is in hospital. 2  

Curiously, Salisbury’s double blinded evidence 

has subsequently been suppressed in favour of 

the mantra that reforms must always be good for 

patients. There are doubtless other similar, as yet 

unanalysed, examples of false promise. 

   Peter J   Mahaffey    consultant plastic surgeon , Bedford Hospital 
NHS Trust, Bedford, UK 
 peter.mahaffey@bedfordhospital.nhs.uk  

 Competing interests: None declared. 

1  Brimblecombe PR. The reforms are already working.  BMJ  
 2011 ; 342 : d1945 . (29 March.) 

2  Salisbury C, Noble A, Horrocks S, Crosby Z, Harrison V, 
Coast J, et al. Evaluation of a general practitioner with 
special interest service for dermatology: randomised 
controlled trial.  BMJ   2005 ; 331 : 1441 -6. 

 Cite this as:  BMJ  2011;342:d2409  

     

 Shared care/blame arrangements 

 I am surprised that the dermatology team 

reporting this case, after starting the patient on 

azathioprine, “asked the GP to check the patient’s 

full blood count” on a weekly basis for a month 

(and, presumably, automatically expected this to 

happen), yet suggest that they had signed up to 

a shared care arrangement. 1  Every time I receive 

such a request I politely tell the team in question 

that until the dosage of the drug in question is 

stabilised (which can take up to three months), the 

onus of prescribing and monitoring the drug rests 

with the secondary care department. 

 Perhaps if GPs are more careful about 

prescribing in such dangerous scenarios, we will 

avoid repeats of this presentation. 
   Wasiq A   Thiryayi    general practitioner with special interest , 

Shay Lane Medical Centre, Altrincham WA15 8NZ, UK 

 waz79@hotmail.com  

 Competing interests: None declared. 

1  Wee JS, Marinaki A, Smith CH. Life threatening 
myelotoxicity secondary to azathioprine in a patient with 
atopic eczema and normal thiopurine methyltransferase 
activity.  BMJ   2011 ; 342 : d1417 . (25 March.) 

 Cite this as:  BMJ  2011;342:d2412  

    IMPACT OF REDUCED WORKING HOURS 

 Fundamental purpose of EWTD 
 Horwitz states that Moonesinghe and colleagues 

“concluded that these restrictions have had no 

negative impact on patient care and medical 

education.” 1    2  In fact, they concluded that 

reducing working hours to less than 80 a week 

has not adversely affected patient outcomes and 

postgraduate training “in the US” and that the 

reports on the effects of European legislation 

bmj.com To submit a rapid 
response go to any article 
on bmj.com and click 
“respond to this article” 
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 Thoughts on the NHS: Rajan Madhok 

 
OUTLINE DISCUSSION PAPER 
(PRIVATE & CONFIDENTIAL) 
 
 

SOME THOUGHTS ON THE NHS 
 
INTRODUCTION 
This brief outline paper has been prepared after a meeting with Mr A Blair on 20 Dec 
1996 at which he invited thoughts on the NHS. The paper starts with the principle: Form 
follows Function and hence begins by defining the purpose of the NHS. It then describes 
some dilemmas which need consideration and then makes suggestions on the Form.   
 
Three main messages from this analysis are: 
* we need to look at health as a whole and not just health care and thus move 

from a National Illness Service to a truly National Health Service. This will require 
appropriate positioning of the NHS so that it holds the necessary pivotal position 
to  influence other bodies which impact on health, both at the national and at the 
local level. We have witnessed the health problems that can be caused by action 
in other spheres such as agriculture and animal husbandry (BSE and recent food 
poisonings) and transport (pollution leading to respiratory problems and 
accidents), for example.  

 
* we need to be clear about the big picture at the national level and about the big 

objectives. What the person at the coalface needs to know and do is very 
different to what the company boss needs to know and do - the level of detail 
must reflect position. Knowing everything at every level is impossible without 
immense bureaucracy and is counter productive. Common goals, trust, shared 
power and empowerment, and flexibility are the desired characteristics. 

 
* we could really benefit from increased funding although we acknowledge that 

there is not a bottomless pit. Some of the increased funding may come from 
giving up certain existing practices including administration, and from stopping 
the continual drive for increased efficiency based on quantity and shifting the 
emphasis to clinical effectiveness and quality.    

 
In addressing the whole issue there is a balance between ‘evolutionary’ and 
‘revolutionary’ approaches. Proponents of evolutionary approach assume that people do 
not like and can not absorb big change. My argument is that this assumption is not 
necessarily right; people can  have big change provided it is well planned and managed 
and is followed by a steady state. They may prefer it to the constant evolutionary 
change with its resultant instability. The latter also gives the impression of making up 
whilst going along rather than clarity of purpose.  
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THE PURPOSE OF NHS 
Although the stated purpose of the NHS is to provide free health care at the point of 
delivery  to the needy this mission should be re-examined. This mission is too narrow 
and should be  broadened for the simple reason that health care itself only plays a part 
in improving health. Health defined as a “state of complete physical, social and mental 
well being and not merely an absence of disease or infirmity” requires addressing the 
root causes of ill health: economic deprivation, the environment, smoking  etc in addition 
to good quality cost effective health care.  
 
 
SOME DILEMMAS 
Naturally there are inconsistencies in any system but the aim should be to keep these to 
a minimum. The issues that need consideration are as follows; it is not about taking one 
or the other position on these issues since it is a case of ‘it depends’ in many instances. 
Rather these are mentioned here to illuminate discussions about the purpose of the 
NHS and the structure  and processes needed to meet it.  
 
a. Prevention versus cure: What is the appropriate balance between preventive and 

curative services? The former is about the health of the population and longer 
term whilst the latter is about individuals and needed now. It is not an either/or 
decision; rather it is about balancing short term demands with long term aims.  

 
b. Competition versus collaboration: When to promote competition and when to 

promote collaboration? Or indeed is there, or should there be,  any competition 
at all? If yes, is it determined solely by price? Or is there another way of 
promoting healthy competition, eg, through quality? 

 
c. Efficiency versus Effectiveness: Is the NHS about treating a large number of 

people or is it about treating appropriately through effective interventions and 
according to need? Increasing throughput can sometimes only be done by 
promoting ‘less effective’ practices? And what is effectiveness? Increasing 
throughput and reducing waiting lists may be entirely effective politically, but are 
they effective from a population health perspective?    

 
d. Choice versus Equity: If everybody has a choice how can equity be maintained? 

And what is meant by equity: is it equity of access, standards, or opportunity?  
 
e. Planning versus market forces: Do we actively plan or allow market forces to 

rule? It is clear that planning for medical or nursing workforce or special services 
can not be done at individual Trust or DHA level, and that market systems 
sometimes can not, or will not,  plan. 

 
 
f. Primary care led NHS versus Health improvement focussed NHS where 

everybody has a role: Whilst not denying the need to ensure better primary care 
services it has to be acknowledged that other players, eg, hospitals also have a 
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major role to play. In addition,  primary care is sometimes seen as synonymous 
with general practitioners and not the team.   

 
g. GP Fund-holding versus commissioning: Is GP fund holding the best way to 

ensure optimum resource utilization or should there be commissioning? In which 
case at what level should there be GP commissioning: if too small then what is 
the difference from GPFH and if too large why not have the previous districts? 

 
h. Local access versus patient’s inconvenience: How can we ensure local access 

unless we get hospitals to pool resources and get consultants to travel without 
losing economies of scale, for example. At the core of this is the issue of 
Centralisation or Decentralisation of services.  

 
i. Local autonomy versus central control: What is the relationship between local 

health authorities and the DoH? Although it is suggested that the DoH’s interest 
is in  ‘specifying what’ whilst how to do it is local, the situation is not as clear cut. 
  

 
j. Us versus them is occurring at every level: between doctor and managers, 
 doctors in primary care and doctors in secondary care, doctors and nurses, 
 DHAs and local authority social services etc. Not all of these can be resolved 
 and nobody should be allowed to become complacent but it has to be 
 acknowledged that structural barriers do not allow partnerships despite the best  
 intentions at times. Team working is crucial to the success of the NHS.    
 
h. Management versus management: The term Management has two different 

connotations: in its active sense it implies an ‘active steer in a predetermined 
direction’ whilst in its passive sense it means ‘coping with what is being thrown at 
you’. The NHS is at times in the latter mode. We do need managers but the type 
we need are visionaries and leaders who can absorb complex agenda, analyse 
and conceptualise, and not just administrate. 

 
 
WHAT FORM SHOULD THE NHS BE? 
This is a major challenge and goes back to the ‘evolutionary’ and ‘revolutionary’ debate: 
should there be structural change and if yes how big and when? 
 
A useful analogy in describing the form of the NHS is that of cake making. Making a 
cake requires a number of ingredients, in different measures depending on the size of 
the cake. The question then is to decide whether we want the same cake throughout or 
can it be different types of cakes depending on local choices? In case of the former the 
issue then is: Do we make  a large number of small cakes or a small number of large 
cakes? The economies of scale argument is well known and leads to the temptation to 
create larger cakes. However, what is forgotten in NHS is that the cake is often hand 
crafted and not machine made and hence the economies of scale seen at the industrial 
level are not possible.  
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Notwithstanding this there is the possibility to combine the two approaches and separate 
out elements especially administrative and planning of services and manpower which 
can be best delivered on a larger level from tasks which are crucial at local level such as 
multi-agency working at local authority level to pursue the wider public health agenda. 
 
 
Some suggestions follow. 
 
a. Purchaser-provider separation should be seen as policy-operation separation 

and not solely dependent on ‘market’ competition. 
b. A defined population. The appropriate size for this needs discussion not just 

because of economies of scale reasons but feasibility due to availability of 
necessary resources (cake ingredients) such as trained public health 
practitioners and epidemiologists, for example. There can be different definitions 
of populations depending on the task. 

c. For the wider health aspects there should be coterminousity with other bodies 
including local authorities preferably at a single LA level. Improving health 
requires a multi-agency approach which can not be easily coordinated when it 
cuts across local authority boundaries. 

d. For health care aspects, the ideal model still is the old DGH model with the DGH 
providing the core services and relating to specialists  in tertiary centres for sub-
regional or supra-regional services. A useful extension would be aligning primary 
care teams with the DGH to enable seamless patient based care and foster 
closer working relationships between primary and secondary care clinicians. 
Again, these could have the same boundaries as the local authorities but the 
servicing organisations, eg DHAs, could span several such settings. 

e. The larger population base for the DHAs would also help planning which is 
clearly necessary and which for many issues is not possible at small population 
levels. 

f. Primary care based NHS. The most useful aspect of the NHS has always been 
its primary care base; this must be maintained and strengthened. But we need to 
be clear by what this means: is it about GPS or is about local services closer to 
people given by the right person preferably in a team approach. In addition, see 
(d) above. 

g. Everyone to concentrate on their core job. The current intention of everyone 
doing everything, thus doctors are seen as being good clinicians, managers, 
accountants and researchers etc, is rather naive. Most people are trained for and 
are good at only one aspect. We should be creating systems around them so 
that they concentrate on their core function yet contribute to the full agenda. 
People can be classified into: active collaborators, passive collaborators, passive 
and resistors. We need a few active collaborators who develop the agenda and 
help implement it. The majority should be passive collaborators, that is, people 
who subscribe to the agenda but get on with their jobs. The problem is that most 
are passive or increasingly turning resistors.  

h. Minimal effort on administration. This needs to be addressed at various levels 
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starting with defining the national agenda and the relationships between the 
centre and local bodies. At the local level emphasis on partnership should further 
reduce administration costs. 

 
 
CONCLUSION 
The NHS is the jewel in the crown and as we approach the millennium it is appropriate 
that we take stock of the situation. This is particularly necessary given all the changes 
surrounding us, not just in medical field but in other sciences including information 
technology and the shift in the economic power through globalisation. The challenge is 
to refocus on the core business of improving health and ensuring quality services whilst 
keeping costs low. This can be done but needs new ways of working and mind-sets; as 
always success will require bold moves. 
 
 
 
 
Dr Rajan Madhok 
Director of Public Health  
Gateshead and South Tyneside Health Authority 
Horsley Hill Road 
South Shields 
NE33 3BN 
Phone 0191 401 4535 
Fax 0191 401 4520 
e-mail 100446.3347@compuserve.com 
 
 
 
 
       
NOTE: This paper reflects the personal opinion of the author. 
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Medical leadership 
 
From a very early stage in my public health career, and NHS management, I became 
convinced about the need for doctors to take charge and provide the necessary 
leadership. The biggest influence here was the experience at the Mayo Clinic at the 
beginning of my substantive career. I also saw some excellent medical leaders in the 
NHS in my early career, and to some extent I want to give the credit to some of the 
administrators at that time who promoted this (in my early years I was impressed 
with Bill Murray and Bill Worth). The subsequent combination of weakening medical 
leadership and stronger (and macho) management over the next two decades has 
been a recipe for the current failures of the NHS.  
 
Some of my biggest allies have been the middle managers – in most management 
books and in the NHS they get pilloried for being the blockers. My experience, 
however, has been the reverse; the top management in my experience 
underestimates the change management challenges, is very flighty, chasing ‘newer’ 
ideas, and fails to create the necessary environment for success. I do recognise that 
most of my direct experience has been from the health authority/commissioning side, 
and the good executives, and thankfully there are still some (sic), although more on 
the provider side, do create the necessary conditions for success, and also stay for 
the duration.  
 
I did try to promote the medical leadership agenda nationally, both generally and in 
my specialty, but as my experience with the Milroy Lecture, mentioned in the 
opening section, it backfired badly I focused my efforts informally and locally.  
 
Madhok R, Holtby I, Ramaiah RS. Surgeons need standardisation (Letter). Hospital Doctor 
1989;2:11.  
Madhok R. Inadequate notes lead to data errors (Letter). Hospital Doctor 1989 
Madhok R. Extracontractual referrals (Letter). British Medical Journal 1991;303:788-9.  
Madhok R, Holtby I. Nightmare of extracontractual referral (Letter) British Medical Journal 
1991;303:360.  
Madhok R. Carpe diem? Newsletter of the Faculty of Public Health 2001;3(1):11-2. 
Madhok R. Becoming a director of public health: rude awakenings but rewarding. 
Newsletter of the Faculty of Public Health 2002;1:8-9.   
Madhok R. Doctors in the New Millennium: Hippocrates or Hypocrites? Royal College of 
Physicians, London: Milroy Lecture, 2003. ISBN: 1-9-4478-04-2.  
Madhok R. For what it is worth – observations management and leadership in the NHS, 
and the role of doctors in the future. 2011. (available at  
https://www.fmlm.ac.uk/resources/what-it-worth-observations-management-and-
leadership-nhs-and-role-doctors-future)  
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Ee ature

MULTIDISCIPLINARY
PUBLIC HEALTH

The Faculty of Public Health Medicine membership

has now voted in favour of allorving 'specialists in the

making' to attempt the Parl II examinations' In doing

so they are enabling the Faculty to play a vital part in

the development of public health practice' The

MDPHF (Multidisciplinary Public Health Forum) is

delighted to be able to welcome this positive step for-

ward.

In developing this new group of public health special-

ists it is eisential that standards are not just maintained

but developed and extended to fit u'ith the public

health ,r."dt of this changing u' orld' The Faculty of

Public Health Medicine has a long track record of set-

ting high standards for public health medicine' We

lo& forward to the broadening of its remit to public

health.

There are many challenges in this' Some formal train-

ing schemes alreadv erist but their i'unding is not yet

,..ur.. The training schetnes themselves differ from

each other in manl- respects. The Faculty is already

including Honorary Members in r isiting teams and we

very much hope that it u'on't be long before these vis-

its become an accepted rval' of I ahdating and accred-

iting the training given to public health specialist

trainees as they do for SpRs. This is a real opportunity

to develop and improve all public health training, to

leam lessons from each other and to adapt to the

changing demands on public health'

The inclusion of these new fu1l Metnbers, by examina-

tion, into the Faculty is of course also a great opportu-

nity for the Faculty fully to encompass the broader

talents of the multidisciplinary public health work-

force and to develop accordingly. We look forward to

this new membership playing a full and active part in

the Faculty's future.

Lillian Somervaille & Yvonne Cornish

(on behalf of the National Co-ordinating Group of
the MDPHF)

Two things struck me on the first day of the annual con-

ference in Glasgorv.

First, there was considerable concem about the absence

of the Bill from the Queen's speech. A11 present rvere

united in condemning this omission. Regarding further

action. it was decided to discuss it in detail later in the

week at the conference. That evening in the hotel, I

watched the evening regional news which opened with

an item on smoking but no mention that the premier

body providing the public health leadership was meet-

ing in town and had expressed serious concernsl Carpe

cliem? I could not u'ork out the logic of not issuing an

immediate release at the staft of the conference espe-

cially given that Lord Hunt was going to be at the

evening dinner.

Second, the results of the ballot on extending the mem-

bership were announced and, we are now a multidisci-

plinary Faculty. Although there was some discussion the

event passed il-ithout much expression of the passion

that was evident in the debate leading up to the ballot'

Skilful manoeuvring by the proponents or apathy of the

opposers? Political correctness or a real need? My

ti"*, on the issue have been published before (volume

No.4).

In making it u'ork much will depend on the leadership

and how they carry the not insubstantial minority who

voted against the proposal. A group that is already feel-

ing vulnerable rvith the NHS reconfigurations' My

worry is that rve rvill see a fuither drop in medical mem-

bership; would you advise a newly c1ualified doctor to

become a medical public health practitioner? A doctor

with substantial student loan and promise of inhghting,

limited professional support and protection and every

prospect of constant structural turmoil? At a time when

iheycould choose to go into almost any aspect of med-

icai practice, make decent money, have security and

make a difference? And what about the existing medical

members - what are they going to get from the fees they

pay to the Faculty? The (slim) chance of a distinction

award? Are they now captives in an organisation that

may dumb down medicine?
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Feature
In all the previous debate, I never came across a med- manageinent and organisation. And there is the issue of
ical public health practitioner who was opposed to the motivating large mrmbers of different staff. So, basi-
principle of multidisciplinary public health. The con- cally positive, I do a lot of forgir.in_e and try to deduce
cerns were always about sidelining the specific contri- the three rnain points and possible actions from these
bution of medical colleagues, creating a lowest contmon missives. Then dutifully and rvithout judging, we dis-
denominator type of public health workforce and the cuss the tendency of our colleagues to ribiit hole in
reluctance from the proponents of structural solutions to the face of change. We have leamt to celebrate leader-
multidisciplinary public health to accept the unique s/zrp, -eiving such individuals heaclrooiir. *.hile taking
aspects of all those who contribute and celebrate differ- care not to demoralise others by pointin_e out the best.
ences.

So, here is my plea to the leadership. Do not ignore tlie
alternative views and do not become anogant - the eains
in one area may soon be outweighed by losses in
another. By the time we get to upstream we mar. har-e
perished because of downstream chaos. Societl is
becoming more medicalised and the political directron
is supporting this trend. The need for more medicallr
qualified public health practitioners to provide the nec-
essary leadership is paramount.

Both parties must work together to capture the spint of
multidisciplinary public health. All together no\\' - no
more carping, carpe diem.

Rajan Madhok
East Riding and Hull HA

ifting through the daily post of a Director of public
Health is not for the fainthearted and as a training

task is usually reserved for the tougher specialist reg-
istrar approaching Membership. For to read through
the tonnage of reports, briefings, circulars, guidelines,
toolkits, minutes. and conlerence notices is to appreci-
ate fully Oscar Wilde's apology, "forgive my long let-
ter, I had not the time to write a short one,,.

Predictably perhaps the NHS plan has spawned a
flurry of feedback from consultation, focus group,
workshop, breakout, returning together and hand
wringing. There can be no doubt of the huge task
ahead of improving quality, information, training,

@

We have also come to understand the need to nufture
.followship, for that too has its place. And *.e are busily
cltunking up the targets into manageable portions. But
most of all we find opporlunities for strategic conyer-
scttions. recognising their essential difference from
those that might become simply therapeutic. The man-
asernent armoury of persuasion tactics is out in force.

I u'as therefore particularly intrigued to come across
tlre u'ord doability in this lexicon. Not cloable which
m)- compact, though outdated, Oxford English
Dictionary defines either as "that which can be done;
practicable" or as "capable of being ,,done,, or vic-
timised". No, this doability eluded me, although there
rvas a n'hole page on do and the concluding definitions
drd seem relevant to various stages of NHS change
management:

Do

1. Commotion, stir trouble, fuss2. Tlte action of doing, or that w;hich is done,
cleed, action, business or something done in a
set or fbrmal manner

3. -1 cheat, fraud, swindle or imposture

What lovely straightforward words. But doabitity?
Could u,e not miss out this third stage? It really does
delight me the image of an imposter beside the
flipchart, fully able to issue the command: ,khen I say
so. j ust do ir" .

Elizabeth Davies
Specialist Registrar in Public Health

East Surrey Health Authority
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Abstract (submitted at the time of selection in July 2001) 
 

Doctors in the new millennium: Hippocrates or Hypocrites? 
 
Medical practice has come under intense scrutiny over the last few years. The British 
media has given extensive coverage to incidents involving the murderer Dr Shipman, 
the errant gynaecologists Rodney Ledward and Richard Neale and, the case of the 
middle aged man who had nearly 20 consultations before his throat cancer was 
diagnosed, for example.  
 
A recent report from the Chief Medical Officer in England suggests that every year, 
amongst other things: 
 

• 400 people die or are seriously injured in adverse events involving medical 
devices 

 
• nearly 10,000 people experience serious adverse reactions to drugs 
 
• NHS pays out £400 million in settlement of clinical negligence claims and has 

a potential liability of around £2.4 billion. 
 
So, has modern medicine once hailed as the greatest benefit to mankind become a 
dangerous activity? Have doctors turned bad? Become uncaring, only interested in 
money, professionals? Closed ranks and started covering for each other? Forgotten 
their vocation, become hypocrites pretending to be true to the Hippocratic Oath? 
 
There is no denying that there are grains of truth in all these statements. Some 
doctors have continued to use outmoded practices, have not been self-critical and 
made repeated mistakes. Some have been arrogant and not respected patients' 
wishes or indeed the law. Some have done things for money. There have been 
cover-ups too. 
 
What, however, is not correct is that all doctors have turned bad and that the 
profession as a whole has closed ranks.  
 
Clearly, there is a problem: medical mishaps are a serious public health concern. 
With the growth in designer drugs and cosmetic surgery the public and professionals 
have become cavalier in their approach to medical practice. As long as the public will 
push for a 'pill for every ill' and 'surgery on demand' some professionals will provide 
it. Given the inherent uncertainty in medicine this is a recipe for suffering.  
 
Overall, if society is to have comprehensive and affordable medical care then we 
need to restore doctors' pride and support them and at the same time gain patients' 
and policy makers' confidence. This is the challenge that Dr Milroy would have 
wanted doctors to rise to. This presentation will expand on the subject and analyse 
the contributory causes and explore solutions, both of which are linked to wider 
societal changes and with profound implications for state medicine in the UK. 
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About Milroy Lecture 
 
The Milroy Lecturer is appointed by Council of the Royal College of Physicians, 
London, after inviting applications. The Lecture should be on a subject of relevance 
to state medicine and public hygiene, although the interpretation of this can be 
broad.  In summary, Dr Milroy’s intention was to “promote the advancement of 
medical science along with the interests of philanthropic benevolence and of social 
welfare”.  A copy of Dr Milroy’s suggestions on the subject of his bequest and a list of 
recent lectures may be obtained on request from the Conference Department at the 
College. 
 
 
Dr Gavin Milroy 
 
A silversmith’s son, Gavin Milroy spent his schooldays at the Royal High School, 
Edinburgh, and studied medicine at the University.  He was a founder-member of the 
Hunterian Society of Edinburgh.  After qualifying as L.R.C.S. of Edinburgh in 1824 
and before settling in general practice in London, he enlisted for a time as a medical 
officer in the Government Packet Service to the West Indies and the Mediterranean.  
On his return, he was attracted to medical journalism and acted, from 1844 to 1847, 
as co-editor of the Medico-Chirurgical Review.  A detailed commentary by Milroy on 
a French report on plague and quarantine, published in the Review of October 1846, 
in which he advocated the diminution or abolition of quarantine, led to his further 
specialisation.  As an acknowledged authority on epidemiology, he was henceforth 
employed on several official commissions and committees.  For two periods, 1849 –
50 and 1853 – 55, he acted as a superintending medical inspector of the General 
Board of Health, and in 1852 he was sent by the Colonial Office to Jamaica to 
investigate a cholera epidemic and afterwards presented a report. 
 
From 1855 to 1856, he served with Sutherland on the Sanitary Commission in the 
Crimean War.  Their reports, although issued too late to deserve credit for the 
current improvement in conditions, exposed the causes of the earlier troubles and 
influenced subsequent reforms.  Milroy was honorary secretary of a committee 
appointed by the Social Science Association in 1858 to enquire into the question of 
quarantine.  Its findings were incorporated in three parliamentary papers in 1860 – 
61.  He was also a member of the committee of the Royal College of Physicians 
chosen to examine the spread of leprosy and wrote comments on its report printed in 
1867.  His name is especially remembered by the college for his bequest of £ 2,000 
to found the Milroy Lectureship on state medicine and public health.  The 
Epidemiological Society owed much to his keen support, and he was its secretary in 
1862-64 and its president in 1964-66.  The Government awarded Milroy a civil list 
pension in 1871.  His wife was Miss Sophia Chapman; they had no children. 
 
(Dr Milroy’s biography supplied by the Royal College of Physicians, London) 
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Introduction 
 
The saying about this period being the best of times and the worst of times does not 
resonate much with the doctors in September 2003. Even though general 
practitioners (GP) have voted in favour of their contract and there is the possibility of 
a breakthrough in the deadlock over the consultants contract, the overwhelming 
mood is that of frustration. Increasing demands and distorted priorities because of 
the culture of targets are causing anxiety and stress. Having to do more with less 
and faster is not their idea of modernisation. The much needed and hard won extra 
investment of money in the NHS seems to be being wasted on ‘political’ imperatives 
and increasing bureaucracy. So it seems from within the doctors camp. As far as my 
colleagues are concerned this Lecture is a ‘No Brainer’ – who is being a hypocrite 
here? Surely not doctors who are working harder and longer? It is the politicians who 
are messing it up and the public is too demanding. We have never had it so bad, 
NHS is a shambles, doctors are counting days to retirement and, surely it is the 
worst of times. 
 
This is against the backdrop of high media interest with continuing stories about 
‘poorly performing doctors’ since the high profile cases involving Harold Shipman, 
Rodney Ledward and Richard Neale and the oft quoted figures from the Chief 
Medical Officer’s report: An Organisation with a Memory’, which suggested that 
every year, in England, amongst other things: 
 

• 400 people die or are seriously injured in adverse events involving medical 
devices 

 
• nearly 10,000 people experience serious adverse reactions to drugs 

 
• NHS pays out £400 million in settlement of clinical negligence claims and has 

a potential liability of around £2.4 billion. 
 
What exactly is going on? Has modern medicine once hailed as the greatest benefit 
to mankind become a dangerous activity? Have doctors turned bad? Become 
uncaring, only interested in money, professionals? Closed ranks and started 
covering for each other? Forgotten their vocation, become hypocrites pretending to 
be true to the Hippocratic Oath? 
 
Is it the doctors’ fault and more importantly, what can doctors do to turn things 
around?  
 
These are the questions I wish to explore with you today. My talk is in four parts, as 
follows: 
 

1. Part One: What are the charges against doctors? 
2. Part two: Where is the proof? 
3. Part Three: What is the verdict? 
4. Part Four: Where next? 

 
For reasons that should become apparent as we go along I will devote more time to 
Parts Three and Four. 
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Part One: What are the charges against doctors? 
Hypocrites? 
 
Basically, that doctors are hypocrites. Hardly a day goes by without some shocking 
report about doctors in the press – the GMC has been portrayed as the Gentle Men’s 
Club until recently and the BMA seems like the British Murderers Association. Not 
many reports out there defending doctors at present.  
 
Going by the media portrayal the main charges against doctors can be categorised 
as follows: 
 

1. Doctors kill patients – deaths due to medical errors are the 8th leading 
cause of death and account for more deaths than due to motor vehicle 
accidents, breast cancer or AIDS each year according to studies in USA; 
in the UK, Harold Shipman alone has killed over 200 patients. 

2. Doctors cause harm – when they are not actually killing patients they 
continue to do harm: 1 in 10 hospital admissions is associated with an 
adverse outcome and, medication errors and hospital acquired infections 
are the most common causes. 

3. Doctors are only interested in money – Nye Bevan had to stuff their 
mouths with gold, Kenneth Clarke noted them reaching for their wallets 
during the 1980s reforms and the recent debacle with GP and consultants 
contract has been about remuneration and private practice.  

4. Doctors are not good researchers – with the pressures to Publish or Perish 
good quality and important research is being compromised. 

5. Doctors cannot teach – the See One, Do One, Teach One method of 
teaching has gone on for too long.  

6. Doctors obstruct reforms – implementing best practice and modernisation 
of the NHS is being blocked and if not actively resisting, few doctors are 
actively promoting the modernisation agenda. Doctors have become the 
disablers not enablers. 

7. Doctors discriminate against fellow doctors – the Old Boys network  
continues and manifests itself in discriminations in appointments and merit 
awards and against women and ethnic minorities doctors. 

8. Doctors are not good team players – they do not always acknowledge the 
important contributions of other clinicians and the divide between doctors 
and managers seems to be getting wider day by day. 

9. Doctors are not self-critical – they tend to blame everyone else for the 
shortcomings of the health services. 

10. Doctors are a closed tribe – they collude when the going gets tough and 
protect each other. Things do not seem to have changed much from 
George Bernard Shaw’s time in this regard: The truth is, there would never 
be any public agreement among doctors if they did not agree to agree on 
the main point of the doctor being always in the right. 

 
 
 
 

237



 8

Part Two: Where is the proof? 
Hippocrates or hypocrites? 
 
Why is medicine on the back foot? The history of medicine shows increasingly 
successful examples of work by generations of doctors, particularly in the last five 
centuries. Starting in the sixteenth century with the understanding of human anatomy 
to better knowledge about the disease processes in the eighteenth century to better 
methods of physical examination and finally leading to better treatments in the more 
recent times. Have people forgotten the misery and immense human toll due to 
infectious diseases and most of which are history, at least in the UK, due to 
advances in immunisation and antibiotics? Do we need further reminders about the 
benefits of total hip replacements, kidney transplants, cataract surgery and 
management of many chronic diseases, for example?  
 
And is not this why more money is going into the NHS – from c£56 billion in 2002/3 
to c£90 billion in 2007/8. Why would we do so if doctors are bad and doing harm – 
unless we, the public, are masochist or foolish? What is the basis of the charges – 
give us the proof, you challenge. 
 
When I had submitted the abstract in 2001, I had this idea that I would undertake 
research into the subject. Two things happened. First, I could not negotiate any 
serious time off to prepare for the Lecture and second, as I started reading up on, 
and talking to some people about, the subject I realised that it was very difficult to 
collect the proof. Basically, it is a value judgement. Depending on your stance: 
whether you are the defender or the prosecutor, you can find evidence to support 
your viewpoint.  
 
Here are some examples.  
 
So, you can point to the role of the doctors in combating infections, from John 
Snow’s work on cholera to Semmelweiss’ work on infection control during childbirth 
to Fleming’s discovery of Penicillin, all the way to the present day work on SARS 
where Dr Carlo Urbani who discovered the virus died from the disease. 
 
Or, you could point to the continuing controversy about MMR jabs and the 
profiteering by some doctors from this controversy or, the role of the doctors in 
creating resistant bugs through indiscriminate prescribing of antibiotics or, spread of 
infection through lack of observation of basic hygienic measures including hand 
washing.    
 
You could point to John Charnely who did painstaking work over many years to 
produce a good quality product for total hip replacement and then only released it to 
people who received proper training in the use of his technique and product. Or you 
could point to the many doctors who came after him who rushed in subsequently 
with their versions of not just hip replacement implants but also for replacement of 
many other joints and some of which failed spectacularly with tremendous human 
and societal costs. Doctors keep giving in to commercial interest/pressures. As one 
surgeon, on bumping into a colleague at a conference, said: “See you later. I have to 
go and ‘whore’ for my company.” 
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In terms of research, there is evidence to show that doctors have conducted 
unethical research – the Tuskegee Syphilis Study and the atrocities committed by 
doctors during the Nazi regime are prime examples; falsified data and assumed 
authorships without doing (or even examining it) the work. Doctors have distorted 
research priorities – and seemed to have learnt nothing from the experience with 
managing infections, research funding for which became very limited in the last 2-3 
decades due to complacency about it not being a developed world problem. And 
now all hopes are pinned on genomics – if you do not do genomics you are a 
nobody. And doctors have played into the hands of the industry and continue to 
conduct trials of ‘Me Toos’ to give the (often more expensive) products legitimacy. 
 
On the other hand, you could point to people like Archie Cochrane, Iain Chalmers, 
and Chris Silagy, among many others, for their selfless dedication to promoting 
evidence based practice, and to Belding Scribner, the inventor of renal shunt, who 
abhorred the ‘contaminating effects of profit motive on health care’ and lobbied hard 
for access to dialysis and generally promoted the idea of single payer health system 
in the US. Incidentally, Scribner has also been credited with helping to establish the 
modern field of bioethics.   
 
Hippocrates and hypocrisy can co-exist – the case of William McBride is an example. 
McBride, an Australian obstetrician, was among the first to describe the teratogenic 
effects of thalidomide and was subsequently given governmental funding to set up a 
research institution. First challenged by one of his researchers about discrepancies 
between the published results and original data in 1982, he was finally brought to 
justice in 1991 and admitted to publishing false and misleading data. He was struck 
off the Medical Register in 1993. A sad fate for a doctor who had prevented untold 
damage by alerting the authorities to the harmful effects of a drug; not an easy task 
given the enormous influence of the pharmaceutical industry. 
 
Whilst many doctors are in the forefront of driving improvements in quality of, 
including access to, services, both at macro and micro level, there are instances 
where they have been slow to change or blocked progress. One example of my 
personal experience in regard to the latter concerns care of patients with low back 
pain. Nurse led services for such patients, a relatively simple and effective measure, 
took enormous amount of time and effort – the model first established in 
Middlesbrough in 1993 did not get implemented in South Tyneside until 1996 and in 
Hull until 2000. And is still not universal approach to providing care for these patients 
in the country.   
 
John Yates’ work on waiting lists shows how less is being done with more and how 
waiting times could be easily slashed with just an increase of one extra session of 
operating time. And it is ironic that John Yates, not the most admired figure amongst 
doctors (mainly surgeons) for his thorough and pointed analysis of productivity in 
health care, counts doctors as the people who with their hard work, integrity and 
scientific approaches, influenced him the most; he could only recount one manager 
who impressed him but could name several doctors!  
 
Finally, time after time doctors have been found to be discriminatory – discriminatory 
to women, by barring entry to medicine overall to restricting progression in many 
specialties to personal discrimination as in the case of Dr Wendy Savage; and to 
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ethnic minorities doctors, who face similar, and may be worse, disadvantages. The 
current situation with Staff and Associate Specialists is another sad reflection of the 
discrimination against fellow colleagues – most SAS doctors are experienced and 
can work up to consultant levels – and yet are not recognised as such at a time 
when the shortage of consultants is compounding the problems of access to 
services.   
 
On the other hand you could point to the great humanitarian doctor: William Osler 
and the serious efforts being made by many doctors to tackle discriminations 
presently.  
 
And I could keep going like this against all of the charges levelled at doctors. But, it 
would not be the best use of Dr Milroy’s endowment – he would have wanted us to 
move on.    
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Part Three: What is the verdict? 
Hippocrates and hypocrites? 
 
So, are doctors Hippocrates or hypocrites?  
 
Ambrose Bierce (quoted in Lantos) defined the physician as “one upon whom we set 
our hopes when ill and our dogs when well”. Is it because the doctors have worked 
hard over the last century and vastly improved the quality of life of people suffering 
from acute and chronic conditions and some people in society resent the successful 
status of doctors and want to bring them down?  
 
Or is it that doctors have fooled themselves into thinking that they were accepted 
and respectable people in society whilst the reality is that the public has never 
trusted them and George Bernard Shaw’s comment still holds:  
 
“All that can be said for medical popularity is that until there is a practicable 
alternative to blind trust in doctor, the truth about doctor is so terrible that we dare 
not face it. Moliere saw through doctors; but he had to call them just the same. 
Napoleon had no illusions about them; but he had to die under their treatment just as 
much as the most credulous ignoramus that ever paid six pence for a bottle of strong 
medicine.  In this predicament most people, to save themselves from unbearable 
mistrust and misery, or from being driven by their conscience into actual conflict with 
the law, fall back on the old rule that if you cannot have what you believe in you must 
believe in what you have. When your child is ill or your wife dying, and you happen to 
be very fond of them, or even when, if you are not fond of them, you are human 
enough to forget every personal grudge before the spectacle of a fellow creature in 
pain or peril, what you want is comfort, reassurance, something to clutch at, were it 
but a straw. This the doctor brings you. You have a wildly urgent feeling that 
something must be done; and the doctor does something. Sometimes what he does 
kills the patient; but you do not know that; and the doctor assures you that all that 
human skill could do has been done.” 
  
The current situation reminds me of the saying by Epictetus: 
 
“Appearances to the mind are of four kinds. 
Things are either what they appear to be; 
Or they neither are, nor appear to be; 
Or they are, and do not appear to be; 
Or they are not, yet appear to be. 
Rightly to aim in all these cases 
Is the wise man’s task.” 
   
It seems to me that there are enough wise ‘men’ out there already who think that 
they are aiming rightly; and may be that is the problem now. Too many people 
judging doctors. But do they know the context within which doctors work - are there 
any extenuating factors that need to be taken into account, given that the evidence is 
not clear cut? Two important issues for me are: 
 

1. is it bad medicine or bad doctors? And  
2. is it the system or the individual?   
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Bad medicine or bad doctors? 
 
Medicine is not an exact science. There are inherent uncertainties and consequent 
risks. To confuse these risks with errors is unhelpful to doctors just as condoning 
errors because of risks jeopardises people’s lives. 
 
Take an everyday occurrence in the health service – something that happens 
millions of times every week if not every day. A patient receives a test: it may be a 
blood test, a cervical smear, an X-ray or any other investigation. 
 
There are four possible outcomes following this test. Two of these: True Positive, 
when the patient has the disease and the test shows it and the converse, True 
Negative, are what doctors and patients would like to know. However, there will be 
instances when the test results are False Positive, that is the test is positive but the 
patient does not have the disease, or in the reverse case – False Negative. Much of 
the time doctors do not accurately know which category the test results belong to. 
They rely on mathematical estimates of probabilities, not always from well conducted 
scientific studies and, on intuition and experience. 
 
Furthermore, the test result is only one step in the management of the patient’s 
condition. There are many others, either leading up to ordering of the test, such as 
when to order the test, which test, how to do it, for example or subsequently. Thus, 
should the doctor act on the result straight away or order another test, and in any 
case which treatment and how? It has been estimated that there are 65 steps within 
a hospital once the GP refers the patient to an ENT department and their eventual 
discharge. All such steps in the patient’s journey through the medical system have 
their uncertainties. 
 
This uncertainty in medicine creates an underlying risky situation to which patients 
are exposed whenever they receive medical care. 
 
It is also difficult to guarantee the continuing and life long safety of many procedures; 
the history of medicine is full of instances where procedures done in good faith or 
one the basis of contemporary knowledge proved to be ineffective or harmful 
subsequently for various reasons including scientific and technological advances.  
 
Finally, despite best intentions and efforts, things do go wrong in medicine. Almost 
all medications have side effects, even everyday remedies like aspirin and 
paracetamol. An average of 500 paracetamol related deaths occurred in England 
and Wales each year during the mid 1990s. Nearly one in 20 patients requires 
readmission within 28 days of everyday operations like appendicectomy and hip 
replacements. 
 
Not everyone appreciates the inherent uncertainties and risks. For various reasons 
not all doctors have the latest knowledge or are willing to accept the best evidence. 
Furthermore, they may not communicate the important risks to, or share 
uncertainties with, the patients. Equally, patients may take a passive role or choose 
to go against the advice being given. Two common clinical situations illustrate this. 
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Antibiotics for common colds are unnecessary but many doctors still prescribe them 
and many patients are unhappy if their doctors do not prescribe them. Grommet 
insertions are not always necessary but many surgeons continue to perform them 
and many patients are unwilling to accept the advice about watchful waiting – they 
do not want to wait and feel that they are being fobbed off by such expert advice. 
 
And if things were to go wrong – for example, a nasty side effect due to the antibiotic 
or a complication due to surgery were to occur then where does the fault lie? 
 
System or individual? 
  
Although they may not always integrate well and work in teams, doctors do not 
practice in splendid isolation either. There are systems that shape doctors 
throughout their training and careers. And it starts with their education: 
undergraduate and post-graduate. Melvin Konner, an anthropologist, in his account 
of medical training in USA, wrote:  
 
“I still sympathise with the plight of the doctor especially today when the doctor is 
under siege. But medical schools have failed, and continue to fail, to produce 
graduates who are capable of humane as well as merely scientific medical care. It is 
this failure more than anything else that has put the modern doctor so thoroughly on 
the defensive. Today’s physicians- the medical students of the seventies and 
eighties- have lost the public trust because they have not cared enough about their 
patients. Is it surprising that their patients no longer care about them?” 
  
Samuel Shem, writing a new introduction to his classic, The House of God, ten years 
after it was first published, stood by all he had written:  
 
“No, friends, I did not coin the word gomer (Get Out of My Emergency Room – used 
by tired ER residents, for older people brought in from nursing homes), nor did I 
invent the cruelty towards those with that label. Neither did I create the sexist way 
that women were treated in hospitals at that time. A promising change since then 
has been the numerical parity of women in medicine. Yet, I hear that in many ways, 
medical training may now be even worse”. 
 
Jed Mercurio, writing more recently, echoes these sentiments.  
 
Medicine is a highly stressful profession. Most doctors worry about and many have 
difficulty in dealing with medical errors in the culture of perfection. Many doctors 
develop stress related symptoms: nearly one in 20 GP has been known to suffer 
from anxiety. Nearly one in four GP and hospital doctor had increased their alcohol 
consumption due to stress according to a recent study. Deaths due to alcohol related 
disorders are almost three times as high as in the general population and almost the 
same rate as seen in bar staff. The suicide rate for UK doctors is two to three times 
that of the general population. 
 
Compared with doctors in other developed countries and in comparison to higher 
paid employees generally in the UK, medical remuneration is falling behind. Not all 
doctors have merit awards or huge private practices. To make matters worse, the 
average medical student loan is approaching £15000.  
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Doctors face genuine difficulties in addressing errors many of which have their roots 
in the inadequate system in which they practice. Most enquiries of medical errors 
show a failure of the system rather than an individual – the infrastructure of the NHS 
is poor, both in terms of physical buildings and manpower. The work place has 
changed dramatically over the last two decades especially with the impact of 
globalisation and whilst many businesses have been transformed with the modern 
technologies, the NHS is still playing catch up. Not many businesses would run a 
corner shop the way we run some of our hospitals – with poor administrative 
systems. There is the almost daily struggle of finding beds to admit patients and then 
place them in inappropriate accommodation in Nightingale wards or mixed wards. 
The intense politicisation of the NHS and the blaming of doctors by politicians seems 
ironic given that whilst doctors may not always have helped the public they have 
certainly helped the Exchequer by colluding with implicit ‘rationing’ and by working in 
sometimes appalling conditions over the last few decades. 
 
Doctors today are also paying the price for the deeds of their predecessors – a case 
of Fathers’ sins being visited upon the children. Doctors had to fight to protect the 
health of the public, root out quackery and raise standards of the profession and this 
is what the last century was about. Of course like everything else in medicine there 
was a side-effect of this zealous attempt to reform services - the social iatrogenesis 
described by Ivan Illich. Doctors ended up dominating life but does that mean today’s 
doctors want that sort of control? I suggest not. Today’s medicine is different and 
today’s doctors are different. Most doctors today have realised the limitations of 
medicine – most of the time the work is repetitive and hardly like the excitement of 
TV dramas. As the saying goes, you are bored 90% of the time and scared to death 
10% of the time. They do want to change and indeed have been changing. Doctors 
today know that they are not gods and do not wish to be responsible for people’s 
lives.  
 
We have a vicious cycle whereby doctors over the generations have been socialised 
into a system – they are poorly or ill treated during training, put into rather impossible 
positions whereby they are required to be not just clinicians but also administrators, 
economist, researchers, teachers and of course they can not do all this, and certainly 
not do all these well - and end up perpetuating the bad system.  
 
Cynics amongst you might say: here we go again; another doctor defending the 
profession and blaming everyone else except the doctors themselves. 
 
I do not wish to exonerate doctors completely. I think doctors have a lot to answer for 
the current predicament and a lot to do to restore trust – trust with the public, the 
media and the politicians.  
 
I believe that doctors have not reciprocated the goodwill shown to them by the NHS; 
the creation of the NHS gave doctors the much needed security of tenure, status and 
money. One would be hard pressed to think up of a better alternative to organising 
health care than the NHS but where has been the holistic GP, focussing on 
prevention, and where has been the consultant, as the guide of the GP. I have a 
story from the time when I first came to the UK. An older consultant pointed out that 
he started all his letters to the GPs by thanking them for asking him to see their 
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patient (the patient belonged to the GP and he was there to be consulted) and when 
he went to the wards, he took the ward sister’s permission to enter her ward to see 
the GP’s patient.  
 
In my naivety, few years ago at the Local Medical Committee (LMC) meeting, I had 
suggested that routine pre-admission assessment for fitness for elective surgery at 
hospital was unnecessary in the NHS since the GP, as the holistic carer, should 
have the information and also is best placed to do this. Why did we therefore need to 
invest in such services and indeed inconvenience patients. It was months before I 
regained any credibility. 
 
This was not helped by the fact that I had also undertaken some analysis and argued 
for common (pooled) waiting lists rather than surgeon specific lists for routine 
procedures – a practice which is still not mainstream.  
 
And that to me was the essence of the NHS – a holistic doctor, the GP, supported by 
the consultant and patients cared for by nurses who ran the wards, and working 
together in teams. 
 
Alas, this was a mirage, as I discovered subsequently. The primary: secondary care 
divide between GPs and consultants has been a major fault line in the NHS.  Indeed, 
with the growth in specialisation, the divide has further deepened. Sometimes I feel 
that doctors are busy ‘fighting’ each other across this chasm rather than joining 
forces to overcome other elements that are also slowing down progress in the NHS. 
 
Overall, in pronouncing their verdict I would like the judges to bear in mind two rules: 
 

1. Let you who is without sin cast the first stone – If ever I could afford 
indiscretion I could tell harrowing stories about managers and politicians, for 
example. Indeed, most of the charges against doctors are similar to the 
charges made against many other providers of welfare and professionals like 
teachers, police, lawyers etc. Are doctors really that bad? Or is it just a 
general trend, and not just in the UK but worldwide?  

 
2. Pass proportionate sentence and rehabilitate the offender. This is a crucial 

point because I do not believe that the question is whether we need doctors; 
we have always had ‘doctors’ and will always need them. Because at the 
heart of being a doctor is ‘helping’. Lantos in his remarkable book tells it like 
this –  

 
Medicine today is facing many problems, many changes. Doctors fifty years from 
now will do things that we can not imagine, just as we do things that our forebears 
would have found miraculous. There may not even be doctors as we know them 
today. And yet, doctors today do some of the same things that doctors have always 
done and will always do. That permanence, it seems to me, has nothing to do with 
science, nothing to do with technology, nothing to do with whether we work in fee-
for-service solo practices, HMOs, the British NHS, or the Veterans Administration. It 
doesn’t have much to do with tort reform, managed care, or ‘safe havens’ from 
conflict of interest legislation. And, oddly enough, it doesn’t even have much to do 
with whether what we do works or doesn’t work. Instead, it has to do with whether, 
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like William Carlos Williams, we nurture the capacity to respond to “the haunted 
news” we get from “some obscure patient’s eyes.” No matter how good our science 
gets or how our health system is organized, someone will always have to do that. 
 
In passing judgement, we must make sure that we do not destroy this capacity to 
respond – we do not alienate doctors too much, there is enough ‘haunted news’ in 
society. 
 
If I was asked about my verdict, I would say that judging whether doctors are 
Hippocrates or hypocrites is a futile exercise - there have always been and always 
will be good and bad doctors.  
 
Doctors are ultimately both: Hippocrates and hypocrites. And this is because they 
are both: victims and perpetrators. They are victims of a less than perfect science 
and a societal system that demands zero risk and zero tolerance. They are 
perpetrators of the ‘crimes’ charged against them. Although things are beginning to 
change, doctors generally are not yet sufficiently patient centred. There is a long way 
to go before quality improvements, good communication and tolerance become 
hallmarks of the profession as a whole. But that can not happen without changing 
the system – doctors and society are inextricably linked; each informs the other.  
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Part Four: Where next? 
Hippocrates? 
 
How can we then meet the challenge posed by Dr Milroy - To promote the 
advancement of medical science along with the interests of philanthropic 
benevolence and of social welfare? Where do we go from here? What do we need to 
do and who should do it? 
 
Given that doctors and society are inter-dependent, a useful start may be to 
understand what is happening in society. Clearly this is the information-age, we are 
all part of the global village, technology and scientific advances are occurring at 
break-neck speed, and the gap between the rich and the poor is widening. 
Globalisation is taking its toll in environmental changes. Social support systems, 
particularly the family structure, are disappearing. All in all - too much change and 
too fast.   
 
However, despite all these, it seems to me that the underlying societal context over 
the millennia has remained remarkably constant and it is that:  
 

1. Society needs doctors. In any profession there will always be ‘bad apples’ 
– and doctors are not alone. Perhaps the distribution is a bell shaped 
curve with the two extremes being the ‘bad’ and ‘great’ while the middle is 
good enough. 

2. Social and health Inequalities are inevitable – the poor have always been 
with us. Almost all graphs in health show inequalities and apart from the 
rare conditions, which have been largely eradicated, there are gaps 
because of some characteristics: socio-economic grouping or ethnicity for 
example  

3. People have a tendency to ‘self harm’ through ‘recreational’ agents – 
opium, tobacco, drugs and alcohol at various times in the last few 
centuries have been labelled the culprits. But the products are only the 
superficial manifestation of the underlying tendency. 

4. Powerful interest groups will try and dominate people – monarchs or 
despots, religion, business, politicians or professional groups will try and 
dictate terms. Doctors have been very powerful in this regard in the last 
century and were at the forefront of medicalisation of life.   

5. Those who have will want more and faster – some may blame Margaret 
Thatcher for the breakdown of society, and exposing greed, in Britain, but 
all she did was anticipate where we were headed, and maybe speeded it 
along. At heart, human beings are competitive and look after number one. 

6. Overall resources will always be limited and choices have to be made and 
different people will make different choices – we do not all value health the 
same - I am not victim blaming and do acknowledge that circumstances 
play a part. 

7. Professional group behaviour is different to individual behaviour –  
organised medicine is about protecting turf and wants changes on its 
terms; it will also generally fight what it will see as its ‘rogue’ elements. 
Semmelweiss and Codman are two examples of doctors who were 
ostracised by their peers.  
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8. Our behaviour and standards change over time – biological warfare 
despised by the western world now was practised by it only a few 
centuries ago. Sir Jeffrey Amherst, commander in chief of the British 
forces fighting a North American Indian uprising wrote to Colonel Bouquet 
“Could it not be contrived to send the smallpox among those disaffected 
tribes of Indians?” And as Lantos observes, sitting in his hotel room in 
California, how times have changed: “You can watch porno in your hotel 
room but may have to go into an alley to smoke a cigarette!”  

9. In the end there are only a finite number of permutations and combinations 
when it comes to providing health care, and we can keep going around in 
circles. The debate about the DTCs and the private sector is not new – the 
Victorian health care system was just that, does ‘skill mix’ bring back 
memories of apothecaries?  

10. And most importantly, as time goes, we do make progress although 
breakthroughs happen infrequently. The human spirit of enquiry coupled 
with a desire to help fellow human beings keeps the world going. Things 
have improved in many areas of medicine: medical education and training, 
research governance, emphasis on quality are all examples of 
improvements and, often driven by doctors. 

 
Of course I am generalising but it is important to look at these trends without getting 
into details of specifics. And therefore it seems to me that our calls for less ‘political’ 
interference, some stability, enough funding and public’s understanding etc will go 
unheeded. Politicians will keep pushing, the public will keep demanding and the 
media will keep probing and, we are in for a very turbulent time.  
 
There is a conundrum now – how to reconcile aspirations of the society with the 
aspirations of doctors and how to reconcile rhetoric with reality. The society, and that 
includes us, aspires to a 24/7 service where doctors work in teams, provide risk free 
and affordable health care and are held accountable. Doctors, on the other hand, are 
also seduced by the life beyond work phenomenon and want Monday to Friday 9-5 
jobs, want to provide personal care, want society to understand the uncertainty in 
medicine and give appropriate financial reward and have professional autonomy.  
 
Einstein is supposed to have said “The thinking that got you into this mess is not 
going to get you out of it” and  “Knowledge without imagination is useless” . 
 
And we can see the evidence of the latter. Take technology for example, there have 
been relatively few new basic discoveries: the genetic revolution is building on 
Watson and Crick’s work in the 1950s and the information technology is based on 
the computer chip and web which were available decades ago. What is different, 
however, is that entrepreneurs have combined this basic knowledge with their 
imagination.  
 
The big question facing us now is: how can people become and remain healthy? 
Health as defined by the WHO -  a complete state of physical, social and mental well 
being and not merely an absence of disease or infirmity - is not just due to health 
care but is dependent on a range of factors: education, employment, housing, 
transport, policing for example.   
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In the global village the division is no longer between developing and developed 
countries; rather the division is between those who have and those who do not have. 
Those who have are the go-getters, the sophisticated and who can find their way 
whilst those who do not have rely on others, the state, to look after them. And the 
thing that makes the difference is education – if we are really serious about health 
inequalities we would ask for more money to go into education. As big business and 
the media try and control our minds more and more – to dumb down the masses – 
proper education, not schooling, to discern right from wrong and to help decide what 
is important for the individual will be crucial.   
 
And here is my bombshell: I believe that the NHS itself is in danger of becoming the 
cause of health inequalities. Consider this for a moment: the extra money coming 
into the NHS is at the cost of depriving other public sectors. As a citizen I see the 
lack of such disinvestment everywhere: in dirty streets, crime and fear of crime, lack 
of educational infrastructure, poor quality housing and inadequate public transport. 
At the same time, I am not convinced that everything that we do in the NHS is 
justified. The current organisation of the NHS is less than satisfactory – I am not into 
manager (or any one else) bashing, most of whom also work hard  - but how is it that 
we took down 100 health authorities and created over 300 PCTs (along the same 
lines) and have gone from 9 regions to 28 SHAs, in England? Not to mention the 
plethora of national agencies. Of necessity, the bureaucracy has increased. At a 
recent meeting to discuss management of a serious clinical incident involving a 
review of thousands of case notes, I noticed four communications people and not a 
single analyst who could help put together an incident management system!  
 
And rather than get in there and inform discussions, doctors are becoming 
disillusioned and disengaged.  Kazuo Ishiguro in his book ‘The remains of the day’ 
describes the perfect butler who remains focussed on his job, oblivious to everything 
else around him, and totally unable to engage meaningfully with the housekeeper. 
Can it be that doctors have become that butler? Can it be that like the butler who 
‘fights’ off all advances from the house keeper, doctors are unable to work with 
others including managers and form more productive relationships, and have fulfilling 
lives? 
 
Of course, the system distorts ‘priorities’ but not all of them; there is still a lot that 
doctors can influence in terms of service provision and quality improvement. Doctors 
can inform better use of the limited resources. I am not sure how much I should 
labour the point about lack of evidence (I acknowledge that lack of evidence does 
not mean lack of effectiveness) for most of what doctors do – medicine is as prone to 
fashions as any other profession and doctors have often done things because they 
can be done rather than that they need to be done. My favourite example concerns 
tonsillectomy. In a survey in New York in 1935, 1000 school children were examined, 
61% already had a tonsillectomy. The remainder 39% were examined by a group of 
doctors and 45% were advised tonsillectomy. The remainder were examined by 
another group of doctors and 46% were advised tonsillectomy and this happened a 
third time. By then only 65 children were left who had not been advised the 
operation. The researchers ran out of doctors to send these children to for re-
examination and stopped the study! At a recent meeting of orthopaedic surgeons, 
delegates were asked why surgeons had abandoned Charnley prosthesis (one of the 
best and a very cost-effective implant for hip replacement); 48% said ‘victims of 
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fashion’ and 19% said: ‘surgeons repeat mistakes of history’. Another meeting 
concluded that ‘quality control of surgeon may be more important than that of the 
implant’. Skrabanek and McCormick and Fido’s books on the subject are very 
sobering reads about how prone doctors are to fashions. 
 
Doctors write about technology abuse – the most recent example in the BMJ being 
the debate on VOMIT (victims of modern imaging technology) - but seem unable to 
control its frightening march. 
 
Doctors can stop resisting attempts to measure and improve quality – two recent 
Endpieces from the BMJ are very sobering in this regard. 
 
Recertification of doctors in 931 
“After the sensational death in 931 of a patient in a Baghdad hospital all 860 medical 
practitioners in that city were re-examined; 100 failed.” 
   
Hospital League Tables 1830 
“Were such reports of the various hospitals throughout Great Britain annually 
published, and the amount of expenditure given, a comparison of them would 
produce economy in several departments. It might induce the medical officers to be 
more anxious to dismiss patients, as soon as compatible with the strength of the 
convalescents, and to be more scrupulous in admitting slighter cases of disease, 
while the comparison of the expenditure for each patient would produce enquiry into 
the causes of its being higher in one hospital than another, and the administration of 
hospitals would thus be conducted on better defined principles than at present.” 
 From Thirty fifth annual report of the Glasgow Royal Infirmary for 1829.  
 
Millenia later we are still fighting revalidation and centuries later there is limited 
attempt by doctors to engage in value for money discussions and in matching 
resources and needs – it is somebody’s else’s problem.   
 
I disagree. I believe that doctors have a responsibility to sort out the current 
problems facing the health care system. They should not be passive recipients of 
what the NHS through politicians and managers dishes out, they must actively steer 
the agenda and not wring hands or pass judgements from the sidelines.  After all, we 
helped to create this situation – the medicalisation of life that occurred over the 
twentieth century was driven by doctors.  
 
As Illich wrote “Medicine has the authority to label one man’s complaint a legitimate 
illness, to declare a second man sick though he himself does not complain, and to 
refuse a third social recognition of his pain, his disability, and even his death. It is 
medicine which stamps some pain as ‘merely subjective’, some impairment as 
malingering, and some deaths - though not others - as suicide. “ 
 
He went on to write “Like all other major rituals of industrial society, medicine in 
practice takes the form of a game. The chief function of the physician becomes that 
of an umpire. He is the agent or representative of the social body, with the duty to 
make sure that everyone plays the game according to the rules. The rules, of course, 
forbid leaving the game and dying in any fashion that has not been specified by the 
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umpire. Death no longer occurs except as the self-fulfilling prophecy of the medicine 
man.” 
 
Doctors need to undo the wrong doings of the last century, they need to create new 
rules – rules that ensure medical advancement as well as social welfare. Some of it 
is already happening as younger doctors are recognising the limitations of medicine, 
making sure that they also have a work:life balance and because it is becoming 
personal now. We are now feeling the shortcomings of medicine and the NHS as we 
need care for our families and friends and find it wanting. Most of the people I talk to 
can relate stories of neglect. Almost every issue of the BMJ has something personal 
in it that confirms how short we fall of the standards we want for ourselves. Bill 
Kirkup in a Personal View column in the BMJ in August 2003, described the 
treatment given to his mother and wrote: 
 
“I can’t help feeling that we have lost something of the art of medicine in a headlong 
rush to embrace the science. …. But quality of care in this instance could so easily 
have been improved significantly at no cost – in fact with a clear saving of time and 
money. If this tale really is commonplace across the NHS the implications must be 
considerable. I hope that it is not too late to listen to this particular patient.” 
 
Many of us are worried about end of life decisions – as citizens we want more control 
over what happens to ours and us.  

 
We are currently in a vicious cycle whereby relentless advances (advances do not 
always mean better or needed) in medicine and technology are widening inequalities 
and reinforcing the dependency of people. The more medicine we give the more 
people will take, and need, it. There is an infinite demand and we are heading 
towards a pill for every ‘ill’ and surgery on demand. We need to break this cycle, for 
the sake of our patients and for our own sake. 
 
May be the time has come to define limits to health care. When the NHS was set up 
we did not have the plethora of interventions that we have today. Is the current NHS 
relevant in the new millennium. Will modernisation and public-private partnerships 
solve the problems? I think not, unless we redefine the meaning of health care and 
its limits especially in a state funded system. Let me share my thinking like this. 
Surely, in a civilised society, we can all agree that everyone should get bread and 
not go hungry. But bread comes in different varieties, you can get a 10p loaf or a £2 
brioche. Now how do we decide which sort of bread everyone should get – should it 
be that the basic loaf is the societal responsibility but beyond that it is up to the 
individual? Why should everyone be entitled to the most expensive especially as 
more and more health care is about managing expectations? What is the purpose of 
the NHS: Is it to ensure that people are healthy or happy? Why do not we establish 
what are the most essential elements of health care – a basic package of care – and 
ensure their universal availability, and leave the rest for people to choose? Different 
people want to make different choices about their quality of life and what makes 
them happy after all.  
 
We make this into a highly emotive issue by talking about Rationing – Bread or 
Brioche is not rationing in its strictest sense, bread is about life, brioche is happiness. 
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Of course, with further advances in science and technology, especially genetics, 
tissue reengineering and nano technologies, we will come to rationing.    
 
Richard Dawkins has coined the term ‘meme’, by analogy with gene, to describe a 
selfish, self-replicating idea, one that survives and evolves through generations. 
Could it be that today’s society has a meme, which keeps promoting this idea that 
more medicine means more health? Would more money into NHS really improve 
health? Could it be that More is Less is the new breakthrough and doctors need to 
point out the fallacy?   
 
This is a defining moment and history will judge us by what we do. It is important that 
we stop and consider whether what we are doing is relevant now. We need to move 
from the Primum non nocere (First, do no harm) mode to Primum bonum faceri 
(First, do good) mode. If we keep practising medicine as we have been doing we are 
creating more harm to society generally, by taking away individual responsibility and 
creating dependency and depriving people of other essential services. Doing good 
means being imaginative, thinking differently and getting involved. It also means 
being passionate –passionate for change and continuous improvements. Being a 
doctor is a very privileged position and comes with responsibilities – we must take 
the heat just as we take the good times – and work for a better society. 
  
Doctors in the last millennium are remembered for major discoveries and advances 
in science and technology. Doctors in the new millennium should be remembered for 
their leadership, their humanity and for enabling people to achieve and maintain 
health. Let us rise to the challenge – Dr Milroy would have expected nothing less.   
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Conclusion 
 
Since being selected I have often wondered how to add value to the discussions 
about health care provision and the role of the doctors and whether the timing is 
right. There is too much talk already. Looking at the recent list of lectures at the 
College there have been at least two on the same theme and the general mood is 
rather militant. I also feel that what may be coming across as apathy or arrogance 
from the profession is perhaps the increasing self doubt amongst doctors and the 
feeling of injustice – may be the society has pushed doctors too far and needs to 
back off. After all, many doctors are already promoting major reforms in various 
fields of medicine. Surely the job must be to support these people and find ways of 
speeding up the changes rather than create further antagonism. It is important 
therefore to keep things in perspective and provide a balanced account.  
 
If I have given some sense of being critical of doctors then it is partly because I feel it 
is deserved and partly because of a feeling of responsibility. Lest I am accused of 
casting stones I should admit to making my share of mistakes during my career, not 
all of which I can blame on the system or on others. By way of an apology, I should 
mention that I have not forgotten the mistakes, the price of being a doctor sometimes 
is too high in terms of recurring nightmares. I also believe that despite the media 
portrayal the public still trusts doctors and doctors can and should provide leadership 
in a world that seems to be spinning out of control.  
 
Regarding the timing issue, at the start of the new millennium, we are at the 
crossroads. On the one hand, advances in science and technology have the 
potential to help people live longer and enjoy a better quality of life. On the other 
hand, globalisation has taken its toll: societal and health inequalities are widening 
and health care costs are rising. Events of September 11, 2001 perhaps have 
underscored the cross roads and serve as a reminder to do what we have postponed 
for some time. And that is, to reflect on where we are going as a society and how to 
improve health and ensure good quality health care provision in the new millennium. 
So the timing is right. 
 
Whilst preparing for the Lecture I was advised to say how I saw, and felt, things and 
not to sit on the fence and, if I got it wrong I should apologise. Well, I have certainly 
done the first one and in case I got it wrong I also apologise. 
 
Thank you for the honour to give this year’s Milroy Lecture.  
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Further reading 
 
The following is a list of the various books that have influenced my thinking. I have 
not included any of the official reports like the Kennedy Report on the Bristol 
Incident, for example, or many other published papers, especially in the BMJ and 
JAMA, that have also influenced me over the last decade. 
  
Ernest Codman was rather sceptical of publications by doctors and called them 
advertisements. On the other hand, I feel that some publications can give important 
insights into the person. So, for those who wish to know more about my philosophy, 
you may like to review my Professorial Lecture: “From Hips to Handles – The Quest 
for Better Orthopaedic Care”; it can also be downloaded from www.emusk.tees.ac.uk   
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SUMMARY 
 
In this personal account, Rajan Madhok, a PCT Medical Director, shares his 
observations from a long career in medical management and suggests that 
doctors need to become more involved to ensure a sustainable NHS. The 
findings hopefully will provoke a debate about the nature and organisation of 
management in the NHS including what role doctors could/should play.  
 
INTRODUCTION 
 
The obvious question has to be why? Apart from the fact that everyone feels the 
need to tell their story, why do I want to inflict on others this report about 
leadership and management in the NHS –assuming anyone will read it. After all I 
am not a big name, rather I have been a jobbing doctor in medical management 
at local levels; certainly I am no expert in leadership or a policy pundit. Never the 
less, I do get asked by fellow, and especially junior, colleagues, both clinical and 
managerial, who are keen to learn about management and leadership in the 
NHS.  This is for them. 
  
Another part of the why is Why Now?  The answer to that is simply this – I am 
going through yet another reorganisation of the NHS, and am trying to make 
sense of my time in the NHS. Writing helps me in this regard. I also genuinely 
believe doctors must play a more active role in the NHS. Doctors may be 
reluctant enablers but they can be powerful disablers.  
 
Finally, I also feel that I have reached the stage (age) where I can be more open 
(sic), and not be embarrassed if I get it wrong. I am under no illusion that what I 
am writing is necessarily new or complete, and that at times I may be mistaken. 
However, personal stories can be quite useful for learning.   
 
This report is in three parts. Part One is my assessment of what has happened in 
the NHS during the last 20 years. Part Two outlines what I have learnt about 
management and leadership for health in the NHS. In Part Three I summarise 
the key lessons and why I believe that doctors should become more involved.  
One limitation of the paper may be the absence of examples to illustrate key 
points, and that is partly due to my desire to keep it short, and partly I have 
aimed the paper at an (somewhat) ‘informed’ audience. This is neither a text 
book on management nor a recent history of the NHS – it is a reflective personal 
analysis.  
 
Some caution, however, is in order before you proceed. What follows is highly 
personal and subjective; I am an eclectic and voracious reader, and have drawn 
on not just my direct observations and discussions with colleagues but also on 
my readings. The other reason I have to say this here is that I may be seen to be 
plagiarising by quoting work of others – I do not mean to, and would be happy to 
acknowledge them if advised.  I am also very mindful of Codman’s saying about 
publications being advertisements, and I do not wish this paper to be an 
advertisement for me. This is not my life story so I will gloss over quite a lot of 
personal detail but I do give some information mainly as context for the 
substance of the paper.  
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 PART ONE: MAJOR DEVELOPMENTS IN THE NHS 
 
After qualifying in India, I came to the UK in 1980 and started training in surgery. 
In 1988, I left the pursuit of my dream to become a consultant  orthopaedic 
surgeon and retrained in public health; and since 1994 have been a Board level 
director in many NHS organisations, on the purchasing/commissioning side. Over 
the years I have covered service/academia; NHS/ International; and 
public/private/voluntary sectors to varying levels.  
 
My management career, post clinical years, spans three political eras: 

1. Conservative (Thatcher/Major) 
2. Labour (Blair/Brown) 
3. Coalition (Cameron/Clegg) 

 
I have worked through the ‘Working for Patients’ (produced by the Thatcher 
Government which introduced the internal market concept and which was the 
starting point for the subsequent changes in the NHS) to the present day ‘Equity 
and Excellence’ which is the Coalition Government’s proposal for the reform of 
the NHS. Below I outline what I believe have been the fundamental underlying 
developments/changes that have shaped policy and delivery of health services 
and that have a bearing on the management and leadership issue. 
 

1. Highly politicised nature of the NHS– no government can ignore the 
NHS, and political parties in turn ‘use’ (when in opposition, the parties 
point to the shortcomings and how these will be addressed) and 
‘abuse’ (when in power, the ‘reality’ catches up and politically 
expedient solutions are sought) it.  

2. Constant structural change - self-evident and it has affected the 
commissioning/policy making side rather more than the hospital 
provider side.  I am going through my third major reorganisation in the 
last decade: in 2001-2002 when the ‘old’ SHAs were formed, in 2005-6 
when PCTs merged, and the current one. I estimate that we lost about 
3 years worth of work during this decade because of system paralysis. 
As soon as the reorganisation is announced, developmental work 
stops. Add another 2 years to allow the new organisations to settle 
down and start performing and we are talking about almost half the 
decade worth of productivity loss.   

3. Increased investment – we have gone from austerity of the Thatcher 
era to the prosperity of Blair era and although the finances are 
stagnant currently, we are well ahead in terms of where we started 
from, or compared with other public sectors. However, the burden of 
PFI and IT projects means less money is available for clinical services. 
There is a cycle of austerity to prosperity and back, in the NHS, since 
health care is a constantly expanding field and it is not possible to keep 
up financially.   

4. Increasing desire to manage the NHS – since the Griffiths report of the 
1980s, more and more management/performance management has 
been introduced; and there has been increasing centralisation of 
power. Certainly the last government fell into the ‘dropped bedpan 
resounding in Whitehall’ trap, by wanting to monitor every aspect. The 
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resultant bureaucracy is an industry in itself, with a huge amount of 
effort going into paperwork.  

5. More open scrutiny – as with many other aspects of public life, there 
have been attempts to open up the NHS to scrutiny, from 
Appointments Commission to more recently through the Freedom of 
Information. 

6. Limited emphasis on public health and ‘Cinderella’ services (mental 
health, care of the elderly, child health etc) – the Labour Government’s 
initial start with setting up Health Action Zones was soon forgotten and 
energies shifted to acute services, and the current debate in the NHS 
is about hospital services. 

7. Rising clinical standards – from clinical- audit to - governance to - 
excellence now, and with the range of agencies including the National 
Patient Safety Agency, the NHS has made serious inroads into quality 
and safety. The recent failures including Mid Staffs and the nursing 
home sector, to me means that more work and a different model of 
(clinical) governance is needed, and not necessarily that progress has 
not been made or that professionals are not pushing standards up 
across the system.   

8. Better access to services – with waiting times slashed in many areas: 
A&E departments, for cancer patients and some aspects of elective 
interventions. 

9. Policy coherence and standardisation – since the introduction of NICE 
and National Service Frameworks, attempts have been made to 
develop comprehensive policies, reduce inconsistencies and ensure 
more equitable standards. 

10. Commissioning rather than cooperation as the main lever- certainly 
during my time in the NHS management since 1991 substantially, we 
have been locked into the commissioning paradigm.  

11. Increasing patient voice – from the Patients Charter to the current 
Choice initiative. 

12. Clinicians have not engaged fully with the management but 
increasingly this has started to happen – however, although there are 
some nurses and other clinicians in senior full time management 
positions, and a few doctors; mostly it is professional managers who 
run the show. 

13. Increasing pace of technological and scientific advances including 
developments in IT. 

14. Increasing specialisation – with each clinical profession moving up the 
chain with nurses doing more of what doctors did, GPs taking on 
specialist roles and specialists getting sub-specialised, for example. 

15. High public satisfaction -  despite ‘negative’ media portrayal and a 
possible slight dip due to current public sector changes.  

 
To my mind it is not about judging whether things are good or bad, the above are 
underlying trends and we have now seen three different political makeups all 
pursuing similar changes.  
 
My personal opinion is that the NHS is in a better place than it was 20 years ago. 
I am viewing things from a long term perspective and am also trying to find good. 
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Even that ‘fiasco’ the NHS IT project has delivered some successes! Of course 
this is a generalisation and things could have been a lot better but when viewed 
dispassionately and from distance (especially at the time of writing this, when 
there is intense debate about the Coalition’s proposed reforms), the statement 
stands.  Despite concerns about the proposed Lansley reforms, and I share 
some of them, I support his desire to ‘depoliticise’ NHS, pass the power and 
responsibility down and to empower doctors. 
 
If I was to name my main disappointments, then the biggest stumbling block has 
been the primary-secondary care (and some would argue health and social care) 
divide, and rather than find ways of bridging it, the consistent policy direction with 
emphasis on purchasing/commissioning has reinforced it. The second is the 
denial by politicians that the NHS is not affordable and has to set some limits; it 
can not provide world class state of the art health care to everyone. Rationing 
has become a taboo word despite evidence, and lately increasing evidence, that 
some sort of rationing is already happening.  Thirdly, I have been really pleased 
with some of the major developments such as the work of the NICE, NPSA, 
National Institute for Innovation and Improvement  and National Service 
Frameworks, which have generated unprecedented, and unparalleled elsewhere, 
intellectual capital, but disappointed to see that we have failed to fully capitalise 
on this. Amongst other reasons, the failure of execution is partly to do with 
constant restructuring and resultant instability and partly to do with overall 
leadership. Finally, and the subject of this paper later, is the limited leadership by 
the doctors, for various reasons including the lack of career progression in 
medical management and the associated stresses of the roles with limited  
incentives.   
 
Rather than address these fundamental issues, the approach has been to find 
scapegoats and short term populist and diversionary (such as structural 
changes) solutions. I still believe that the NHS is a great system of delivering 
healthcare on a mass scale, but it does/can not provide best care to all- the 
individual vs population dilemma remains the weakest link. Let us stop claiming 
that NHS can provide world class services for everyone at all times – good 
enough is good enough. 
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PART TWO: SOME OBSERVATIONS ON LEADERSHIP AND MANAGEMENT 
 
So, what have I observed and learnt over the 20 years since I left clinical practice 
and moved into management. Here are my main observations. 
 

1. NHS is a complicated business – an understatement! When I started 
training in public health, we learnt about the ‘ideal’ approach whereby 
health needs, resources and communities aspirations should inform 
health policy and priorities. I then discovered the ‘real world’ approach 
whereby things in the NHS happened as a result of pressure from 
politicians, professionals or the pressure groups including the press. 
Most of my life I then spent trying to reconcile all these facets through 
a ‘pragmatic’ approach, with more or less success (Figure 1). Policy 
making is a messy business and reminds me of the cliché about not 
watching how either policy or sausages are made- one just needs to 
enjoy them! Most policy making starts with high ambitions and gets 
diluted down. Does it fit in with your experience of introducing a major 
policy initiative in your area of work? 

 

 
 

2. Change takes a long time. The way I have understood the change 
cycle is that things do go around in circles until a paradigm shift –either 
a technology or an idea - occurs and then you move to another level 
(Figure 2). However, one can spend a long time going around in circles 
and indeed it could be argued that we have been in the present cycle 
for 20 years with purchasing/commissioning as the organising principle 
of the NHS. One could go backwards in any cycle before coming out 
and moving forward. Infact, many times it has been a case of trying to 
slow down the rate of decline- just standing still, and not rolling back, 
can be a massive management and leadership challenge.  As an 
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exercise, can you think of the paradigm shifting interventions? An 
example from the scientific world would be discovery of DNA and 
developments in genetics, and technologically IT has shifted the 
paradigm – just look at the radiology practice for example.  

 

 
 
3. Structural solutions to change NHS. There remains a preoccupation 

with structural change as the solution to the problems besetting the 
NHS, and hence the constant reorganisations. In Manchester, where I 
have been working since 2005, we have gone from 3 to 1, to 3, to 1 
health authority/PCG/PCTs over the last few decades and now are 
back to the Old Greater Manchester SHA footprint. Not only does this 
lead to loss of talent, it also causes loss of organisational memory, with 
the risk, nay certainty, of repeating the same mistakes. The human 
costs of the structural changes are enormous – although some people 
benefit by obtaining promotions, many others fall by the wayside. Also, 
during the expansion phase – as in going from 1 to 3 - many staff get 
promoted prematurely and end up failing (The Parkinson’s Law of 
Promotion to their level of incompetence). Be very wary of structural 
approach to change management. Here is a test for you: Can you 
recall the ‘proper’ names of the commissioning organisations in your 
area over the last 10 years or in many cases that of the Provider. 
Almost everyone where I live talks of the Hope Hospital, which is 
actually Salford Royal Foundation Trust, and the local nursing home 
board still displays Salford Health Authority which has not existed for 
over a decade.   

Time 

Progress 

A 

B 

A= Ideal 
B= Reality 

Figure 2: Trajectory Of Progress 
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4. Culture, culture, culture. Despite what others may say, it does take 
time to bring an idea to fruition; you have to basically work on 
organisational cultural issues, and that is not easy or quick. Indeed I 
would argue that things take a certain amount of time, unless there is a 
disruptive intervention that changes the paradigm. What however 
happens is that there are two types of people: one who starts running 
(doing) as soon as they hear the idea and others who think (plan) it 
through (Figure 4).  The time spent on planning, and especially 
thinking through the cultural issues, can pay dividends (albeit it 
depends on the nature of the problem).  First out of the box and first 
into the trap (and making mistakes) has to be balanced against being 
labelled as the luddite/ blocker. Creating the impression of doing 
something is quite rampant, especially given short attention spans. 
Can you identify the two types of people in your organisation and see 
their career trajectories and whether they have been successful? Have 
they managed to produce lasting changes?  

 
 

 
 

Start                                                       Finish   
     

=  Planning 

=  Doing 

Figure 4: Two Approaches To A Task 
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Figure 3: NHS Reorganisations In Manchester 
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5. To be an effective leader, you need the position, the vision and the 

ability to take action (Figure 5). Basically, you need to be high enough 
to see the big picture, but just because one is high up one may not see 
the wider picture and remain tunnel visioned. The ‘Helicopter’ view 
does give you the height and the broader view but unless you can then 
use the information, by taking action, it remains just that – a view. So, 
one has to keep eyes/ears open, think creatively and be decisive. Also 
lookout for that person, who may not be high up but has that broad 
vision. Taking the broader view is not easy, however, since the 
emphasis increasingly has been on targets and delivery. None the 
less, you will find those people who can combine both: they can ‘feed 
the beast’ of bureaucracy and create enough space and time to be 
creative. Have you been fortunate enough to have worked with 
someone like that?  

 

 
 

6. In making change happen, there is a balance between science and art. 
You need your facts – however they are a necessary but not sufficient 
condition to create change. You also need the art of persuasion and 
change management. Indeed, it is not a two steps process but takes 
several iterations between data and persuasion whereby you 
systematically address the concerns being raised through more study 
and more talking. The people who are being subjected to change will 
go through the stages of denying the problem exists at all, denying that 
the problem exists locally (even though it may exist elsewhere), 
criticising your data, and even if you come up with a solution arguing 
that it wont work here before acceptance. You have to address the 
What Is In It For Me (WIIIFM) Test, which is not always monetary 
benefit, and you need a clear negotiating strategy. Have you seen 
these stages? And more to the point do you see them in yourself (we 
all do it)?  

Position 

Scope of view 

= Potential Scope of View 

Figure 5: Position and scope of view 

= Unusual Scope of View 
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7. Early wins – or low hanging fruits. To get support you have to 

demonstrate progress, nothing succeeds like success. However, it is 
getting more difficult to find the low hanging fruits. Just because there 
is a good idea or indeed something that does work very well in many 
places, may not work in yours. Why do not you make an inventory of 
best practice in various aspects of your speciality?  I can bet two 
things. One, that you will find that almost every known best/innovative 
practice is working somewhere in the country and second, there will 
not be a single place where all of these will be working!  

 
8. There are the ‘Talkers’ and there are the ‘Doers’. The real leaders are 

people who set clear direction for a course of action and can see 
through the execution/implementation. Can you recall the spin 
masters, who identify a trend and jump on the bandwagon, make loud 
proclamations and fail to deliver? There is a syndrome : Mistaking 
Articulation for Action (MAFA) to describe this group of people.  One of 
the biggest problems now a days is that everybody has read the same 
books (sic) and can pontificate- you need to get behind the words, and 
see whether they have any experience of making things happen. The 
Doers will be the ones walking the talk, networking, identifying the real 
change champions, removing barriers to change and slowly influencing 
the culture of the organisation. 

 
I am sure that there are other fundamental management/leadership 
observations; the above is not an exhaustive list, and neither am I trying to be 
judgemental. Yes, I am a fan of ‘Dilbert’ and enjoy the conspiracy theory just 
like any other person in the NHS, but I do not make the above observations 
as criticisms. To me these things just are, they are a fundamental part of the 
NHS culture, and human nature, and in terms of making progress one has to 
acknowledge and learn to deal with these issues/behaviours. I have had the 
privilege of working with some of the best and not so good people, and both 
were equally useful experiences in terms of enriching me and making me 
more effective.  
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PART THREE:  WHAT NEXT THEN, AND WHY DOCTORS SHOULD GET 
INVOLVED  
 
The NHS is probably the most challenging management assignment in the public 
sector in England, and may be internationally. Not only does it raise eyebrows 
amongst  clinicians when I tell them about some of the highly ambitious 
programmes like Connecting for Health, Agenda for Change or indeed clinical 
governance, even the most experienced management gurus from health and 
other sectors including academics find it a tough call. Indeed the scale of current 
reforms, with projected savings of 20% of the budget, has been unheard of 
anywhere- and the chief executive of the NHS, Sir David Nicholson, has 
described them as the biggest change programme in the world and one which 
can be seen from the satellites! 
 
So, why bother to be a manager in the NHS? I think the answer goes beyond the 
usual one of ‘it is there and because someone has to do it’. In my view, albeit 
some may say biased since I chose to work in the NHS (being from overseas), it 
is simply that when working well the NHS is the best health system. When you 
have seen the anxiety and helplessness of common people faced with ill health 
in some countries, you do start appreciating the security that the NHS provides. 
And, death, and illness, being the only certainty in life, sooner or later all of us will 
come in contact with the NHS, and so there is that selfish angle also.  
 
In my case the transition to medical management was somewhat easier in one 
sense, given that public health training exposes you to quite a bit of 
management. None the less, moving from consultant in public health medicine to 
a director of public health post (in 1994, when these were the most senior 
medical posts in districts) was ‘character building’ (or scary). Three things made 
it easier. 
 
First was the advice of a senior director of public health. During an informal 
conversation soon after taking up my post, he brought me down to earth by 
pointing out that the buck stopped with me. I could no longer talk about ‘Them 
doing it to us” (the usual staff reaction whereby management gets the blame)! He 
reminded me that I was now them, and had to take responsibility. This was quite 
a powerful message and brought home the reality that people now looked to me 
for answers, and I had no one else to blame, and nowhere to hide. 
 
Second was my first time-out with the new Board. At the end of the facilitated 
Board retreat (one of the things that boards do is to take time out from day to day 
work to reflect and think strategy), I was asked by a non-executive director about 
two take home messages. My answer was: a) Think health – not just illness and 
consider prevention and b) Think Purchaser – since this was at the start of 
purchaser provider separation, and I was keen that we did not get bogged down 
in operational management. My chief executive could not contain himself and 
offered his two take home messages: a) Think money- NHS was all about money 
(sic) and books must be balanced and b) Think Regional Office – you have to 
make sure that you do what you are told.  This became my guiding principle from 
then on; I realised that unless I focussed, and delivered, on the stuff that 
mattered I would not be able to pursue my more lofty (I did want to change the 
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world!) ambitions. Although not quite what I wanted to hear, I realised how 
important his intervention was; this was a ‘defining moment’ for me, and the 
advice has stood me in good stead over the years.   
 
Finally, I realised that I needed help, and between the above chief executive and 
some very knowledgeable and experienced colleagues and staff, I started 
learning. The most important thing I guess to impart here is that I had the insight 
(albeit partly drummed into me!), and humility (hard), and therefore asked for, 
and was given, help.  
 
And frankly, it has been worth it. I would be untruthful if I said it has been ‘fun’ all 
the time; of course there have been frustrations. But as in medicine where after a 
while in your career most things become routine and one goes almost on 
autopilot with occasional moments of suspense and exhilaration, so in 
management there are boring or bad times and there are good times when you 
know you are really going to make that big difference. The thought of that major 
system change, with its potential to touch many lives, and not just one patient, is 
what kept me going. This is not the place to talk about whether I did, or did not, 
achieve such changes; in any case it will be for others to comment. However, in 
my attempts I did learn a few things about management and leadership in the 
NHS.  
 
So, what are the lessons; what can I tell others that will make (or break) one a 
successful leader? Here is my list:  
 

• Passion - be passionate about what you want to do. Unless one believes 
in what one is trying to do, there can not be progress.  

• Perseverance – However, passion needs to be complemented by staying 
power. ‘The harder I try, the luckier I get’ phenomenon.  Execution really 
sets apart dreamers from doers.   

• Courage – Do not fall in the ‘paying mortgage and school fees’ trap; 
looking for security is tempting but also can shackle. Have the courage to 
challenge things. Although it is not easy in the NHS to question authority I 
found that actually you acquire more power if this is done well. So, the 
only thing to fear is fear itself. 

• Act sooner – There is a ‘right’ time and although it is a judgement call and 
often one only sees it in hindsight, timing should be explicitly considered. 
Act when you think you are right.   

• Do not seek permission – not necessarily ‘act and then justify’ all the time. 
Clearly there are times when that is essential, just as there are times for 
seeking permission. However, undue deference to authority can be 
damaging. 

• Do not complain – work with the cards you have been dealt; and not keep 
thinking if only things were different. Anybody can lead when everything is 
in place! Leadership is about making things work despite problems. 

• Respect – Do enjoy working with colleagues, most of them really want to 
do a good job, and need to be respected. Do empower others, and you 
will be surprised at how much you get back in return. 

• Do not resist change, use it - I am struck by the fact that the Chinese word 
(in fact two words) for change is Wei-Chee which is danger and 
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opportunity. The leadership challenge is not to resist change (with some 
exceptions) but turn them into opportunity. Do not be afraid to compromise 
(up to a certain limit), and buy time.   

• Work: life balance – do make time to smell the roses. Nobody ever said “I 
wish I had spent more time working” on their deathbed! Do not think that 
you can be good at work but ignore other aspects of life. Most really 
successful (at work) people enjoy life.  

• Invest in yourself. The most important person is You! If you do not 
constantly improve yourself, you won’t be effective. Over the years I have 
been through the Judge Institute’s International Health Leadership 
Programme, the King’s Fund led Realise Your Potential Programme and 
the Common Purpose Matrix Programme, alongside many psychometric 
assessments and other self-development courses.  

 
Turning then to the issue of medical leadership, good managers do already, and 
want to, work with clinicians and especially doctors. But is it a case of leaving 
things as they are, or should there be a paradigm shift with doctors taking on a 
much more active role. In my view, we do need that shift and doctors should get 
involved.  
 
Apart from the fact that most practising doctors, once trained and in substantive 
posts, tend to stay in the area and hence have a stake in the community, there 
are other reasons why doctors should get involved with policy making and 
management. Almost all health care expenditure is ultimately driven by the 
decisions made by doctors, and hence should we not be putting them in the 
positions to influence, and take responsibility for, these decisions?  And they can 
be natural leaders. Good management and leadership require the same qualities 
as that needed to be a good doctor. Here are the ten qualities associated with a 
good doctor: 
 
* Asking questions – to find out what is wrong with the patient  
* Listening – and the patient will tell you the diagnosis 
* Empathy – seeing it from the patient/carer’s point of view 
* Making a decision- despite uncertainty, making a diagnosis 
* Commitment – to getting the best for the patient 
* Ingenuity – finding workarounds for the patient, when hitting brick walls 
* Value for money – only ordering tests when needed, and overall using 

resources well 
* Team working – by being part of multi-disciplinary teams 
* Curiosity – seeking to develop through life long learning and CPD 
* Crisis management - taking charge in emergency 
  
Now, guess what is needed to be a good leader? A good doctor is by extension a 
good leader. Doctors are taught and trained to do these things from the 
beginning- it starts in the medical school. Yes, there is some formal knowledge 
and techniques that help with management and leadership but much of that can 
be acquired or can be provided by other colleagues on your team. Just as people 
make positions – so eminent people get to eminent posts, positions – by giving 
responsibility – also make people (the colloquial ‘makes a man of you’) .  
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It has been said that when Griffiths introduced his idea of management in the 
NHS in the 1980s, he had hoped that doctors will take on the mantle, and was 
disappointed to see very little appetite amongst doctors for these roles. Few 
years ago I had a conversation with the CEO of the Mayo Clinic (USA) about 
clinical engagement. At the time (I have not been there for some time now), the 
tradition was that the Clinic tended to be clinically led, with a doctor as CEO, and 
with physicians being in the majority at the Board, and all committees were led by 
physicians. And they relied heavily on good administrators to execute plans, and 
ensure that clinicians added value by bringing in the clinical dimensions and by 
providing leadership and not get bogged down in administrative detail and 
bureaucracy.  
 
I have often thought of that conversation over the years and more lately 
wondered whether we can ever get the true clinical engagement that we have 
been aspiring to, unless we revisit how we organise ourselves in the NHS. I note 
the comments made by some senior NHS policy experts about the 
undermanaged NHS, but do not agree that the answer is more managers. NHS 
has become dominated by professional managers, and whilst there are some 
good examples of successful CEOs in the NHS who have fully engaged their 
clinicians this is more by personality, rather than a system design. In reality the 
NHS works on hierarchy, and non-medical CEOs can, and do, dominate, and we 
end up with parallel universes in the NHS. The management universe driven by 
Top Down mandates, need to manage money and activity, and focussed on short 
term issues, versus the clinical universe of patients, services and seemingly 
increasing bureaucracy. I am not necessarily arguing that CEOs should be 
medics although that is the case in many successful healthcare organisations in 
the US (I googled the Top Ten US hospitals and 8-9/10 are led by doctors/one 
nurse) and in India now where I travel extensively (with Dr Prathap Reddy of the 
Apollo Group as the best known figure followed by Dr Devi Shetty made famous 
by the Cameron visit in 2010, for example). But we do need better dialogue 
between the two universes and we need to move to co-development and co-
delivery through better clinical engagement, including by taking risks and putting 
some doctors in charge.  
 
At this stage, I am conscious of provoking what I have called the ‘ego’ reaction; 
there is the more familiar ego issue whereby experts will put down what I have 
said because they know better, but the more worrying bit for me is the other 
EGO- Eyes Glaze Over-  problem. Of course there are many reasons why we 
can not talk about medical leadership only and why what I have suggested above 
can not be done in the NHS. Why single out doctors, what about nurses and 
other clinical professionals who can be equally good (or bad)? They all can also 
claim that they have the above qualities. In any case doctors are not interested or 
not trained, or indeed that doctors have too much vested interests and can not be 
impartial? I do not wish to switch anyone off and certainly do not wish to upset 
managers and other clinical colleagues. I value the contributions of all parties, 
since all my successful projects relied on such joint working.  What I am trying to 
provoke is a debate- I fundamentally do not believe that our current approach to 
leadership and management in the NHS is relevant or effective for the changes 
that are needed, and that strong medical engagement is essential. And that 
overall, less professional managers and more medical leaders within a well 
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designed, and hopefully stable, administrative system will deliver the necessary 
efficiencies and a more effective NHS. “The thinking that got you into this mess 
won’t get you out of it” – the famous saying by Einstein – is very apt for the 
current situation of the NHS. 
 
I remember that Sir David Nicholson had expressed a desire to see at least one 
clinician on every CEO vacancy shortlist, but am not sure what has happened to 
this plan. In fact in this current reorganisation due process of appointments 
seems to have been completely forgotten. My assessment is that we have a 
vicious cycle whereby the doctors are reluctant to take charge (and I do not 
mean about their special projects but about the big picture stuff) anyway, and 
then the system shies away from giving them the responsibility, hence reinforcing 
the problem. The old clichés of ‘stuffing their mouths with gold’ or ‘reaching for 
their wallets’ have been overtaken by ‘doctors have no 
accountability/responsibility, and can always go back to their clinical work, and 
hence can not be trusted’;  such expressions/views should have no place in 
modern discourse about how to ensure a sustainable NHS.   
 
Finally, in the spirit of learning from case studies, I am also asked about my 
future plans. I am afraid that the current round of reorganisation is one too many 
for me- there is only so many times one can and should have to go through such 
changes. But that does not mean I am going (full time) fishing! I am afraid I am of 
the generation (predisposition) that do not stop work- God will retire me! I still 
have the passion and energy (and I hope time) to try and make a difference, and 
accordingly I am considering my third career after the clinical and public 
health/medical management phases. I am looking for a more diverse, portfolio, 
career whereby I can pursue my service/academic, philanthropic and 
international interests and yet make a difference- my motto is ‘Do good, have fun 
and make money’!  
 
In closing, in the new NHS in the 21st century there is all to play for. Successful 
medical leadership will be crucial and doctors can and should rise to the 
challenge. Just practice what you do as a good doctor, surround yourself with 
good people, delegate properly and hold people accountable. And be surprised 
at what can/will be achieved.  
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PERSONAL REFLECTIONS ON WORKING AS A COUNCIL MEMBER AT THE GMC 

 

INTRODUCTION 

Some friends at BAPIO (British Association of Physicians of Indian Origin) have asked me to share my 

experiences of serving on the General Medical Council (GMC) and hence this paper. 

GETTING ON BOARD 

I was appointed to the Council in 2009 for a four year term (extendable for another term, but more 

about that later) and it was a highlight of my career. Although I had served briefly with the Faculty of 

Public Health (my professional body) and the British Medical Association earlier I was not fully 

engaged there, and whilst enjoying the benefits of such bodies I also felt that of necessity these 

organisations had to be protective of their members’ interests. On the other hand I wanted to be a 

part of an organisation where the public and patients interests came before (not instead of, though) 

professional interests, and the GMC fitted that bill for me. During the early 2000s I had served on the 

GMC’s Fitness to Practise (FTP) Panels and I suppose to some extent that may have helped in my 

selection, although how one ends up (or not, as often happens to International Medical Graduates 

(IMGs)) in certain positions in the UK remains a mystery to me! But I am grateful to Sir Graeme Catto 

for giving me the opportunity. 

When I joined the GMC I had certain aspirations. My wish list included changes in the FTP 

procedures; as a previous FTP panellist and as a medical director I was very frustrated with the GMC 

procedures which took too long, had unexplained variations and in my view considered cases which 

were best dealt with locally. “Localising the GMC” and creating a seamless system, from local to 

national level, was the way forward. I wanted the GMC to be the custodian/leader of the system, but 

not be the first port of call for complaints about doctors except in some important instances. 

My second wish was for better regulation of medical education. I had been involved in setting up the 

Hull York Medical School (HYMS) and then moved to Manchester and I noticed considerable 

differences between the 

‘Greenfield’ approach at HYMS with the ability to design a more fit for purpose community oriented 

curriculum and ring fencing of funding with joint governance between the universities and the NHS, 

for example, to the ‘Brownfield’ situation in Manchester where there were concerns about public 

health input into medical education and limited student placements in general practice for example. 

I was also passionate about reducing fees for doctors, whether for annual retention or exams. 

Although I personally had benefitted from the large salary increases for consultants I was very 

mindful that the situation had changed for new doctors, not only were salaries lower, there were 

fewer jobs and increasing student debt and there was the need to pay for various exams and 

professional societies. 

Surprisingly, one thing that was not really on my agenda when I joined the GMC was equality and 

diversity and especially racial discrimination! 
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MY OBSERVATIONS ON THE WORK DURING 2009-12 

So, what do I think of my time? 

The Organisation 

Of course, the 2009-2012 term was a historic one since we finally managed to secure the necessary 

legislation for revalidation (and I was amongst the first doctors to revalidate in Dec 2012), something 

that had been on the cards for many years, and had a very challenging birth. Apart from this 

controversial, and in my view much needed, initiative, there were reforms in almost all the functions 

from changes to the most visible work of the GMC: the FTP procedures, to changes in how medical 

education is to be organised and regulated, to a revision of the ‘Bible’ Good Medical Practice (GMP), 

to guidance on various issues affecting doctors, and finally the adoption of IT to streamline its 

business including introduction of my GMC and moving more functions out of London to 

Manchester, for example. 

Not all of these changes are yet fully embedded and it will be a while before we see the benefits. 

Thus, the introduction of Employer and Regional Liaison Advisers to promote better engagement 

with the range of stakeholders and support the FTP changes should result in more informed policy 

making and fairer, speedier and costs-effective resolutions of cases. These are also very timely 

developments given the start of revalidation, for example. Whether what has been started will come 

to fruition and whether the GMC will be fit for purpose given the ongoing reorganisation of the NHS 

in England (we need to note that the GMC is a UK regulator, and not just for England) especially in 

the ‘Post-Mid Staffs’ world and in the light of the economic pressures only time will tell. I personally 

believe that within the NHS we have much to do to make regulation work for patients and 

professionals. In the early days of the Council we used to talk about a four level- Individual, Team, 

Organisation and National - approach to regulation. Revalidation is focussed on the individual and 

much more is needed to align GMC with the work of the systems regulators: the CQC and Monitor in 

England, and other professional regulators such as the Nursing and Midwifery Council for example, 

to ensure that all levels are properly covered and joined up, and we do not end up holding doctors 

alone responsible. I seriously worry about the focus being on individuals and especially when this 

can lead to tragedies (see my views on this matter at 

http://www.hsj.co.uk/opinion/columnists/staff-should-beprotected- from-never-events-

too/5052598.article ). 

Similarly, the changes in the provider landscape, with more shift of services to the community 

settings and introduction of ‘for-profit’ providers (indeed the FTs also fit this category), over-

production of doctors in the UK, and UK medical schools seeking foreign collaborations are also 

uncharted waters. Suffice to say that the new Council won’t be standing still yet! 

As most of my colleagues know I have been a supporter of the GMC – I am sure that I speak for 

many IMGs when I say that we wished our ‘parent’ countries had such an institution. Indeed I did 

encourage exchanges between the Medical Council of India and the General Medical Council. Few 

years ago, especially after the Harold Shipman case and other failures, there were serious concerns 

whether the GMC would survive. The previous Council (under Sir Graeme Catto and Finlay Scott) 
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were credited with saving it (sic). Our job was to build on their legacy – although looming 

revalidation and the merger of PMETB and the GMC (to bring the whole education pathway under 

one umbrella) meant that the GMC was not yet completely safe! Despite at times challenging 

situations, both of these came to pass and I am proud to have served on the Council during this 

historic time. 

As its regulator, the GMC is never going to be friends with the medical profession- and there remains 

uneasy truce between the professional bodies and employers and the GMC. However, it was 

pleasing to see increasing ‘respect’ for the GMC because of better engagement on important 

matters, and listening to the wider stakeholders. I am, however, personally uncomfortable with the 

notion, expressed by some, that only lay people can protect the interests of patients. I think that this 

is doing disservice to the commitment and dedication of large numbers of doctors, and I hope that 

there will be a good balance between protecting patients and supporting doctors at the GMC. 

The quality of work done by the GMC staff throughout has been of high standard, and I have been 

impressed with the calibre and commitment shown. They have also coped with the ‘almost’ 

avalanche of reforms and obviously the move to Manchester affected some staff members 

personally. If only we were always so blessed with good staff in our day jobs (sic) was a feeling 

shared by others also. On the other hand, the staff enjoy very good terms and conditions, and have 

been sheltered from the harsh economic reality of the NHS and wider society. I know that some 

people have commented on these including questioning the fact that the GMC offers private 

healthcare cover. This was one area where I ‘failed’ to convince my colleagues about the need to 

align the GMC with the NHS terms and conditions- it is a matter of public record that I voted against 

the (amount of) fees to be paid to the Chairman and new Council members, and which I found 

unacceptable. 

The Council 

As regards the Council itself (I must admit I found the terminology confusing. The ‘Council’ is the 

traditional ‘Board’ and to have to say that I am on the Council of the General Medical Council 

seemed bizarre!), even now, many doctors do not realise that 2009 was the first time that Council 

members were selected, by the Appointments Commission, and not elected by doctors, and there 

were equal numbers of medical and lay members. It was therefore a ground breaking start and there 

was intense speculation about how the model would work. Was this the end of the medical 

leadership at the GMC with still some scope for self-regulation? Will we end up with a lay chairman? 

Will we end up in two camps: medical and lay etc? As it happened Professor (since Knighted) Peter 

Rubin became the Chairman and we managed not to be split along medical or lay lines. And we did 

good work and managed to introduce a range of much needed reforms. 

But would we have passed the ‘Good Medical Practice’ test – of respect, valuing others and team 

working – as a Council? Were we an exemplar of good governance? Was there a danger of not 

walking the talk? Of course, all boards have tensions, with not everyone feeling equally valued or 

getting opportunities to contribute fully or personally develop. And it would have been surprising if 

these issues did not feature in the Council also. I was perhaps well prepared for some of these 

tensions (although I always find them distasteful and I have trouble with what happens with the 

divide and rule/ autocratic approaches, sadly, seen in some boards), having been on NHS boards for 

a long time. Such tensions are inherent in the workings of powerful organisations and with very 
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senior people, and should be seen as ‘character building’ experiences (sic), and a necessary part of 

one’s development as a leader. 

Readers may want to see my general observations on management and leadership in the NHS at this 

site 

(http://www.fmlm.ac.uk/sites/default/files/uploads/docs/resources/RMadhok%20NHS%20Leadersh

ip.pdf ) , and as can be seen I would want to encourage more doctors, and especially IMGs, to seek 

and take up these challenging roles. 

GMC AND RACE 

As regards the issue of racial discrimination, my views on this have already been published 

(http://bapio.co.uk/images/file/Prof%20Madhok%20GMC%20speech%2019%209%2012.pdf ). 

Although I was very aware of the concerns expressed by BME doctors, and having faced direct 

discrimination in the NHS, I personally was not on a crusade for the reasons I described in the 

foreword to the book that we had published in Manchester. However, part way during my Council 

term I started becoming increasingly concerned, especially as I had been asked to become the 

Chairman of BAPIO by then where I repeatedly came across examples of discrimination and stories 

of how the NHS was failing to utilise the talent and leadership potential of BME doctors. I also then 

started chairing the CLN- REAL initiative which showed that the problem went beyond doctors. I 

therefore become convinced that we had much work to do to promote race equality in the NHS and 

within the GMC and that we could use the GMC’s position as the leader of the system to influence 

others also. As it happened, I was then asked to work with another Council member, Sally Hawkins, 

to look at race/ethnicity issues and the work of the GMC. We also linked up with Iqbal Singh who 

chaired the GMC’s E & D Committee. This issue then took up a lot of my time, and I find it ironic that 

my period/role came to be defined in terms of being the crusader for racial equality at the GMC 

especially as I do value all other aspects of equality and diversity, and in any case believe that there 

is a lot more to the GMC’s work where I have, could have, contributed. 

Anyway, I think we started some initiatives to promote race equality and I can only hope that the 

GMC will continue to lead by example and make progress as I am very concerned that things have 

started going backwards in the NHS. There is still a lot to do including becoming more proactive, as 

the recent RCGP CSA exam issue shows for example where the disparities in the pass rates between 

IMG/BME and local trainees had been known to the Establishment for some time and yet no serious 

action was being taken. Although we won’t be at the new Council, both, Iqbal and I have been asked 

to stay on and co-chair the GMC-BME Forum. 

WHAT NEXT FOR ME 

Finally, the question asked of me is why I am not on the new Council. Although when we were 

appointed in 2009, we were eligible for another term, the ‘rules’ changed as it was decided to 

reduce the size of the Council to 12 (rather than 24) members. Some people have pointed out that 

none of the three BME doctors on the last Council have featured in the new one. I can not speak for 

Iqbal and Johann and obviously with only 12 places (instead of 24) there was bound to be 

competition. It is hard for BME doctors to reach certain positions – INDIGO (BAPIO’s discussion 

forum) identified the Faculty of Medical Leadership and Management and the King’s Fund as two 

organisations bereft of any BME members at their top levels recently, for example. The sad part is 
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that even when we do get there we have to start again – getting to the next level requires further 

struggle; a case of glass ceiling after glass ceiling. After making it to the Council I found that having 

any meaningful senior roles/positions in the GMC management and governance arrangements and 

to personally develop further was a challenge. 

In my case, I decided not to apply for another term for many reasons including the increasing 

awareness of the tension between the ‘Establishment’ and ‘Activism’. The Establishment, by its very 

nature, wants to preserve the status quo whilst activists challenge things. Having been a part of the 

Establishment (in NHS management and the GMC) for over two decades, and whilst being proud of 

some of the achievements I realised that change is slow, and sometimes one has to go outside of the 

Establishment to move things along, or at least try. I felt that I had done as much as I could have 

within the GMC under the circumstances and could add more value from outside by doing both, 

helping to implement reforms such as for revalidation/FTP changes and by being a 

commentator/lobbyist. 

I am pleased, and honoured, that the BAPIO Executive led by Ramesh Mehta has asked me to 

continue as Chairman for a second term. I realise that there is a lot to do to make IMGs, and all 

clinicians, feel supported in the NHS – I would like the Establishment to work with (to use the Darzi 

phrase of Co-Development) and not against doctors. Most doctors do not feel supported presently, 

and as a society we are in danger of proving William Carlos Williams right; he described doctors as 

“one upon whom we set our hopes when ill and our dogs when well”! 

Perhaps in time (I am still young) and under different circumstances I may join the establishment 

again! For now, I wish the new Council members well and would encourage BME, and indeed all 

doctors, to join in whatever capacity they can- there are many ways they can contribute to the work 

of the GMC and the wider system of medical regulation and education. It can be challenging but it is 

also very rewarding work. 

DECLARATION 

The views expressed here are personal. I am conscious that it is unusual to write such reflections, 

and some people may take the view that it is not the done thing. My response is that I wish more 

people did share their reflections 

in the spirit of learning and to help others contemplating taking on such roles. I certainly have done 

it in that spirit and if I have given any offence then I apologise. I am grateful for the fellowship and 

support of many Council members and the staff. 

RAJAN MADHOK 

30 JAN 2013 

rajan.madhok@btinternet.com 

http://www.bapio.co.uk/news_detail.php?id=80 
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US healthcare 
 
I had ‘rejected’ the US health system – I had passed my ECFMG exam in the early 
1980s, but unlike many of my contemporaries I resisted the urge to leave UK despite 
the serious challenge to career progression, as I was uncomfortable with the market-
based health systems, and felt that NHS suited me. Nonetheless I was interested in 
the developments there and had the privilege of spending a few months at the Mayo 
Clinic, USA, in the early 1990s, which then led to ongoing exchanges for many years 
subsequently. US healthcare, not just the provision (at individual level) but also the 
thinking (I was very influenced by David Eddy’s writings in the JAMA in the early 
1990s and recommend them highly), at its best, is remarkable.  
 
The paper on managed care was an attempt to understand the US health system 
and was possibly too simplistic, but it made sense to me, and obviously to the then 
editor of the journal (who encouraged it and who happened to be Harry Burns). 
Having brought US experience to the UK, I thought it was only fair to reciprocate, few 
years later, and tell the US audience about our approach to quality; supported by 
David Ballard.  
 
On the whole, over the years, I have been amazed with our (in the UK) fascination 
with, and imitation of, the US health system, and it has seemed to me that whilst we 
seem to be going towards the US model, they were attempting to follow us – a case 
of grass always being greener on the other side – and crossing each other over the 
Atlantic. From Clinton proposals from the Jackson Hole Group, to Ken Kizer’s work 
on transforming the Veteran’s System, to the latest attempt by Don Berwick to 
promote the UK style NHS (although I have felt for a long time that Don’s view of the 
NHS is very far from the reality), the enlightened policy-makers in US have seen the 
value of the founding principles of the NHS. But like with the reformers in the NHS, 
their attempts got thwarted by the deeply entrenched vested interests.  
 
Madhok R. Implications of US managed care for the British NHS: a personal view. 
Journal of Managed Care 1999;3:93-9.   
Madhok R. Crossing the quality chasm: lessons from healthcare quality improvement 
efforts in England. BUMC Proceedings 2002;15:77-83.   
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Implications of US managed
care for the British NHS:

a personal view
Raj an Madhok

Reader in Public Health, University of Hull

INTRODUCTION

Health care systems throughout the developed world,
including the British National Health Service (NHS),
are struggling to meet demand in the face of advances
in medicine and technology, longevity of the popula-
tion, increasing expectations and limited resources.

This paper describes the salient features of managed
care in the USA and attempts made in the UK, and
particularly England, to manage activity and contain
costs. It also considers the future challenges for health
policy and service delivery in the UK, and the role of
managed care in this.

MANAGED CARE: THE US
PERSPECTIVE

This account does not pretend to be an academic trea-
tise on managed care in the USA — there have been
detailed articles on this subject (reference 1 for exam-
ple). Rather, the account reflects the author's observa-
tions, gained through working in the USA over the
last few years.

Managed care in the USA is a complex subject;
there is no one definition of it. However, managed
care of all forms shares some common features.

Rajan Madhok MBBS, MSc, FRCS, FFPHM,
Director of Public Health, East Riding Health Authority,
Willerby, East Yorkshire HU10 6DT, UK.

Characteristics of managed care

First, since health care in the USA is expensive and
thus a major concern for the American people and
policy makers, the driving force for US managed care
is escalating costs.

Second, there are many different models of man-
aged care, exemplified by Health Maintenance Organ-
isations (HMOs), Preferred Provider Organisations
(PPO), Exclusive Provider Organisations (EPO),
Independent Physicians' Associations (IPA), etc. To
understand the nature of these it is best to go back to
basics and start with the key stakeholders in health care:

(a) The 'needy' — the patient/client
(b) The 'carer' - the professional

(c) The 'setting' - the hospital and its management
(these may be 'for profit' or 'not for profit')

(d) The 'payor', which may be the government,
employer or the client personally

(e) The 'intermediary' — the insurance company

Each of these stakeholders is trying to protect and
enhance their interest by forming business alliances —
this can be done in several ways, either directly or
through others. Thus, a patient, or payor on the
patient's behalf, may reimburse the doctor and hospi-
tal directly, or they may pay the hospital who in turn
employs the doctor, or they may pay the insurance
company who then contracts with a group of doctors
or hospitals. Payers may contract directly or through
intermediaries with a select group of preferred
providers or an exclusive provider. Finally, the
patients may be restricted to attending a single hospital

JOURNAL OF INTEGRATED CARE (1999) 3. 93-99 <D The Royal Society of Medicine Press Ltd 1999
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Fig. 1 Different models of managed care.

or a group of doctors, or may be able to go to a limited
number of hospitals or doctors' groups, or may be free
to go to anyone they choose. Essentially, the five
stakeholders can interact in various different ways (see
Figure 1).

Third, a key feature is the 'gatekeeper' function
which is performed by front line doctors who control
access to experts and high-tech services. Health care
remains dominated by doctors and only recently are
other professionals, such as nurses, beginning to gain
acceptance and credibility. Unlike British General
Practitioners (GPs), who are generalists, the front line
doctors in the USA include some specialists, such as
internists and obstetricians, and hence figures such as
50% of doctors being primary care physicians arc
mentioned.

Fourth, the 'degree of managed care' depends on
how tightly the contract is specified. The more spe-
cific the details of what care is provided, how it is pro-
vided and how doctors are reimbursed, the more it is
said to be managed care (see Figure 2). Highly man-
aged care is often associated with precertification (the
need to obtain prior approval before undertaking an
intervention) and utilization review (to audit the pro-
cess of care against benchmarks).

Fifth, there is a varying amount of managed care
throughout the USA; market penetration differs in
various states and there are also issues around whether
a state would allow 'for profit' organisations to work
there or not, and whether any such organisations
would have to pay a 'tax' to contribute towards the
cost of health care for the poor.

Critique of managed care
There is a general view that the managed care revolu-
tion has controlled costs and that health care inflation
has slowed down. However, commentators have
raised a number of concerns.

First, although successful in keeping down health
care inflation, the benefits of managed care have not
always been passed on to the clients. Criticisms have
been levelled at health care executives who have made
enormous profits.

Second, the longer-term ability of managed care to
keep costs down is questionable. The gains have
largely been made because of the considerable surplus
in capital stock, equipment and manpower. Although
there is scope for further rationalisation, since bed
occupancy figures in some areas are still 60—70% and
there is duplication of expensive equipment, the rate
and scope for further improvement is diminishing.

Third, health care inflation has also been reduced
because the managed care organisations have not had
to fund research and teaching, and have benefited
from the subsidies given by the government or other
sectors to these functions.

Fourth, although a few managed care plans are
driven by quality and clinical effectiveness considera-
tions, there has not been a systematic or serious attempt
to make quality considerations the key feature. This is
particularly sad since the USA has made tremendous
investments, and progress, in health services research.
The gap between academics and service is a general
feature of health care organisations.

Fifth, there have been high associated administra-
tion costs, and as a general rule the more tightly man-
aged a plan is the higher are the transaction and
monitoring costs. Figures such as 15% overheads have
been mentioned.

Sixth, within the medical profession itself there are
opposite camps,"" with equally strong critics and pro-
ponents of managed care on both sides. Many doctors
have seen their incomes drop considerably. However,
there has not been a corporate approach by the profes-
sion to tackle the health care divide and high costs,
and generally to provide the necessary leadership. This
is due not just to opposing views but also to the fact
that health care is partly a business, and to the over-
supply of doctors in many parts of the USA.
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Finally, in any analysis of managed care in the USA
due attention must be paid to the American psyche.
American people place a lot of emphasis on getting the
best (usually measured in terms of newness and
money) and want things fast especially if they are able
to pay. Accordingly, there cannot be a single system
and plurality must be the order of the day. It seems
that the most applicable model would be a 'standard'
package of care, to be supplemented by out-of-pocket
expenses tor those wanting to go outside the plan
('point ot service'). A managed care plan can be
tailored to suit the 'needs', that is, the ability to pay, of
the client. An average figure of US$100 per month for
a 'standard' managed care plan from some of the major
US companies was being mentioned in 1997.

THE BRITISH NATIONAL HEALTH
SERVICE

History and recent attempts at cost
containment
The NHS came into being in 1948 with the aim of
providing health care to the population, free at the
point of delivery and on the basis of need, to be
funded largely by tax revenues. Soon after its establish-
ment it became clear that the underlying assumption,
that once the backlog of disease in the population was
cleared the need for health services perse would
diminish, was incorrect. Since then, the dream has

become almost a nightmare for the policy makers, as
the NHS has often been at the centre of political
debate.

The government has been frustrated by its inability
to control expenditure with measures such as com-
petitive tendering of support services (e.g. hospital
catering, cleaning and laundering services); increasing
co-payments for items such as medications; introduc-
tion of charges for services such as eye tests and dental
treatments; year-on-year cost improvement pro-
grammes [whereby providers agree an efficiency
(savings) target (in 1996 the providers had to achieve
3% efficiency)]; and separation of health and social
care elements to recoup costs through social services
departments etc. In the late 1980s the government
proposed radical reforms.

The central feature of these reforms was the cre-
ation of an internal market within the NHS by intro-
ducing purchasers and providers of health care
services. Purchasers were to assess the health needs of
their populations and then contract with providers for
services to meet the needs. It was hoped that this
would create competition between providers (not
purchasers — who get their funds from the govern-
ment through a resource allocation formula) and
hence increase efficiency and promote choice for the
population. Two types of purchasers were created: the
District Health Authority (DHA), which purchased
the majority of services for the resident population in
the area; and General Practitioner Fund Holders
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the key questions have not been addressed: how
much does it actually cost to operate continuing care
policies? Arc there other ways to tackle the problem?
Are we just shifting costs from one budget to
another, and perhaps on to carers; and are patients
staying longer in hospitals for assessment? How
much health gain does this achieve? By concentrat-
ing on people in hospitals, are we ignoring more
deserving patients in the community about whom
we do not and cannot know because we do not have
the resources to find them in the first place?

Finally, there is the example of new technologies,
particularly new drugs. Health Authorities are asked by
the government to earmark funds for medicine like
beta-interferon when there are concerns about its clin-
ical effectiveness, and yet no guidance or funds are
made available for drugs like statins, which are of
proven benefit in helping people with heart disease
(which affects large numbers of the population). How
and why was the decision to fund beta-interferon
made in this way? Given no more new money from
the government, how will Health Authorities fund
other new medicines? How can explicit choices be
made and funds released (by rationalising existing prac-
tices) if Health Authorities' efforts are compromised in
other ways?

Although on the one hand the organisation of the
NHS will change, some things will not change with the
new White Paper since the key challenges remain: lim-
ited resources, powerful interest groups and increasing
demands, for example. The new PCGs will face the
same issues described in the three examples above. Only
the mechanism is changing, in that PCGs will have to
grasp the nettle and deliver improved health, waiting
times and emergency admissions at the same time as
ensuring high quality health care within finite resources.

CHALLENGES FOR HEALTH POLICY
AND SERVICE DELIVERY

All health care systems are struggling to contain costs
and improve quality of health care, and are searching
for the panacea. The British NHS is no exception.
However, before deciding on the solutions it is impor-
tant to reflect on the underlying tensions and dilemmas
that face the NHS — it is not a question of choosing
between one or the other (since often both are needed)
but a question of emphasis and ensuring that plurality
can be accommodated in a national system.

Dilemmas facing the NHS and health care
systems generally
(a) Prevention versus cure. What is the appropriate

balance between preventive and curative services?

The former is about the health of the population
and longer term whilst the latter is about individu-
als and the care that is needed now. It is not an
cither/or decision: rather, it is about balancing
short-term demands with long-term needs.

(b) Competition versus collaboration. When to pro-
mote competition and when to promote collabo-
ration? Indeed, is there, or should there be, any
competition at all? If yes, is it determined solely by
price? Or is there another way of promoting
healthy competition, e.g. through quality?

(c) Efficiency versus effectiveness. Is the NHS about
treating a large number of people or is it about treat-
ing appropriately through effective interventions
and according to need? Can increasing throughput
sometimes only be achieved by promoting 'less
effective' practices? And what is effectiveness?
Increasing throughput and reducing waiting lists
may be entirely effective politically, but are they
effective from a population health perspective?

(d) Choice versus equity. If everybody has a choice
how can equity be maintained? And what is meant
by equity — is it equity of access, standards or
opportunity?

(e) Planning versus market forces. Do we actively
plan or allow market forces to rule? It is clear that
planning for the medical or nursing workforce or
for special services cannot be done at individual
Trust or DHA level, and that market systems
sometimes cannot, or will not, plan.

(f) Primary care-led NHS versus health improve-
ment-focused NHS (where everybody has a role).
Whilst not denying the need to ensure better pri-
mary care services, it has to be acknowledged that
other players, e.g. hospitals, also have a major role
to play. In addition, primary care is sometimes
seen as synonymous with general practitioners and
not with the whole primary care team.

(g) Local access versus patient's inconvenience. How
can we ensure local access unless we get hospitals
to pool resources and achieve economies of scale?
This may enable consultants to provide outreach
clinics to minimise patients' inconvenience, for
example. At the core of this is the issue of central-
isation or decentralisation of services.

(h) Local autonomy versus central control. What is
the relationship between DHAs, PCGs and the
NHS Executive? Although it is suggested that the
NHS Executive's interest is in 'specifying what'
whilst 'how to do it' is a local concern, the situa-
tion is not as clear-cut.

(i) 'Us versus them' is occurring at every level:
between doctors and managers, doctors in primary
care and doctors in secondary care, doctors and
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nurses, and DHAs and Local Authority social ser-
vices. Not all of the tensions can be resolved, and
nobody should be allowed to become complacent,
but it has to be acknowledged that structural barri-
ers do not allow partnerships despite the best
intentions. Team working is crucial to the success
of the NHS and, despite the emphasis on partner-
ships in the new White Paper, unless adequate sys-
tems and processes are instituted such partnerships
will flounder as all the players struggle to meet
their targets and balance their books.

NHS as a managed care system

Although not as well managed as it could have been,
the British NHS did, and still does, provide overall
value for money, judging by many indicators such as
proportion of gross domestic product (GDP) spent on
health services, life expectancy at birth and infant
mortality. It is not a managed care system as the term is
used and understood in the US context, but the NHS
displays some important features including the pri-
mary care base (the gatekeeper) and restricted access to
services in hospitals through guidelines and protocols.
Until recently, there was considerable planning and
'macro-level' management in terms of where new
hospitals should be built, what new services should be
started and where new specialists should be employed.
It is well known that health care is a supply-induced
demand system up to a point, in that whenever supply
is increased the demand grows — the phenomenon has
been well demonstrated in waiting lists, for example.
By capping supply through rational planning, the
NHS has managed care and contained costs.

FUTURE DIRECTION AND ROLE OF
MANAGED CARE IN THE NHS

The question is no longer whether there will be man-
aged care or not: we have always 'managed' care, either
explicitly or by neglect, and not always very well. The
question for the future is who will manage care. Will it
be governments or businesses, for example? Will the
care be macro-managed with rational planning, as used
to occur in the NHS (and may still do), or will it be
micro-managed if the system gets fragmented (as is the
case in the USA and as has already happened, albeit to a
lesser extent, in the UK)? Finally, will it be cost or qual-
ity considerations which will drive the agenda?

I do not believe that there will be one, or an easy,
answer. It will not be up to the governments alone but
it will be up to the range of interested groups, with
someone having an overview and ensuring that the
health of the population, not just cost considerations,
drives the whole process.

This is where there is a gap at present. Powerful
interest groups businesses, drug companies,
providers and professionals themselves — are already
beginning to jockey for this position, and the recent
reforms propose putting PCGs at the helm of it.

The British NHS did, and can again, come close to
being the model answer as a value-for-money health
system. The distinct population focus, its primary care
base, controlled access to specialist services, planning
mechanisms for not just health facilities but also the
workforce, the strong societal values and support for
the NHS, and the emphasis on effectiveness and effi-
ciency are the ingredients for success.

Any health system, if it is to improve the health of
its population and ensure good quality, cost-effective
services, will also need these ingredients. The catalyst
for change, and the sustaining force, may however be
different in different systems. It will be interesting to
see how well the PCGs act as that catalyst in the UK
by rising to the challenge and delivering what is a
complex agenda. The government has clearly indi-
cated its position about maintaining levels of funding
and the need to meet demanding targets in the NHS.
We can only hope that there will be the right leader-
ship at the local level, at the PCGs, where it is most
needed.

The key issue will be designing managed care in the
NHS rather than letting it occur by default. This will
require excellent management skills (which have not
always been evident). One commentator said of the
NHS:

Hardly anyone is managing health care. There are
increasing numbers of managers in health care, but that is
not the same thing. There is a lot of counting going oil.
A lot of collecting, analysing and shuffling of numbers
and other data items .. . a lot of people making their
presence felt. But influencing outcomes? Maximising
the enthusiasm and commitment of health care pro-
fessionals around shared goals? In other words, really
managing?'

The term 'management' can be seen in two differ-
ent contexts: in its active sense it implies 'actively steer-
ing in a predetermined direction' whilst in its passive
sense it means 'coping with what is being thrown at
you'. The NHS is often in the latter mode, and it will
need a new type of manager — managers who are
visionaries and leaders and who can absorb complex
agendas, analyse and conceptualise, not just administer.

CONCLUSION

In conclusion, the potential leadership in the NHS
needs to reflect on the observations contained in this
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paper and really pursue the spirit of managed care, not
just see it as the application of a fad. Managed care in
the UK has a definite role; it is about adding value to
the many existing strengths of the NHS; it is about
optimising health benefits within available resources
(and not just cutting costs); and it is about running the
NHS along business lines, not thinking that health
care is a business.
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The US health care system has been at the forefront of
health care quality improvement (QI) efforts for over a
century. Dr. Ernest Amory Codman (1869–1940), a

physician at the Massachusetts General Hospital in Boston, was
among the first in the developed world to highlight the problem
of poor quality in health care. He subsequently set a standard for
open, honest, and public evaluation of the end results of medi-
cal and hospital care (1). Since then, much work has been done
in the USA by independent think tanks such as the Rand Cor-
poration, governmental agencies such as the Joint Commission
on Accreditation of Healthcare Organizations and the Agency
for Healthcare Quality and Research, and various professional
societies.

But has that effort translated into real improvements? Has the
US health care system moved on from the time of Dr. Codman
and, if so, how far has it gotten? In 1914, Dr. Codman said:

You hospital superintendents are too easy. You work hard and faith-
fully reducing your expenses here and there—a half-cent per pound
on potatoes or floor polish. And you let the members of the [medi-
cal] staff throw away money by producing waste products in the form
of unnecessary deaths, ill-judged operations and careless diagnoses,
not to mention pseudo-scientific professional advertisements.

Clearly, progress has been made, and there are many examples
of excellence in the US health care system. However, 2 recent
reports from the Institute of Medicine (IOM) suggest that there
is a long way to go before Americans can enjoy safe and clini-
cally effective services (2, 3).

The first report, To Err is Human, estimated that nearly
44,000 Americans die each year as a result of medical errors.
More people die in a given year as a result of medical errors than
from motor vehicle accidents (43,458), breast cancer (42,297),
or AIDS (16,516). Total national costs of preventable adverse
events were estimated to be between $17 billion and $29 billion.

The second IOM report, Crossing the Quality Chasm, asked
for a fundamental change, recommending that the delivery of

health care in the 21st century be based on 6 key dimensions:
• Safety—avoid injury to patients from the care that is in-

tended to help them
• Timeliness—reduce waits and harmful delays
• Effectiveness—provide services based on scientific knowl-

edge to all who could benefit and refrain from providing ser-
vices to those not likely to benefit (avoiding overuse and
underuse, respectively)

• Efficiency—avoid waste
• Equitability—provide care that does not vary in quality be-

cause of personal characteristics such as gender, ethnicity,
geographical location, and socioeconomic status

• Patient centeredness—provide care that is respectful of and
responsive to individual patient preferences, needs, and val-
ues
The report urges all parties—policymakers, purchasers, regu-

lators, health professionals, health care trustees and management,
and consumers—to commit to a national statement of purpose
for the health care system as a whole and to a shared agenda to
pursue the 6 dimensions. It makes 13 recommendations in pur-
suit of these dimensions. Will the second report succeed? The
STEEEP challenge seems rather steep. What can be learned from
other countries facing similar challenges?

This article, from a policymaker based in the United King-
dom (UK), may be of value to various stakeholders in the USA,
especially given that there are many parallels between what the
second IOM report recommends and what has happened in the
UK’s National Health Service (NHS) over the past few years.
The article also reflects the author’s observations of the US
health care system over the past decade and more recently dur-
ing a mini-sabbatical. The sabbatical included visits to Baylor
Health Care System (BHCS), CIGNA Dallas, and the Mayo
Clinic Rochester; the author also joined the Voluntary Hospi-
tals of America (VHA) Chief Executive Officer Group on Clini-
cal Excellence at its session in Chicago.

The article begins by describing the main QI efforts of the
NHS. It then discusses 2 fundamental issues for all QI efforts:
understanding uncertainty in medicine and understanding doc-
tors. Given the vast agenda for change outlined in the IOM re-

294



78 BAYLOR UNIVERSITY MEDICAL CENTER PROCEEDINGS VOLUME 15, NUMBER 1

port and given the parallels between the US system and the
NHS, the article describes some key lessons. Finally, the article
discusses the implications for BHCS as it tries to cross the qual-
ity chasm.

QI IN THE NHS
Background

The NHS came into being in 1948 with the aim of providing
health care to the population, free at the point of delivery and
on the basis of need, to be funded largely by tax revenues. Since
then, successive governments have struggled with the burgeon-
ing NHS bill through various means and with varying degrees of
success (4). The recently published NHS Plan has as its goal to
modernize the NHS for the 21st century (5); Klein has published
a good critique of the NHS for the US audience (6).

The NHS has had a strong focus on health care QI, especially
since the early 1990s. At that time, there was a fundamental
reform of the system when purchasers and providers of care pro-
moted value for money through “managed competition.” To sup-
port this reform, emphasis was placed on improving standards of
care, and all professionals were mandated to scrutinize their prac-
tices through clinical audit. Clinical audit required profession-
als to look systematically at the procedures used for diagnosis,
care, and treatment; to examine how associated resources were
being used; and to investigate the effect care had on the outcome
and quality of life for the patient (7). Various national and re-
gional initiatives were launched to support these efforts.

Since 1997, the emphasis on the purchaser-provider separa-
tion has changed; the internal market idea has been abandoned,
and more collaboration between various parts of the NHS sys-
tem is being encouraged. However, the emphasis on quality has
increased (8). The concept of clinical governance has been in-
troduced, and all NHS organizations are required to ensure ro-
bust arrangements for it. Unlike clinical audit, which was a
professional-only activity, clinical governance requires profes-
sionals to work with managers, and the chief executives are di-
rectly accountable to the policymakers for the program. Clinical
governance is “a framework through which NHS organisations

are accountable for continuously improving the quality of their
services and safeguarding high standards of care by creating an
environment in which excellence in clinical care will flourish.”

What should we make of all these efforts over the past de-
cade? Are health care QI efforts making a difference in the NHS?

National experience
Awareness of health care quality has been heightened in the

UK. The principles of clinical governance have been firmly em-
braced by all participating organizations, and appropriate struc-
tures and processes have been put into place. A lot has happened
at the national level through the efforts of the government, the
medical profession, and the NHS (9). The 6 key dimensions of
the second IOM report are being addressed through various ini-
tiatives in the NHS; the appendix lists some of the key elements
of the national QI efforts.

Local experience
Much improvement has also resulted from these efforts lo-

cally; the results in the author’s area have been published (10).
A brief account is given here.

Since 1998, a “whole-systems” approach to QI has been in
operation. A simple yet comprehensive framework has been de-
vised, the aim being “doing things that matter.” The framework
incorporates the 3 main elements of research, audit, and train-
ing (Figure). Overall, QI efforts are intended to make quality part
of everyday business; adopt a systematic approach linked to lo-
cal policy and planning functions; change systems to improve
quality; invest in the longer term; support individuals; and work
together to maximize value for money from available resources.

In addition to progress with the infrastructure, tangible out-
comes have resulted. Some specific examples follow. First, a dis-
crete project was recently completed to examine medication
errors in the local neonatal unit and to put corrective procedures
in place. No new errors were identified in the 6 months after
these procedures were implemented. The model is being rolled
out into other areas of hospital practice. Second, in general prac-
tice, the prescription of antibiotics declined by 8.5% during the
period of 1999 to 2000. Third, a comprehensive scheme was in-
troduced in April 1999 to identify and provide annual health
checks and necessary treatment for all patients in the area known
to have ischemic heart disease. The scheme has been imple-
mented in 97% of general practices in the area with substantial
clinical benefits for patients: risk factors and associated diseases
are being identified and appropriate action initiated, including
improved prescribing of statins, beta-blockers, and aspirin.
Fourth, the cervical cancer screening program has been thor-
oughly evaluated to ascertain possible causes for deaths, and ef-
fective action has been undertaken to reduce any preventable
deaths (Table 1).

FUNDAMENTAL CHALLENGES FOR HEALTH CARE QI
It will be a long time before we all see the high-quality and

safe services that we would aspire to for our family members.
Claims and counterclaims about the extent of the problem are
being made by patients’ and professionals’ advocates. Separat-
ing truth from fiction is difficult. Before prescribing solutions, it
is essential to reflect on 2 fundamental challenges, as follows.

Doing things that matter

Clinical
governance

Do we know
what matters?

❖ Right thing
❖ Right people
❖ Right way
❖ Every time

Why not?
Are we

doing it?

Audit
Research

Training

Figure. East Riding and Hull clinical governance (quality improvement) model.
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Table 1. Possible explanations for deaths due to cervical cancer in East Riding
and Hull area and proposed actions to prevent potential deaths

Possible explanations Estimated extent Proposed action

Nonattenders 11% of invitees in 1998 Target payment scheme

Inadequate smears 18% deaths Smear-taker identification

Diagnostic problems 12% deaths Better checking procedure

Communication delays ? Review procedures and
introduce notification letters

Poor treatment ? Treatment audit

Recurrent cancers 2% deaths ? Review screening interval

Untreatable cancers 68% deaths Case reviews

Medicine is of all the arts the most noble; but, owing to
the ignorance of those who practice it, and of those who,
inconsiderably, form a judgment of them, it is at present
far behind all the other arts. Their mistake appears to me
to arise principally from this, that in the cities there is no
punishment connected with the practice of medicine (and
with it alone) except disgrace, and that does not hurt those
who are familiar with it. Such persons are the figures which
are introduced in tragedies, for as they have the shape, and
dress, and personal appearance of an actor, but are not
actors, so also physicians are many in title but very few in
reality (15).

He then went on to outline what he considered to
be the essential qualities of physicians. Medicine has
come a long way since then, and doctors everywhere are
bound by the Hippocratic Oath with its commitment to
caring for the sick, preserving confidentiality, and re-

Understanding medicine
Medicine is not an exact science. There are inherent uncer-

tainties and consequent risks. To confuse these risks with errors
is unhelpful to professionals, just as condoning errors because of
risks jeopardizes people’s lives. Take an everyday occurrence in
the health service—a patient receives a test: it may be a blood
test, a cervical smear, an x-ray, or any other investigation. What
can be expected from the test? Four outcomes are possible.

An outcome is true positive when the patient has the con-
dition and the test result shows it; an outcome is true negative
when the patient does not have the disease and the result con-
firms this. These are helpful outcomes and what doctors and
patients would like to know. However, there are instances when
the test result is false positive, that is, the result is positive al-
though the patient does not have the condition, or false nega-
tive, when the result is negative but the patient has the
condition.

Much of the time, doctors do not know which category the
result belongs to. They rely on mathematical estimates of prob-
abilities, not always from well-conducted scientific studies, and
on intuition and experience. Furthermore, the test result is only
one step in the management of the patient’s condition. All such
steps in the patient’s journey through the medical system have
their own uncertainties.

This uncertainty in medicine creates an underlying risky situ-
ation to which patients are exposed when they receive medical
care. In addition, the history of medicine is full of instances when
procedures done in good faith or on the basis of contemporary
knowledge proved to be ineffective or harmful (11).

Finally, despite best intentions and efforts, things do go wrong
in medicine. Almost all medications have side effects, even ev-
eryday remedies like aspirin and acetaminophen. An average of
500 acetaminophen-related deaths occurred each year in England
and Wales during the mid 1990s (12). Nearly 1 in 20 patients
require hospital readmission within 28 days of everyday opera-
tions such as appendectomy and hip replacement (13, 14).

Understanding doctors
As in any other part of society, some doctors are “bad.” Even

Hippocrates, the father of medicine, remarked on the phenom-
enon:

maining loyal to the profession.
Most doctors do take account of advances in technology and

science—policies are reviewed and new guidelines promulgated
regularly. It is possible that sometimes the guidance is not prop-
erly implemented and errors are committed or there are delays
in acting on the latest advances. There are arrangements to
monitor these situations and take corrective action including
penalties where appropriate.

So what has happened? Is it true that modern medicine, once
hailed as the greatest benefit to mankind (16), has become a
dangerous activity? Have doctors turned bad? Become uncaring,
interested only in money? Closed ranks and started covering for
each other? Forgotten their vocation, become hypocrites pre-
tending to be true to the Hippocratic Oath?

There is no denying that all these statements contain grains
of truth. Some doctors have continued to use outmoded prac-
tices, have not been self-critical or undertaken enough audits,
and have made repeated mistakes. Some have been arrogant and
not respected patients’ wishes or, indeed, the law. Some have even
done things for financial gain. There have been cover-ups, too.

What is not correct, however, is that all doctors have turned
bad and uncaring and that the profession as a whole has closed
ranks. Doctors and their leaders agree that there is a problem.
The public, the politicians, and the media rightfully need an
explanation, and more importantly action, to restore their faith
in doctors and ensure safe medical practices. Organized medicine
and individual doctors are also taking necessary steps to improve
the status quo. It is not an easy task, however.

Medicine is a highly stressful occupation. Most doctors worry
about, and many have difficulty in dealing with, medical errors
in the present culture of perfection. Many doctors develop stress-
related symptoms: nearly 1 in 20 general practitioners in the UK
have been known to suffer from anxiety. Nearly 1 in 4 general
practitioners and hospital consultants have increased their al-
cohol intake because of stress, according to a recent study (17).
Rates of deaths due to alcohol-related disorders and suicides are
almost 3 times as high among physicians as in the general popu-
lation. Doctors also face genuine difficulties in addressing errors,
many of which are rooted in the nature of medicine and the in-
adequate system in which they practice. Most inquiries of medi-
cal errors show a failure of the system rather than any one
individual.
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THE WAY FORWARD FOR HEALTH CARE QI IN THE USA:
REASONS TO BE CAREFUL

All health care systems are struggling in the face of increas-
ing demands and the need to contain costs and improve health
care quality. How useful is the NHS experience to the US health
care system? After all, the British NHS is a “socialized” and na-
tional model while the US system is market oriented and frag-
mented. The NHS clearly has many advantages: universal and
comprehensive coverage, the distinct population focus, its pri-
mary care base, “controlled” access to specialist services whereby
general practitioners refer patients to specialists, planning
mechanisms for not just health facilities but also workforce, the
emphasis on effectiveness and efficiency, and the strong societal
values and support for the NHS.

QI efforts in the UK are more advanced, with high levels of
awareness and commitment, because many of the enabling con-
ditions have been met. National efforts have created the envi-
ronment necessary for the cultural change and provided the
infrastructure to deliver the 6 dimensions identified in Crossing
the Quality Chasm. Some improvements have already taken place
on a population level.

Notwithstanding these differences, the lessons from the NHS
are highly relevant given that answers to ensuring quality are the
same everywhere. Certain conditions have to be met: an appro-
priate environment, adequate infrastructure, incentives and pen-
alties, and time. It is not surprising, therefore, that the IOM has
come up with a solution that mirrors the QI efforts in the NHS.

Lessons from the NHS
Despite tremendous national developments and many ex-

amples of good local programs for QI, concerns remain. A recent
report from the chief medical officer in England suggests that
every year
• 400 people die or are seriously injured in adverse events in-

volving medical devices.
• Nearly 10,000 people are reported to have experienced seri-

ous adverse reactions to drugs.
• Around 1150 people who have been in recent contact with

mental health services commit suicide.
• NHS pays £400 million to settle clinical negligence claims

and has a potential liability of around £2.4 billion.
• Hospital-acquired infections—around 15% of which may be

avoidable—are estimated to cost the NHS nearly £1 billion
(18).
Media interest in health care is extensive. Recent interest has

been triggered by some high-profile incidents, including the case
of Dr. Harold Shipman, a general practitioner who has been
charged with multiple murders in Greater Manchester, UK, and
the incidence of an excessive number of deaths among children
undergoing heart surgery in Bristol, UK.

What are the reasons for continuing concerns? The subject
is quite complex, but my analysis identifies a number of contribu-
tory causes. First, the NHS is overloaded with policy matters and
constant outpouring of national guidance. There has been an
unprecedented amount of policy material in the NHS relating
not just to QI but also to other aspects of the service.

Second, alongside the policy avalanche, there has been struc-
tural upheaval. New organizations have been created while old

ones were disbanded. These structural changes are exacting a
high price by creating uncertainty and anxiety, leading to staff
turnover and loss of continuity of work. Specific to the quality
agenda are a number of national organizations with overlapping
missions and hence confused responsibilities (Table 2).

Third, although there is acceptance of and indeed commit-
ment to creating a supportive and nonpunitive environment,
some recent events, and their coverage in the lay press nation-
ally, have not helped. Doctors and their leaders are very worried
about this blame culture and its impact on morale.

Fourth, integrating QI efforts into mainstream work and not
perpetuating it as a separate activity is easier said than done. This
may partly be because of the lack of robust information systems.
We are still a long way from the simple medical record that Dr.
Codman talked about; he believed that medical records should
straightforwardly address the patient’s complaint, the doctor’s
response, the result, and the reason for any negative results.

Fifth, QI efforts are being hijacked by experts. A whole new
industry has grown up, and the “average” practitioner is getting
marginalized. The KISS (keep it simple, stupid) principle for
motivating and managing change is being ignored.

Sixth, QI is a long-term program that is being compromised
by short-termism. There are few quick fixes in health care, and
the sense of urgency demonstrated by the media and the govern-
ment is only adding to the confusion.

Seventh, current arrangements for QI are not patient cen-
tered. Patients journey throughout the various parts of the
NHS—from primary care to hospitals and rehabilitation and
social care. However, QI arrangements are organization specific
and as such merely pass the responsibility from one organization
to another, compromising the necessary seamless approach and
putting patients at risk. Many parts of the system are also cur-
rently uncovered; for example, there are no mandatory require-
ments for monitoring quality of care in the private health care
sector.

Eighth, while cost savings can be achieved through eradicat-
ing inefficient practices and pursuing clinically effective services,
on the whole appropriate and good-quality health care requires
more resources. These are needed not just for supporting the
necessary infrastructure—for example, around information sys-
tems—but also for providing adequate manpower and the costs
of new and effective interventions.

Ninth, there are insufficient levers to promote excellence—
in the form of either rewards or sanctions. Monetary rewards are

Table 2. Main national organizations involved with health care
quality improvement efforts in England

National Institute for Clinical Excellence
Commission for Health Improvement
National Health Service Modernisation Agency
National Patient Safety Agency
National Clinical Assessment Authority
National Clinical Governance Support Team
General Medical Council
Medical royal colleges and specialist associations
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Table 3. Ten simple rules to redesign and improve care

1. Care based on continuous healing relationships
2. Customization based on patient needs and values
3. The patient as the source of control
4. Shared knowledge and the free flow of information
5. Evidence-based decision making
6. Safety as a system priority
7. The need for transparency
8. Anticipation of needs
9. Continuous decrease in waste
10. Cooperation among clinicians

few; the “merit” award system for hospital doctors (consultants)
is secretive and highly controversial and in any case perpetuates
the consultant–general practitioner divide, and there are few
opportunities to reward other professionals. Equally, there are few
sanctions; indeed, basic performance appraisals and management
systems elude most health care organizations. Change manage-
ment in the NHS is not well understood and practiced (19, 20).

Further challenges for US efforts
The case for change is very powerful, and the report prescribes

the right solution. The US health care system has been described
as a “complex adaptive system” that is a collection of individu-
als, who though interconnected, have the freedom to act in ways
that are not always predictable. An action by one party has im-
plications for others. The way forward, therefore, has to be a
concerted action on the part of the whole system with 10 simple
rules (Table 3).

The main difficulty with the analysis is that it is short on how
such a massive change can be delivered. The report is aspirational
but does not identify the means for the necessary changes in the
highly fragmented and competitive US health care marketplace.
How can a win-win situation be created for all parties: the pa-
tients, the professionals, the health care organizations, the payors,
and the intermediary insurance companies? History shows that
all parties will protect and try to enhance their interests through
various arrangements, such as health maintenance organizations
(HMOs), preferred provider organizations, exclusive provider
organizations, and independent physicians associations, for ex-
ample. Recent attempts to manage the system have been
thwarted with a severe backlash against managed care, and medi-
cal inflation is soaring again.

Engendering the necessary collaboration in such an environ-
ment is a great leadership challenge. The “cottage industry” na-
ture of medicine, whereby most doctors work for themselves, does
not allow population-based studies and monitoring of quality;
thus, the information base is low. The government and policy-
makers have limited influence over health care.

The NHS with its national system and considerable invest-
ment in the infrastructure is still at the beginning of the QI revo-
lution. The US health care system faces additional challenges
given the reality of US society. Each of the 6 key dimensions
poses its own challenge. Thus, for example, defining and prov-
ing an error in the highly litigious environment of the USA can

be not only difficult but also costly. What is the difference be-
tween a complication and an error? How do we know one has
occurred anyway? Can insurance companies deny or reduce pay-
ments for these and, if so, under what circumstances? If not, what
is the lever for change? Effective care may be seen as too restric-
tive, and enrollees can show displeasure by changing their in-
surer. Would patients be happy not to be given antibiotics for a
common cold? Would parents accept watchful waiting instead
of immediate grommet insertions or tonsillectomy for their
children’s symptoms? Is the US public ready for an equitable
health care system—given the vast inequalities in its society?

Whether patients, the general public, or the insurance com-
panies in the USA will be able to speed up the process of QI
remains to be seen. Patient empowerment offers potential, as
shown by a recent survey by the VHA (21). However, given that
most Americans rely on employers or federal programs for health
benefits, and most of these have cost constraints, the overall
impact of the demanding consumer may be limited. Although
there are examples of insurers taking the initiative, my impres-
sion is that QI is not the driving force in the highly competitive
marketplace yet.

The lack of clear and practical recommendations on how to
bring about the necessary changes, given the challenges, may be
responsible for the lukewarm reception to the report in the USA.
Tough decisions are needed to reconcile the access, quality, and
cost-control triad for QI efforts. The NHS with its limited bud-
get has paid the price by denying access in order to enhance
quality. Concerned with the “political” fallout, given long wait-
ing times for specialist services, the government has recently
pledged considerable additional funds for the NHS. In time, it
will be interesting to see if the NHS manages to improve health
care quality across the range of services at the same time as im-
proving access. On the other hand, access is often the primary
consideration in the USA, either in terms of speed or in terms
of comprehensiveness, and cost control features low in the pri-
ority list. Clinical quality, as opposed to service-related aspects
such as physical environment, waiting times, and availability of
the new and latest technologies, is not yet a driving force for
change. Ultimately the decisions about who should get what and
when and how in health care are societal decisions, and there
are no discernable signs that the US health care system and
Americans are ready to seriously address this conundrum.
Progress in the US health care system will, therefore, be slow. A
recent editorial by Kelley and Tucci from the Henry Ford Health
System supports this view (22). Much work is needed to create
the environment for change and the necessary infrastructure for
QI in the USA.

IMPLICATIONS FOR BAYLOR HEALTH CARE SYSTEM
I spent only a few days at Baylor, and although I met many

people and went on the wards, I do not have sufficient knowl-
edge to give detailed comments. I found high-level commitment
and this, coupled with the work being done by many colleagues
working in family practice, medicine, and orthopaedic surgery,
to name just a few examples that I observed, augurs well for the
future. Most of the work, however, is project based around dis-
crete topics, usually through the efforts of enthusiasts; the infra-
structure to support QI efforts is limited. Plans are in place,
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however, to address the infrastructural issues and integrate QI
with policymaking and business planning. I was also interested
to note BHCS participation in the VHA Clinical Excellence
Program; that program is providing the necessary leadership and,
by focusing on a few key subjects, offers considerable scope for
QI across the USA.

CONCLUSIONS
Good quality health care, built on the 6 key dimensions of

the recent IOM report, should be available to all, by right and
not by chance. The report rightly emphasizes urgent action.
However, it is also important to put the whole issue of health
care quality into context. Panic reactions in stressful situations
do not yield the necessary outcomes. Medicine is an inexact field
and is being made further unstable by the unrealistic expecta-
tions placed on it. With the growth in designer drugs and cos-
metic surgery, both the public and professionals have become
somewhat cavalier in their approach to medical practice. Sup-
plying a pill for every ill and surgery on demand can only make
matters worse given the inherent risky situation in medicine.
There is a need for education on both sides and an open system
that supports and encourages both doctors and patients. Both
parties must have realistic expectations of what modern medi-
cine can achieve.

Good practice outweighs bad practice in medicine, and un-
less QI efforts are well handled, there is a danger of losing the
goodwill and support of hardworking and caring professionals.
As I hope this analysis has demonstrated, medicine is not a risk-
free endeavor, and it will take time and effort by many parties to
ensure high-quality services. Governments and policymakers
have an enabling role, but they cannot deliver all the improve-
ments. For the US health care system, the chasm is wide. Doc-
tors currently hold the keys to success, but ways of engaging them
are urgently needed. For BHCS, it is important to continue with
the existing work; further reinforcing the local infrastructure
must be a priority.
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APPENDIX:
KEY ELEMENTS OF NATIONAL QI EFFORTS IN THE NHS

Clear standards for professional practice: Standards cover the
general context of medical practice (the Good Medical Prac-
tice document of the General Medical Council, the body that
registers doctors) and specialist areas of practice (a wide range
of policy documents published by the medical royal colleges
and the specialist associations).

National Service Frameworks: Frameworks set standards and
targets and describe models of best practice; they already cover
coronary heart disease, mental health, and care of older people.

National Institute for Clinical Excellence: This institute was
established to produce clear guidance on the clinical efficacy
and cost-effectiveness of a wide range of treatments. Guidance
from the institute has already benefited many thousands of
patients, for example, by ending the “post-code” (i.e., geo-
graphical location) lottery for taxane treatment of breast can-
cer.

National Clinical Governance Support Team: This team is
working with NHS Trusts and Primary Care Services to help
them establish effective local clinical governance arrange-
ments.

A research and development program: This program will ad-
vance the science of medicine and ensure that new clinical
evidence is transferred rapidly to the front line of treatment.

Programs of continuing professional development: These pro-
grams are being maintained and developed by the medical
royal colleges to support individual staff in extending their
knowledge, skills, and experience.

Identifying and tackling specific problems: For example, hos-
pital-acquired infection is being addressed through a coordi-
nated set of initiatives including development of national
standards, provision of better handwashing facilities, improve-
ments in sterilization practices, and improvements in hospi-
tal cleanliness.

Learning from adverse events: In the future, adverse events,
medical errors, and near misses will be recognized, analyzed,
and reported through a new national reporting system. Learn-
ing effective action to reduce risk to future patients will take
place within the organization concerned (locally) and at the
national level (NHS-wide).

Tackling poor clinical performance: In the future, doctors
demonstrating evidence of poor clinical performance will be
identified early so that any risks to patients can be reduced. If
the problem cannot be evaluated or resolved locally or it is par-
ticularly serious, a referral will be made to the new National
Clinical Assessment Authority, which will make a thorough
objective assessment and give advice to the NHS employer.
Educational and training solutions will be used where possible
to resolve problems with a doctor’s practice.

An integrated approach to investigation: When there are very
serious problems in a service or major dysfunction that is com-
promising safe care, an investigation independent of the lo-
cal NHS service will be initiated by the Department of Health
or by the Commission for Health Improvement. Medical royal
colleges and their members and fellows will continue to play
an important role in investigations.

Modernisation Agency: This agency will help local clini-
cians and managers redesign their services around the needs
and convenience of patients. The agency will both support
and promote service modernization and the development of
current and future clinical leaders in the NHS.

Patient forums and patient advocacy and liaison services:
These will be established in every NHS Trust.

Commission for Health Improvement: The commission will
review the clinical governance arrangements of every NHS or-
ganization in a 4-year cycle.

National and local patient surveys: Surveys will be received by
the board of every NHS Trust; their results will be used as an
integral part of routine performance management of the NHS.

Americans occasionally have the good fortune to receive
visitors from other lands who are concerned enough
with our well-being to provide us with a constructive

commentary on their experiences and impressions. The French-
man Alex de Tocqueville is probably the most conspicuous ex-
ample. In this edition of BUMC Proceedings (1), Dr. Rajan
Madhok, a director of health policy and public health for a Na-
tional Health Service (NHS) district authority, also does us that
service. Given his perspective in the British NHS and his famil-
iarity with some of the best of American health care as a result
of his postgraduate training at the Mayo Clinic, he is uniquely
qualified to do so.

Invited commentaries
In some respects, this paper is the converse of the editorial

that appeared in the British Medical Journal in early 2001, in
which Mark Kelley and James Tucci of the Henry Ford Health
System aired their concerns in a UK publication (2). As it turns
out, however, many of their concerns are congruent.

In his paper, Dr. Madhok contrasts the goals set out by the
recent Institute of Medicine (IOM) tract, Crossing the Quality
Chasm (3), with the present state of affairs in Great Britain and
the United States. He notes that in many ways the NHS is well
positioned to tackle the 6 aims of the report: patient centeredness,
equity, effectiveness, timeliness, safety, and efficiency. Population-
based health care has been the cornerstone of the program for over
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half a century. The organizations and institutions needed to carry
out systemwide reform are well established and tested.

Because of public sentiment, a number of quality improve-
ment programs have been developed over the past decade to deal
with the perceived shortcomings of the NHS. In fact, many of
these parallel the IOM recommendations. This is not surprising
because several advisors to the NHS also had key roles with the
IOM. Dr. Madhok notes that many important issues still need
to be overcome. And, while funding and establishing technical
and information infrastructures is daunting, he is even more con-
cerned about the human issues. Will treatment guidelines really
work for the vast majority of conditions for which there is no
evidence-based care, given the high degree of uncertainty in
clinical medicine? Given the wide and often mature spectrum
of physicians’ personalities and motivations, how will they re-
act to solutions proposed by government agencies?

As he sees it, the plight of quality improvement efforts in the
USA is significantly more troublesome. Compared with the NHS,
there is no health care “system” in this country. If one discounts
the declining fraction of the nation’s population cared for in staff
and group-model health maintenance organizations (HMOs),
care is delivered through a maze of providers and institutions and
financed through government and private programs that have no
explicit incentives for delivering superior quality care.

In addition to the structural issues, he points out some of the
cultural issues that distinguish the American environment. For
every proponent of change or intervention, there is certain to
be a vocal adversary. The contest can take the form of individual
challenges, as in the case of HMO decisions, or in more extreme
cases, litigation. The key ingredient of an egalitarian system is
trust in institutions—a strong element in most national health
programs but in steady decline in this country.

Inequality also poses a significant barrier. A fundamental
tenet of performance improvement is the identification and re-
duction of variance. How do we tackle variance in a nation where
1 person out of 6 is uninsured? We still debate the question, “Is
health a right to be celebrated by all, or is it a perquisite of em-
ployment and good fortune?” The issue has been settled in most

Even though it is talked and written about incessantly, qual-
ity health care has no readily available, accepted, and spe-
cific definition. For many, quality health care is like

beauty or pornography—they know it when they see it but they
just can’t define it. Yet, a widely accepted and specific definition
of quality health care is required for its assessment and promo-
tion, and a lack of this definition makes these impossible. The
sum and substance, then, is “What is an acceptable and specific
definition of quality health care?”

Quality cannot be measured. A “measured quality” is a quan-
tity and no longer a quality. What we can measure are attributes
that are consistently (but not invariably) associated with qual-
ity. In this sense, outcomes measurement is an approach to de-
fining quality health care. Outcomes measurement assumes that
consistently good outcomes can come from only quality health
care. We know now (such as with the use of antibiotics for in-

industrialized countries but remains contentious in America.
How do we move forward until it is resolved?

We continue to promote the notion of a market-based health
care system. Nonetheless, the power of superior clinical quality
to influence consumers and purchasers is suspect. Most consum-
ers have little interest in health care quality until they or mem-
bers of their family have a need. Even then, they frequently have
limited access to the information required and limited time to
make an informed choice of provider. Thus, the potential of in-
creased market share is not likely to impel investment in clinical
quality improvement. And, of course, the government programs
and private insurance plans that support virtually all health care
financing make no distinction in payments for good and bad care.

Finally, Dr. Madhok comments on the state of current clini-
cal improvement efforts. As he points out, most of these efforts
are highly focused, oftentimes reflecting the interests of what he
calls “enthusiasts.” For sure, “enthusiasts” have made significant
contributions in the area over time. Perhaps the best example
has been the transformation of anesthesia service into one of the
safest areas in health care. While laudable, these efforts have lim-
ited potential to cause the sort of sea changes the IOM report
envisions. Those of us in the health care industry need to find
ways to make clinical quality improvement an integral compo-
nent of everyone’s work. This means investments in people, tech-
nology, and processes. Most importantly, it means the support of
our leaders and their commitment to a level of vigilance that goes
beyond their personal tenure.

As we move forward in that effort, it is a comfort to know that
friends abroad, of which Dr. Madhok is a sterling example, care
enough about our efforts and our prospects to share their insights
and their expertise. Thanks, Rajan, and please come again!

—KENNETH SMITHSON, MD
VHA Inc., Irving, Texas

1. Madhok R. Crossing the quality chasm: lessons from health care quality
improvement efforts in England. BUMC Proceedings 2002;15:77–83.

2. Kelley MA, Tucci JM. Bridging the quality chasm. BMJ 2001;323:61–62.
3. Institute of Medicine. Crossing the Quality Chasm: A New Health System for

the 21st Century. Washington, DC: National Academy Press, 2001.

fluenza) that this is not necessarily true. So, good outcomes are
insufficient to define quality health care.

Another approach is evidence-based medicine. Its propo-
nents hold that if processes proven by clinical studies are widely
applied, predictable outcomes can be expected. These processes
and outcomes combined would then define quality health care.
The problem with evidence-based medicine is that there is no
evidence that evidence-based medicine improves outcomes or
delivers quality health care to other than the study population.
This is because evidence-based medicine is grounded in clinical
studies that purposely exclude many participants to gain homo-
geneous study populations. These studies are then applied to
widely heterogeneous general populations, most of whom would
not have qualified to participate in the study being applied. The
results are then expected to be the same. There is no evidence
that this is so. Hence, until there is evidence that it improves
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outcomes in the general populations, evidence-based medicine
cannot define quality health care.

A third methodology for assessing quality health care is mea-
suring patient satisfaction. Due to the complex science and art
of health care, patients can determine satisfaction only with their
provider interactions and the outcome. Patients cannot know if
the services received were indicated or whether they had any-
thing to do with the outcome. For example, many patients still
demand antibiotics for influenza since their use by a trusted pro-
vider in the past had “improved” their outcomes. It’s hard to
overcome “success” even if misattributed. Thus, a patient satis-
faction–based definition of quality health care is fallacious and
wrought with errors.

Another problem with the above approaches is that they are
based on patient populations, and their applicability to individual
patients is unknown. Whereas percentage response, success, sat-
isfaction, etc. hold true for study populations, these statistics do
not hold true for individuals. For individuals, the relevant sta-
tistics are either zero or 100%: they respond or don’t; they live
or die; they are satisfied or not. Generally, there is nothing in
these methodologies that determines who (i.e., which specific
individual) in a study population is the responder, survivor, etc.
Consequently, these methodologies are relatively useless when
practiced prospectively at the individual patient’s side. Paradoxi-
cally, these approaches are used retrospectively in individual cases
by quality improvement committees to conclude poor-quality
health care. These committees forget that hindsight is infinitely
superior to foresight.

For the reasons given above, a specific quality health care
definition must be usable at the patient’s side, and, in spite of
major gaps, must incorporate as much medical science as may be
relevant. The following specific definition developed during 25
years of medical practice and teaching has proven useful in as-
sessing and promoting quality health care:

A. The health care delivered must be indicated and effica-
cious for both the specific and general condition(s)
present.

B. The risk-to-benefit ratios must be reasonably minimized.
C. The health care delivered must be cost efficient.
D. Patient expectations must be met.
The amount of indicated and not efficacious health care de-

livered is remarkable and disconcerting. Antibiotics for viral
syndromes, unproven or outmoded therapies, unsubstantiated
off-label drug use, and new procedures with unknown efficacy are
just some. As remarkable and distressing is the amount of indi-
cated and efficacious care for specific conditions that completely
ignores the usually more significant general condition(s). Ad-
vanced life-support interventions indicated for specific condi-

tions are not uncommon in patients terminally ill and near death
from their general condition(s). Since the overall benefit of such
care is generally zero, the general risk-to-benefit ratio is maxi-
mized, i.e., infinite!

That risk-to-benefit ratios must be reasonably minimized is
a given. Nevertheless, it needs to be kept in mind that being more
aggressive or invasive is sometimes less risky than being conser-
vative or noninvasive. Spinal anesthesia may be riskier than
general anesthesia. Not mechanically ventilating an early ven-
tilatory failure patient may be riskier than treating the patient
without interventions. Also, it is the patient’s risk-to-benefit
assessment—not the provider’s—that must determine the health
care delivered.

Cost efficiency means, for example, that if treatment can be
provided for $500, spending $1000 doesn’t make it better. The
major culprit in cost inefficiency is the location of service, with
too many services still being provided in hospitals. Many of these
services can be provided as easily, more conveniently (for the
patient), and possible more safely at alternative, more cost-
efficient locations. Too frequently the choice of treatment loca-
tion is for the convenience of the provider. The economic costs
of these provider conveniences are staggering.

Finally, meeting the patient’s expectation is an absolute re-
quirement. This means being completely honest with patients.
This honesty includes informing patients that their expectations
cannot be medically met when they cannot, informing patients
that there is no indicated and efficacious health care when there
is none, and informing patients that treatment of specific con-
ditions will not change the ultimate outcome due to the general
condition(s). It means helping a patient decide if the risks are
worth the benefits using the patient’s value system. Finally, it
includes leading and facilitating dying according to the patient’s
death wishes. Complete honesty with patients is heroic and re-
quires acts of courage. Honesty checks should be part of our own
medical documentation evaluation. If we read what we document
and it is not completely honest, we should go back to the patient
(or proxy) and try again.

Regardless of what methodology or definition of quality
health care is used, it must be kept in mind that every patient is
different. Thus, mass customization of health care rather than
novelty health care for each patient is the key to achieving qual-
ity. Ultimately, the answer to the question “Should it be done?”
rather than “Can it be done?” will determine what quality health
care is and is not.

—FIDEL DAVILA, MD
CIGNA HealthCare of Texas, Irving, Texas

The views expressed in this commentary are solely those of the author
and do not reflect those of CIGNA or its divisions or subsidiaries.
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NHS India  
 
You can take a man out of India but you cannot take India out of a man, and so it 
has been with me. For the last two decades, I have been visiting (with increasing 
frequency and impending possible relocation there) India regularly to explore how to 
add value. I am very conscious that a) having lived away so long I may misjudge  
things in India and b) many local people question my motives – since I had ‘defected’ 
and come West soon after graduation when life was difficult there. However, I have 
been privileged to find some like-minded colleagues, and brotherly support from 
Raman Madhok, and so plough on.  
 
I have mixed feelings about India; the contrasts – if one thing is true in India, then the 
opposite is also true – are a continuing source of pride and disappointment. None 
the less I take a (very) long-term view of human and social development, and 
buoyed by books like Pankaj Mishra’s From the ruins of empire: The revolt against 
the west and the remaking of Asia,  I am keen to support efforts there.  
 
Despite my increasing frustration with the NHS I believe that there are some good 
things here that can be of help as the Indian health system matures over the next 
few decades. I was very keen on developing the NHS India concept, but as with 
many of my ideas it did not come to pass in the way that I had envisaged, although 
there have been some successful discrete projects. I spent some time trying to 
convince leaders of various organisations, and although the NPSA made me their 
India envoy during 2008-9, I failed to convince others about joining up and creating a 
robust mechanism for Indo: UK collaboration. It is interesting to see that the 
Secretary of State recently signed an MOU in India, and of course there are regular 
delegations from UK visiting India, almost on a weekly basis. I wish them luck, as 
India is a hard nut to crack in business terms, and sadly there has been a failure to 
mobilise and leverage the goodwill – frankly I have never understood how things 
work at the highest levels in the UK! 
 
Further details of the India work are at www.leadershipforhealth.com 
 
Madhok R. Global Health Challenges: The Indian Conundrum. British Journal of 
Medical Practitioners 2009;2(3):4-6.   
Madhok R. Doctors and health developments in India: an outsider’s perspective. 
Indian Journal of Medical Ethics 2012;IX:259-63.    
Madhok R. Taking the NHS to India (or abroad): Reasons to be cheerful/careful. 
British Medical Journal 2013. 
Madhok R. Indo:UK health links: A briefing/discussion paper for Lord Ara Darzi. 
(unpublished)   
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O Global Health Challenges: The Indian Conundrum

Rajan Madhok

Introduction

The huge disease burden and vast health inequalities and
given that one in six person in the world is an Indian on

the one hand, and the countiy's recent economic rise and
its intellectual capital in-country and also overseas on die

other hand, has created the Indian conundrum for global

health challenges. India is now both: the problem — as it
contributes to the challenges, and the solution — if it can
mobilise its resources. This short paper will expand on
the theme and especially explore how the Indian

Diaspora in the UK can help to ensure good health and
affordable health care to the needy.
The probiem: Global health challenges

The World Health Organisation (WHO) has established
the ten facts on the global disease burden (Table) (1) and
its 2008 report: Primary Care: Now More than Ever <?)

has identified the five global challenges in ensuring health
care (Box).

As would be expected the situation in India confirms
these facts and challenges.

TABLE ; FACTS ON THE GLOBAL BURDEN OF
DISEASE
(Source: www.who.int)
i. Around 10 million children under the age of one year
die each year
2. Cardiovascular diseases are the leading cause of death
worldwide
3. HIV/AIDS is the leading cause of adult deaths in
Africa
4. Population ageing is contributing to rise in cancer
and heart disease
5. Lung cancer is most common cause of deaths from
cancer in the world
6. Complications of pregnancy account for 15% of
deaths in women of reproductive age worldwide
7. Mental disorders such as depression are among the
leading causes of disability worldwide
8. Hearing loss, vision problems and mental disorders
are the most common causes of disability worldwide
9. Road traffic injuries are projected to rise from the
ninth leading cause of death worldwide in 2004 to fifth in 2030
10. LJnder-nutrition is the underlying cause of death for
at least 30% of child ten under five years of age

BOX: FIVE COMMON SHORTCOMINGS OF
HEALTH-CARE DELIVERY (Source: WHO Report
2008)
Inverse care. People with the most means — whose needs for
health care are often less — consume the most care, whereas
those with the least means and greatest health problems
consume the least. Public spending on health services most
often benefits the rich more than the poor in high- and low
income countries alike.
Impoverishing care. Wherever people lack social protection and
payment for care is largely out-of-pocket at the point of
service, rhey can be confronted with catastrophic expenses.
Over 100 million people annually fall into poverty because they
have to pay for health care.
Fragmented and fragmenting care. The excessive specialization
of health-care providers and the narrow focus of many
disease control programmes discourage a holistic approach to
the individuals and the families they deal widi and do not
appreciate the need for continuity in care. Health services for
poor and marginalized groups are often highly fragmented
and severely under-resourced, while development aid often adds
to the fragmentation.
Unsafe care. Poor system design that is unable to ensure safety
and hygiene standards leads to high rates of hospital-acquired
infections, along with medication errors and other avoidable
adverse effects that are an underestimated cause of death
and ill-health.
Misdirected care. Resource allocation clusters around curative
services at great cost, neglecting the potential of primary
prevention and health promotion to prevent up to 70% of the
disease burden. At the same time, the health sector lacks
the expertise to mitigate the adverse effects on health from other
sectors and make the most of what these other sectors
can contribute to health.

As would be expected the situation in India confirms

these facts and challenges. There is a lot of health
information for India in the public domain (13> although

the nature and detail could be improved. Like in many
other developing countries the life expectancy has
increased and although improved health has led to
further economic welfare in India, the country is
currently experiencing the triple whammy of the disease

burden due to communicable (CD) and non-
communicable (NCD) diseases and injuries.
Communicable diseases account for about 3894 of the

© BJMP.org
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Medical practice in India is under intense scrutiny, and hardly 
a day goes by without another scandal, about poor treatment 
meted out to patients, absence of doctors from the workplace 
in rural areas, fraud in the medical education system, and so 
on. With rising costs, access to modern medicine is becoming 
a challenge, and there is little assurance of quality services and 
patients feel vulnerable and powerless; a real ‘caveat emptor’. 
This is against the backdrop of a massive expansion in health 
services both in the private and in the public sector, the 
promise of increased government funding, reforms in medical 
education, and other policy initiatives with the potential to 
deliver equitable access to healthcare by all as suggested 
by the recent High Level Expert Group on Universal Health 
Coverage for India(HLEG) (1)

Can we expect to eventually see the effects of planned 
development get down to the ‘common people’ in India, and 
make a difference to their lives?

Of course, it will take time for these changes to have an impact, 
given the scale of the challenge and the need for massive 
reforms. However, time alone not is not enough; it will also 
require an active leadership and a change of mindset. If the 
last two decades were focused on economic prosperity, the 
next few years must be concerned with health services, since 
maintaining economic growth requires a healthy population. 
This cannot be done without the support of doctors; engaging 
them in policy making and planning of health services will 
be crucial. However, for doctors to gain the confidence of the 
public the medical profession must first do some reflection.   

This paper seeks to stimulate debate and action to promote 
professionalism in medicine, and to start a movement for 
leadership in health in India. I write this with some trepidation 
as I have been out of India since 1980 and have been working 
largely in the National Health Service (NHS) in the UK. 
Nonetheless, I hope that an ‘outsider’s’ perspective will be 
useful. 

Doctors	and	society

There has always been a love-hate relationship between (parts 
of ) society and doctors. George Bernard Shaw described this 
quite well in his book  The doctor’s dilemma: 

“All that can be said for medical popularity is that until 
there is a practicable alternative to blind trust in the 
doctor, the truth about the doctor is so terrible that we 
dare not face it...In this predicament most people, to 
save themselves from unbearable mistrust and misery, 

Doctors and health in India: an outsider’s perspective

Rajan	Madhok

Former	Medical	Director,	National	Health	Service,	Manchester,	UK	Chairman,	British	Association	of	Physicians	of	Indian	Origin,		43	Hookhams	Lane,	Renhold,	Bedford,	
UK	e-mail:	rajan.madhok@btinternet.com

or from being driven by their conscience into actual 
conflict with the law, fall back on the old rule that if 
you cannot have what you believe in you must believe 
in what you have... You have a wildly urgent feeling 
that something must be done; and the doctor does 
something. Sometimes what he does kills the patient; 
but you do not know that; and the doctor assures you 
that all that human skill could do has been done.”

Whilst not being so directly critical, Illich also had concerns 
about the medicalisation of society and iatrogenesis: 

Medicine has the authority to label one man’s complaint 
a legitimate illness, to declare a second man sick though 
he himself does not complain, and to refuse a third 
social recognition of his pain, his disability, and even his 
death. It is medicine which stamps some pain as ‘merely 
subjective’, some impairment as malingering, and some 
deaths - though not others - as suicide.  

Ambrose Bierce was more succinct when he defined the 
physician as “one upon whom we set our hopes when ill and 
our dogs when well”. 

At the same time, there is acknowledgement of the massive 
contribution by generations of doctors in alleviating suffering 
over the centuries through better science and treatments, 
starting in the 16th century with the understanding of human 
anatomy, to improved knowledge about disease processes in 
the 18th century, better methods of physical examination and 
finally more effective treatments in recent times. Have people 
forgotten the immense human toll due to infectious diseases, 
most of which are now history, at least in the UK, due to 
advances in immunisation and antibiotics? Do we need further 
reminders about the benefits of total hip replacements, kidney 
transplants, cataract surgery and management of many chronic 
diseases? 

Medical practice at the start of the 21st century is at a crossroads. 
On the one hand, due to  scientific and technological advances 
there is an unprecedented potential to improve the quality 
of life for people suffering from various ailments. On the 
other hand, health inequalities are widening and access to 
affordable and good quality healthcare is becoming difficult 
for vast sections of the population. Policymakers and the public 
look to doctors to provide the necessary leadership to tackle 
shortcomings, and help design better systems of care so that 
everyone can benefit from modern medicine. But are doctors 
up to the task? What should be done to ensure that they rise 
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to the occasion? Are they still true to the Hippocratic tradition 
and to the vocational nature of medicine, or have they become 
hypocrites, interested only in money? How can we restore 
doctors’ pride and support them and at the same time gain the 
confidence of patients and policy makers?  

To answer these questions and promote discussion I had 
collated a list of the charges levelled against doctors over the 
years in the UK, explored possible contributory factors and 
made suggestions on the way forward(Appendix) (2). 

Whilst the context is important, and not everything from the 
NHS will be directly applicable in India, there are parallels 
between the UK situation and what is happening here. I have 
had the privilege of meeting many dedicated and committed 
doctors over the years in India. Equally I hear frequent laments 
about a lack of professionalism, and comments about doctors 
overcharging, ordering unnecessary interventions, and being 
interested only in money. 

This last issue of a close relationship between money and 
medicine is especially pertinent to the Indian health system,  
as a vast proportion of healthcare is in the fee-for-service 
sector as the HLEG observed in its report(1). From paying 
huge amounts to secure admissions to both under- and 
postgraduate programmes (I am told that students can expect 
to pay Rs two crore to get a postgraduate place in specialties 
like orthopaedics and radiology), to receiving commissions 
for referring patients for tests/procedures (with referral 
commissions reportedly representing a substantial proportion 
of the costs of laboratory tests, for example), to hospital 
doctors being given ‘quotas’ of admissions or procedures 
to retain their admitting privileges (leading to unnecessary 
interventions), there seems to be a malignant financial angle to 
almost every patient interaction in the private sector. Although 
in theory there is a comprehensive public health system, it is 
disorganised, with widespread  absenteeism and poor facilities, 
and does not inspire confidence, with the result that even the 
poor choose the fee-for-service private sector. 

My purpose here is not to make judgements. Regardless of 
which healthcare system one looks at, there will always be 
good and bad doctors. This is because they are both victims 
and perpetrators. They are victims of a less than perfect science, 
a society that demands zero risk, and the pervading moral and 
ethical culture. They are also perpetrators of the crimes they are 
charged with as they fail to address and adapt to the changing 
societal and healthcare context. 

What	can	be	done?	

How can we then meet the challenge of ensuring that everyone 
benefits from advances in medical science within limited 
resources? How can we reconcile the aspirations of  society 
with the aspirations of doctors? And how can we balance 
the science (complex and technical) with the art (simple and 
humane) of medicine? 

A useful start is facing up to the big questions: how can people 
become and remain healthy? How can we ensure affordable, 

good quality healthcare to all? Health as defined by the WHO 
- a complete state of physical, social and mental well being and 
not merely an absence of disease or infirmity - is not just due to 
healthcare but is dependent on a range of factors: education, 
employment, housing, transport, crime prevention, for example. 
So a holistic approach and a focus on public health are crucial. 
Whilst health may be a human right, modern medicine, in the 
21st century with its technological and scientific discoveries, 
is becoming a privilege. Therefore there is an urgent need to 
define what care is essential – not everything that happens in 
medicine is affordable or safe. 

This is the debate that doctors must engage with. However, 
doctors are becoming disengaged, and increasingly, focussing 
on the technical aspects of healthcare. Of course, the system 
distorts ‘priorities’, but there is still a lot that doctors can influence 
health policy, service provision and quality improvement. 
They can help people become and stay healthy by promoting 
preventive measures. They can inform better use of limited 
resources by using evidence. Medicine is as prone to fashion 
as any other profession, and doctors have often done things 
because they can be done rather than that they need to be done. 
My favourite example concerns tonsillectomy. In a survey in New 
York in 1935(3), 1,000 school children were examined, 61% had 
already had a tonsillectomy. The remaining 39% were examined 
by a group of doctors and 45% were advised tonsillectomy. The 
remainder were examined by another group of doctors and 46% 
were advised tonsillectomy and this happened a third time. By 
then only 65 children were left who had not been advised the 
operation. The researchers ran out of doctors to send these 
children to for re-examination and stopped the study. And 
in the 21st century there is still debate about the benefits of 
tonsillectomy. At a recent meeting of orthopaedic surgeons, 
delegates were asked why surgeons had abandoned the 
Charnley prosthesis (one of the best and a very cost-effective 
implant for hip replacement); 48% said those who did this were 
‘victims of fashion’ and 19% said: ‘surgeons repeat mistakes of 
history’. Another meeting concluded that ‘quality control of 
[the] surgeon may be more important than that of the implant’. 
Skrabanek and McCormick(4) and Fido’s books (5)on the subject 
are very sobering reads about how prone doctors are to fashions. 
Evidence-based medicine remains a dream, rather than a part of 
everyday medical practice.

So, doctors have the responsibility of sorting out the problems 
currently facing the healthcare system. They must steer the 
agenda and not wring their hands or pass judgement from the 
sidelines. We are in a vicious cycle whereby relentless advances 
(not always better or needed) in medicine and technology are 
widening inequalities and reinforcing people’s dependency 
on medicine. The more we give drugs, the more people will 
take, and need, them. There is an infinite demand and we are 
heading towards a pill for every ‘ill’ and surgery on demand. We 
need to break this cycle, for the sake of our patients and for our 
own sake. 

Comparing the current situation in India with the NHS, it is 
worth noting that ‘free markets’ in healthcare were prevalent 
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in the UK until the establishment of the NHS in 1948, and 
despite its problems with the NHS, British society has hung on 
to the founding principle of a “free at the point of use” health 
service for everyone.  At the time of writing this paper, there is 
an ongoing debate about the future of the NHS, and what is 
really fascinating is that the vast majority of doctors, and other 
professions, are resisting the call for increasing involvement of 
the private sector in the NHS. What a contrast from when the 
NHS was being set up, and when doctors were not in favour of 
its establishment.

Equally, however, conditions  in the early part of the 21st 
century are very different from those in  the 1940s, and in any 
case the Indian context has to be kept in mind. Public-private 
partnerships are seen as the solution in India, and whatever 
one’s views, it seems that a mixed system of public and private 
health sectors is the only practical way. The current discussions 
about universal coverage in India are interesting and timely, 
but it seems to me that unless the increased investment 
is coupled with reform especially to promote a balance 
between preventive and curative services, and between 
access, effectiveness and quality, the money will not have the 
necessary population health impact. In fact, India may end up 
like the USA where the healthcare budget has kept rising, but 
so have the numbers of uninsured Americans, and general 
population health indicators are, in many respects, of concern 
-- a real lose-lose situation.  

India can do better. My sense is that although there are pockets 
of excellent leadership, there is not enough momentum 
to tackle the fundamental challenges including the close 
relationship between money and medicine at every level, 
and create a healthcare system that has some, if not, all of the 
necessary features. Most of the current developments in India 
are focused on high-tech, hospital-centric care with limited 
systematic attention being paid to the four fundamental issues 
essential for sustainable health systems:

1.  Better governance, especially clinical governance; 

2. Raising educational standards and building research 
capacity; 

3.  Primary care as the foundation of the health system, and 

4.  Investment in public health for long-term sustainable 
development.

I am aware of the attempts being made by, for example, the 
National Rural Health Mission or the currently reconstituted 
Medical Council of India or the Public Health Foundation of 
India, to address exactly such fundamental issues. But it cannot 
be left to a few organisations; we need to ensure that all doctors 
join in these efforts and, more importantly, lead by example. 
We need to strengthen the public health system at the same 
time as we support private sector development, holding both 
to account for providing safe, high quality and affordable care. 
Of course I recognise that underlying corruption, and the lack 
of governance and civic society, and limited (albeit increasing) 
accountability are contributory factors, and not all of these can 

be tackled by doctors alone. 

So, what exactly can be done, apart from talking and reflection? 
I do not think there are any easy solutions in India. While 
reluctant to offer specific suggestions, here are a few things 
that may provide a useful foundation for the long journey 
ahead:

1.  The creation of a new ‘code of conduct’ or ‘professional 
framework’. Over the last few years, I have encouraged 
exchanges between the (various incarnations of ) the 
MCI and the General Medical Council in the UK (www.
gmc-uk.org) whose  Good medical practice and related 
publications and overall approach to professional 
regulation are seen as exemplary. (I must declare a bias 
since I am on the GMC Board.)  

2.  The establishment of a systematic “leadership for health 
development” programme in order to develop a new cadre 
of medical leaders who can see the big picture and help 
design a health system that befits the high and rising status 
of India on the global stage.  At the recent meeting of the 
Global Association of Physicians of Indian Origin (www.
gapio.in), this area was seen as a priority. 

3.  An independent ‘think tank’, like the American Institute of 
Medicine (www.iom.edu) or the ‘Leapfrog Group’ (www.
leapfroggroup.org), to create a body of experienced and 
influential stakeholders who help steer the agenda and 
maintain momentum. Again there are examples including 
the Medico Friend Circle (www.mfcindia.org), and locally-
based and committed individuals like the Eisenhower 
Fellows (www.efworld.org ) who are increasingly organising 
themselves to deliver their mission of ‘peace with justice’ 
through a focus on human development and consequential 
outcomes. 

4.  A mechanism for sharing and celebrating learning. I have 
been impressed by how much is being done with limited 
resources by committed people in various parts of the 
country. However, the learning remains localised and is not 
spread (at least not enough) and of course these heroes 
remain unrecognised. Something like the National Health 
Systems Resource Centre (www.nhsrcindia.org) can be 
utilised to create such a mechanism. 

5.  Better use of the Right to Information Act and requiring 
providers to publish details on quality of their services 
and on incidents of patient harm as happens in the 
NHS initiatives like the Patient Safety Alliance (www.
patientsafetyalliance.in), to empower patients to prevent 
harm, being set up in Mumbai can help with this.  

6.  Better quality and affordable education to develop capacity 
is crucial in India. It saddens me to see how dated our 
medical education is, both in terms of scope and methods 
of delivery. Also, there is not enough capacity to deliver the 
much needed workforce for public health. As regards the 
latter, initiatives like the Peoples Open Access Education 
Initiative (www.peoples-uni.org) working in partnerships 
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with others like the Public Health Resource Network (www.
phrnindia.org) can help.

In outlining the above agenda for change, I have offered 
suggestions where I have knowledge and am personally 
involved to ensure that I practise what I preach, by doing 
something and not just commenting. However, this runs the 
risk of self-promotion, and of ignoring many other deserving 
initiatives. I do not intend either, and see this paper as the start 
of a dialogue.

Conclusion

The beginning of the 21st century is a defining moment and 
history will judge us by what we, as doctors, do to promote 
health and ensure basic, affordable and good quality healthcare 
to all. 

Society will always need doctors, for the reason Lantos also 
observed: 

Medicine today is facing many problems, many changes. 
Doctors fifty years from now will do things that we 
cannot imagine, just as we do things that our forebears 
would have found miraculous. There may not even be 
doctors as we know them today. And yet, doctors today 
do some of the same things that doctors have always 
done and will always do. That permanence, it seems 
to me, has nothing to do with science, nothing to do 
with technology, nothing to do with whether we work 
in fee- for-service solo practices, HMOs, the British NHS, 
or the Veterans Administration. It doesn’t have much 
to do with tort reform, managed care, or ‘safe havens’ 
from conflict of interest legislation. And, oddly enough, 
it doesn’t even have much to do with whether what 
we do works or doesn’t work. Instead, it has to do with 
whether, like William Carlos Williams, we nurture the 
capacity to respond to “the haunted news” we get from 
“some obscure patient’s eyes.” No matter how good 
our science gets or how our health system is organized, 
someone will always have to do that (6).

We need to move from  Primum non nocere (First, do no 
harm) to Primum bonum faceri (First, do good). If we keep 
practising medicine as we have been doing we are creating 
more inequalities, taking away individual responsibility, and 
creating dependency and depriving people of other essential 
services for human development. Doing good requires being 
imaginative, thinking differently and getting involved. It 
also means being passionate – passionate for change and 
continuous improvement. Being a doctor is a privilege and 
comes with responsibilities. We must take the heat just as we 
take the good times, and work for a better society. 

This responsibility is all the more acute for Indian doctors. 
With one in six persons in the world being an Indian, India 
carries a huge global health burden. Equally we have over one 
million Indian doctors worldwide who with their ingenuity, 
commitment to excellence, and leadership are in an ideal 
position to make a real difference in the world.  

Doctors in the last millennium are remembered for major 

discoveries and advances in science and technology. Doctors 
in the new millennium should be remembered for their 
leadership, their humanity and for enabling people to achieve 
and maintain health. 

Note: This paper is partly based on the Milroy Lecture given by the 
author at the Royal College of Physicians in London in 2003.  The 
views expressed here are personal.

APPENDIX

Charges	against	doctors

1.  Doctors kill patients: Deaths due to medical errors are the 
eighth leading cause of death and account for more deaths 
than due to motor vehicle accidents, breast cancer or AIDS 
each year according to studies in the USA; in the UK, Harold 
Shipman alone has killed over 200 patients. 

2.   Doctors cause harm.  When they are not actually killing 
patients they continue to do harm; one in 10 hospital 
admissions is associated with an adverse outcome, most 
commonly caused by medication errors and hospital-
acquired infections. 

3.  Doctors are only interested in money:  The inception of 
the NHS was fiercely resisted by doctors until “Nye Bevan 
(the minister responsible) stuffed their (doctors) mouths 
with gold”, and since then many major reforms have been 
financially incentivised.  

4.   Doctors are not good researchers:  With the pressures to 
‘publish or perish’, good quality and important research is 
being compromised. 

5.   Doctors cannot teach:  The ‘See one, do one, teach one’ 
method of teaching has gone on for too long. 

6.   Doctors obstruct reforms:  Implementing best practice and 
modernisation of the NHS is being blocked, and if they are 
not actively resisting, few doctors are actively promoting 
the reforms. Doctors have become disablers, not enablers. 

7.   Doctors discriminate against fellow doctors:  The ‘Old Boys 
Network’ continues and manifests itself in discrimination in 
appointments within the NHS without regard to merit. 

8.   Doctors are not good team players: They do not always 
acknowledge the important contributions of other clinicians, 
especially nurses, and the divide between doctors and 
managers/policymakers seems to be getting wider day by 
day. 

9.   Doctors are not self-critical: They tend to blame everyone 
else for the shortcomings of the health services. 

10.  Doctors are a closed tribe: They collude when the going gets 
tough and protect each other. Things do not seem to have 
changed much from George Bernard Shaw’s time: “The 
truth is, there would never be any public agreement among 
doctors if they did not agree to agree on the main point of 
the doctor being always in the right.” 
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Abstract 

The medical humanities have been introduced in medical 
curricula over the past 30 years in the western world. Having 
medical humanities in a medical school curriculum can nurture 
positive attitudes in the regular work of a clinician and contribute 
equally to personality development. Though substantial evidence 
in favour of a medical humanities curriculum may be lacking, the 
feedback is positive. It is recommended that medical humanities 
be introduced into the curriculum of every medical school with the 
purpose of improving the quality of healthcare, and the attitudes 
of medical graduates. 

Introduction

The dictionary defines the word “humanities” as “learning or 
literature concerned with human culture, especially literature, 
history, art, music, and philosophy” The humanities should not 
be confused with “humanism,” a specific philosophical belief, 
or with “humanitarianism,” the concern for charitable works 
and social reforms. Medical humanities (MH) can be defined as 
the application of the techniques of the traditional humanities 
fields to medical practice. Over the past 30 years, there has been 
a trend towards the development of a humanities curriculum 
in medical education, both in the United States and Europe (1). 
There are variable reports regarding the usefulness and the 
effectiveness of such curricula all over the world (2-3).

The	purpose	of	a	medical	humanities	curriculum	

Modern allopathic medicine is considered scientific, objective 
and evidence-based. Due to an overemphasis on objectivity, 
it sometimes lacks a holistic approach, as the patient is 
treated as a case, and not as a whole person.  The growth and 
development of current medical practice is deeply rooted 
in science but there is definitely too little emphasis on the 

Medical humanities in the undergraduate medical curriculum
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“art of medicine”. Over the years, due to an evidence-based 
approach and objective assessment of students (especially in 
CET-based career choice examinations) there has been a loss 
of comprehensiveness and of a holistic approach to medicine. 
However, one must understand that medicine is as much an art 
as it is a science. There is not always one right answer. Not every 
patient is cast in the same mould and the broad brushstrokes of 
a one-size-fits-all treatment model are not always appropriate. 
In addition to economic factors, there are tremendous cultural 
differences in the community that determine treatment 
choices. Innovation and creative thinking are necessary to 
develop new methods of healthcare delivery, discover new 
medicines or treatment options, and prevent the emergence 
of new diseases. By educating healthcare practitioners to be 
more receptive to creative input and encourage innovative 
thinking, those  entrusted with delivering healthcare will not 
be stifled by the repetition and lack of originality that is today’s 
healthcare system.

The medical humanities were introduced into various 
university curricula with the intention of enhancing this 
aspect of the “art of medicine”. The medical humanities can 
have both instrumental and non-instrumental functions in a 
medical school curriculum. The term ‘instrumental’ function 
implies that learning can be directly applied to the daily work 
of the clinician. The clinician has to develop the ability to 
observe and recognise visual clinical signs of disease in the 
patient. This ability can be directly enhanced by the study of 
the visual arts (4,5). The study of literature can help develop 
another important skill of handling ambiguity and empathy (6). 
Likewise, the evaluation of case study narratives has been used 
to improve clinical skills (7). 

The humanities exert a non-instrumental function when 
they help to develop the concept of medicine as art, general 
education, personal development, or instil new ways of 
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INDO:UK HEALTH LINKS  
 
A briefing/discussion paper for Lord Ara Darzi 
Cc Lord Nigel Crisp 
 
Introduction 

This paper outlines a proposal for developing Indo:UK collaborations in 
health, in the light of the UK’s Health is Global Strategy. It is a personal 
account and not meant to be definitive or exhaustive- clearly there is a lot 
more work being done by many other colleagues, and the paper is used to 
illustrate a potential future programme. The case study could serve as a 
model for other low to middle income countries.  

What is the proposal? 

Very briefly, the proposal is to create a mechanism for leveraging UK’s vast 
health care intellectual capital in India, and through bilateral exchanges create 
a win:win. Over the last two decades especially, UK has developed a lot of 
experience and expertise in various aspects of health care policy, delivery and 
regulation, through for example: NPSA, NICE, NIII, NPfIT, HCC/CQC and 
Professsional regulation via GMC 

All of these developments are of great relevance to India, and can be 
leveraged in both ways: philanthropic (linked to our overseas aid programme, 
volunteer activity for example) and business (both directly by charging for 
some services and indirectly whereby we can create opportunities for more 
students/professional to come and train in the UK). We can work with both: 
government and private sectors for this purpose. 

Why do this? 
There are several reasons for developing a bespoke programme of work with 
India 

1.  Common Heritage –  there is a close link/affinity between India and the 
UK, for historical reasons  

2.  Substantial Existing Commitment – there is a large Indian Diaspora 
including nearly 40,000 doctors of Indian origin in the NHS, many of 
whom have ties back to their roots and are supporting discrete 
projects.  

3.  Developments in India – there are a number of developments in India, 
at both Governmental (central and state) and in the private sector 
which have brought health to the forefront. Attached pl find a short 
paper I recently published on the subject 

4.  Developments in the UK – in addition to long standing reliance on 
Indian doctors in the NHS, already there are links in terms of R&D, 
biotech, IT and  education, for example: 

 
 various royal colleges holding exams in India 
 still ongoing recruitments of doctors from India 
 MRC/ICMR (Indian equivalent) links on research 
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 DH support to Public Health Foundation of India 
 NPSA’s support for patient safety work in India 
 NICE’s recent visits to India to explore collaborations 
 RSPH has won a contract to deliver training  

 
Alongside these there are a whole range of voluntary organisations and 
individuals supporting various projects in India. Hardly a week goes by without 
another UK delegation visiting India for opportunities 
 
Overall, India is one of the fastest growing economies with potential to help us 
in the west and equally India needs help in terms of health policy/strategy and 
health care expertise.   
 
How can we do this? 

It is important to ensure that any collaborative effort adds value by supporting 
existing programmes and covering gaps, and not be too diffuse in order to 
make a real difference. We can start by creating the infrastructure to take 
forward the currently disparate work of various organisations and individuals – 
this may include a ‘coordinating centre’ for Indo-UK Collaboration.  

Through this centre we could formalise links at institutional or state 
levels in various areas such as service delivery or education or research. 
 
This centre can help accelerate existing programmes and in addition meet 
specific expressed needs by organisations in India. 
 
 
What has happened so far? 
 
I have been involved in various ways in India for many years and have 
interacted with many organisations there.  
 
I have interacted with various organisation in the UK. At the national level I  
act as the NPSA’s envoy to India and am the overseas coordinator for the 
Indian National Convention on patient safety in Delhi – see 
www.ichapatientsafetycon.com; have discussed the model with Andrew Dillon 
at NICE, with the GMC and apprised Lord Crisp, for example. At local level I 
have had discussion within the Northwest with the SHA and various 
development and academic institutions and with the Manchester City Council.  
There has been some interest in launching this initiative in Manchester early 
next year.  
 
In addition I have spoken to the various Indian doctors associations and 
indeed I have been asked to become the Chairman of the British Association 
of Physicians of Indian Origin (BAPIO), with the Prince of Wales Charity- The 
British Asian Trust, and the Tata Consultancy Services, for example.  
 
Overall I have found a lot of support for the proposal, and I am making some 
progress in some domains.  The education charity I chair – http://peoples-
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uni.org has considered setting up further infrastructure in India and we are 
already delivering an education module on patient safety there. In 2008 I 
helped host a conference on public health informatics with WHO in Delhi, in 
my capacity as the steering group member of Global Partners in Public Health 
Informatics. I am working with the policymakers in Andhra Pradesh through 
the Indian Institute of Public Health in Hyderabad. I have had preliminary 
discussions about creating a laboratory for developing innovative low cost 
health care technologies for use in LMIC.    
 
We could also explore the possibility of leveraging funds from grant giving 
bodies such as the Commonwealth fund – I have been successful in getting 
scholarships for 4 people from India who will spend 3 months with me, and 
am hoping to build on this.  
 
I am keen to develop future ‘Brand UK ambassadors’ in India, and have 
explored the possibility of doing developmental work with a hundred or so 
Indian students who come to the UK for further studies each year. This can 
pay long term dividends by fostering joint work, when these students go back.   
 
Next steps 
 
I am not sure what is planned for the NHS Global Health Forum but if we can 
join forces then it might be mutually beneficial. It would certainly help me, as I 
am basically a ‘One Man Band’ and find that not being part of an organised 
effort is a disadvantage, at times. I do visit India regularly, 3-4 times a year, 
and am intending to spend more time there. 
 
I will be back in Delhi from 25-29 Nov during which time I will have further 
discussions with a range of professionals and policy makers. 
 
The Indian Union Health Minister – Mr Ghulam Nabi Azad - is most likely to be 
in London on 7 Feb for the BAPIO annual meeting.  
 
Should the proposal appeal, then perhaps we can have a chat, with a view to 
developing something, even if preliminary, for discussions with the Union 
Minister when he visits London?  
 
 
RAJAN MADHOK 
2 NOV 2009 
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Orthopaedic surgery  
 
The only clinical work that I enjoyed and ever wanted to do was orthopaedic surgery. 
But, this was the price I had to pay for wanting to live and work in the NHS. Despite 
various attempts I could not make progress and out of deep frustration left the 
specialty to retrain in public health. The ties, however, were too strong and I 
therefore ended up supporting the specialty with teaching and research, helped by 
among others John Chalmers (a cousin of Iain’s). Not only did the British 
Orthopaedic Association then make me a Companion Fellow, I was also appointed 
as a Visiting Professor for my work on evidence based orthopaedic surgery (an 
oxymoron, to some!). I was delighted to be appointed to that Chair in Teesside, 
thanks to John Stothard and Yogesh Pai. 
 
For two decades I tried in various ways to influence mainstream orthopaedic surgery 
about evidence based practice, but in the last few years started to question my 
involvement. This was due to the increasing distance from clinical practice – I 
worked in orthopaedic surgery when CT/MRI were relatively inaccessible and upper 
limb surgery was in its infancy, for example, so my knowledge was getting very out-
dated. I also thought that there was growing recognition within the specialty of the 
importance of good quality research and there were many respected leaders, and 
my contribution was very marginal. I did, however, feel that the profession was not 
as self-critical and self-regulatory as it should be – the continuing problems with joint 
replacement implants, for example showed that there is more to do to promote 
evidence based practice. The RAT model that we developed in Teesside remains a 
utopia! 
 
Madhok R. From Hips to Handles: the quest for better orthopaedic care. University of 
Teesside: Inaugural Professorial Lecture, 2003. ISBN: 1-904478-02-6 (appendices 
available on request) 
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To mentors and tormentors- in their different ways, by
pulling up or putting down, they all helped.
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Foreword

I am delighted to have been invited to contribute this Foreword to Professor Rajan
Madhok’s Inaugural Lecture at Teesside University.  Professor Madhok is one of those rare
individuals who stand astride not only academia and the health service, but also the
artificial division that some people erect between public health and clinical practice. Public
health needs role models like Professor Madhok: people seem to forget that the best
available estimates suggest that health care has been responsible for between a third and
a half of the increase in life expectancy over the past 50 years, as well as an additional five
years of life free from major morbidity (Bunker et al. 1994).  One of the preconditions for
working effectively across these traditional divides may be in depth knowledge and
experience in a specific sphere of public importance, such as Professor Madhok has in
musculoskeletal conditions. 

Although Professor Madhok’s lecture provides some encouraging examples of appropriate
translation of research and technological development into clinical practice, he makes clear
that there is still plenty of room for improvement.  Consider an example that he does not
deal with in any detail - arthroscopy for osteoarthritis of the knee.  A decade ago
arthroscopy had become the most common orthopaedic procedure in Britain (Noble 1994),
yet, as Villar noted at that time (Villar 1994), it was not known whether arthroscopic lavage
alone or laparoscopic debridement reduced the pain associated with osteoarthritis of the
knee, let alone its impact on symptoms associated with other diseased joints.  The costs
of such uncertainty can be massive: it has been estimated, for example, that more than
650 000 arthroscopic debridement or lavage procedures are done each year in the United
States, at a cost of about $5000 each (Spurgeon 2002). 

Uncertainty about the effects of arthroscopy has at last been addressed in a randomized
controlled trial, which was reported last year by Moseley and colleagues at the Houston
Veterans Affairs Medical Center at the Baylor College of Medicine in Houston, Texas
(Moseley et al. 2002).  A hundred and eighty patients with osteoarthritis of the knee were
randomly assigned to receive arthroscopic debridement, arthroscopic lavage, or placebo
surgery. Patients in the placebo group received skin incisions and underwent a simulated
debridement, but without insertion of the arthroscope.  Patients and other outcome
assessors were blinded to the treatment-group assignment.  At no point over a 24-month
follow-up period did either of the intervention groups report less pain or better function than
the placebo group.

This sobering result suggests that there may be substantial scope for more efficient
distribution of resources for treating people with musculoskeletal diseases, for example,
to reduce waiting times for hip joint replacement.  As Professor Madhok points out,
however, even in that sphere there is substantial scope for using resources more
efficiently.  Not only is evidence needed to show which, if any, of the newer hip prostheses
are worth the additional costs, but also to identify promptly when newer means worse –
as it did with the 3M Capital Hip System.  Indeed, even Charnley, when moving from
metal-to-metal prostheses to synthetic materials, could have protected patients more
effectively from the effects of materials (like Teflon) which turned out to be inferior to metal.
 
Doing right both by patients and by taxpayers means that innovations should be introduced
within the context of research, so that those developments that do more harm than good
can be recognised efficiently, and so that the cost effectiveness of the others can be
assessed.  As Professor Madhok and other members of the Cochrane Musculoskeletal
Injuries Group have shown, this process should begin with systematic reviews of relevant
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existing evidence – as was done, for example, to make clear that cephalocondylic
intramedullary nails for extracapsular hip fractures are inferior to extramedullary implants
(Parker and Handoll 2003).

Professor Madhok’s lecture addresses the substantial challenges facing those who wish
to ensure that evidence from systematic reviews informs the development of policy and
practice.  But there is an additional challenge, which is to take steps to integrate clinical
evaluative research within routine clinical practice (Chalmers 2000).  A decade ago, I
fractured my ankle while on holiday in the USA.  (Chalmers et al 1992). The orthopaedic
surgeon there prescribed a splint for my travel home and told me that after the swelling
had gone down I would have a below-knee plaster of Paris cast for six weeks.  The
orthopaedic surgeon in Oxford told me that his US colleague was talking nonsense and
prescribed elastic strapping for my fractured fibula.  I asked the Oxford surgeon whether
I could participate in a randomised trial comparing strapping and plaster cast, to find out
whether he or his American colleague was right.  His response was that randomised trials
are for people who are uncertain whether they are right, and he was certain!

Acquiescence in attitudes like this among clinicians, and in clinical research agendas
driven by collusion between industry and academia (Tallon et al. 2000), means
acquiescence in the current inefficiencies in discovering how better to address the
problems that patients bring to the health services.  I hope that the University and the NHS
on Teesside will collaborate with Professor Madhok to make clear that this situation will not
any longer be tolerated. 

Sir Iain Chalmers
Oxford
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About Professor Rajan Madhok, MBBS, MSc, FRCS, FFPHM

Rajan Madhok was appointed as a Visiting Professor to the School of Health and Social
Care, University of Teesside, in December 2001. This appointment is to acknowledge his
long association with the University of Teesside and the local NHS and his contribution to
the promotion of evidence based orthopaedic surgery practice.

His association with the University of Teesside started after he became a consultant in
public health medicine in the then South Tees Health Authority in Middlesbrough in 1991.
Although he moved away professionally in 1994 he has continued his association. In
conjunction with Professor John Stothard and other colleagues in the orthopaedic
departments locally he has helped establish the evidence based musculo-skeletal studies
programme. He has undertaken research with colleagues including those from the
Departments of Mathematics and Computing and Anaesthesia. His efforts to promote
evidence-based orthopaedic surgery have culminated in Teesside being designated the
International Co-ordinating Centre for eMusk and helped with the relocation of Cochrane
Musculo-Skeletal Injuries Group to Teesside. 

Rajan Madhok is an active researcher who has secured grants, authored three book
chapters, over 100 papers, and presented his work at various conferences. He is a
founding Editor of the Cochrane Musculo-Skeletal Injuries Group. He has also served in
editorial capacities for the three main publications of his specialty of public health
medicine. He has received awards for academic work including the David Dickson
Research Prize from the Northern Regional Health Authority, Newcastle upon Tyne in
1992.

His ‘day job’, however, is as the Medical Director and Director of Public Health with North
and East Yorkshire and Northern Lincolnshire Health Authority and he is based in York.

Rajan graduated from the University of Delhi, India and came to the UK in 1980. Since
originally training in orthopaedic surgery he has held increasingly senior public health
leadership positions in the NHS. He is an Honorary Professor at the University of Hull and
a Fellow at the University of Edinburgh. He was made a Companion Fellow of the British
Orthopaedic Association in 2001.

Since training at the Mayo Clinic, USA in 1991, he has a strong interest in health care
quality. He has been invited by many organisations, regionally, nationally and
internationally, to address a range of audience about health policy and systems, and
quality of health care issues. He is the 2003 Milroy Lecturer at the Royal College of
Physicians, London and his lecture is titled: Doctors in the new millennium: Hippocrates
or hypocrites?
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Introduction

In 1988, after a variety of posts to pursue a career in orthopaedic surgery in the NHS, I
changed direction and started training in public health medicine in the north-east of
England. Moving from a clinical, and personally very rewarding, specialty – the ability to
transform  people’s lives with surgery whilst humbling is also a very heady experience –
to a desk bound, and bureaucratic, job was not an easy transition. Fortunately, my first
posting was to the public health department at the then South Tees Health Authority in
Middlesbrough where I discovered a way to combine my previous expertise with my new
chosen profession. The rest, as the saying goes, is history and you may be interested to
know about it, if for no other reason then to understand how it will help inform the future
programme of work to promote evidence-based orthopaedic surgery and whether the
University’s ‘investment’ in me is justified.

From fixing hips, a major part of the work of orthopaedic surgeons, following fractures or
for arthritis, to working on ‘handles’ is the story of my quest to promote better orthopaedic
care. At this point I need to digress and explain about handles. This is in reference to John
Snow’s work on cholera. Cholera, now unknown in England, occurred often during early
nineteenth century. It is an infectious disease that causes intense diarrhoea and is
frequently fatal. A major outbreak of cholera, leaving upwards of 500 people dead within
a few days, occurred in London in 1854. Through careful and meticulous analysis John
Snow discovered that these deaths had occurred amongst people drinking water from the
Broad Street pump. He persuaded the parish leaders to remove the pump handle and the
epidemic was halted. This incident is a watershed in the history of medicine and was
pivotal in the understanding of infectious diseases. John Snow’s approach to analysis and
action is the basis of modern public health practice. So I have moved from fixing hips to
working on prevention and better treatment; I am now in the handles business.

My quest has taken me to many places in the UK, USA, Europe and India and always back
to Teesside – Middlesbrough is a major part of my professional, no longer personal having
moved our family home away in 2001, life.

For the rest of my lecture I want to share with you my experiences in this quest for better
orthopaedic care and what I hope to achieve through my association with the University
of Teesside.  My presentation covers four areas:

1. Why should we be interested?
2. Where are we now?

3. What needs to be done in the future?
4. How can we, in Teesside, add value?

Where relevant, and possible, I will use examples from my work to illustrate various points
before finally offering some concluding remarks.
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1. Why should we be interested?

The short answer is because there is a lot of it about and we can do something to help
people with musculo-skeletal problems. Let me expand on this now – I will do so briefly,
and only use some selective examples; there is a lot of published literature on the
epidemiology of musculo-skeletal conditions.

1.1 Disease Burden: death and disability due to musculo-skeletal conditions

Musculo-skeletal conditions constitute a considerable disease burden. A seminal project,
the Global Burden of Disease Study (GBD), carried out under the Aegis of the World Bank
and the World Health Organisation (WHO) in early 1990s, has provided very interesting
insights in this regard. The study found that injuries accounted for 10% of deaths
worldwide and road traffic accidents were amongst the top ten causes of deaths. Whilst
these injuries and accidents often involve bones and joints, in the main musculo-skeletal
conditions, by themselves, are not fatal. On the other hand, they cause a lot of disability.

Osteoarthritis
The GBD study used an index of disease burden - disability-adjusted life year (DALY).
DALYs are the sum of years lost because of premature mortality and years lived with
disability, adjusted for the severity of disability, due to a particular condition. The 30 leading
causes of DALYs worldwide in 1990 (Table 1) included osteoarthritis, ranked at number
24. Some of the other "disorders" also have a musculo-skeletal component/consequence;
for instance falls, road traffic accidents and other injuries, congenital abnormalities and
tuberculosis. Omitting mortality, and focussing on years lived with disability (YLDs) alone,
osteoarthritis and falls now appear, along with various aspects of mental illness, in the top
10 categories in 1990 – Table 2.

Also notable, should people consider that osteoarthritis is exclusively a condition of the
elderly, is that osteoarthritis ranks number 6 in the 10 leading causes of DALYs in
developed regions at ages 15-44. Osteoarthritis – inflammation leading to gradual
destruction of the joint - can affect almost any joint but its impact is most often seen in the
lower limb joints, hips and knees, where it causes pain, stiffness and restricted mobility.

Osteoporosis
Osteoporosis is characterised by a reduction in bone mass and disruption of bone
architecture and can lead to fractures.  The estimated remaining life time risk of
osteoporotic fractures in Caucasian women at age 50 years, based on incidence rates in
North America, is 17.5%, 15.6% and 16% for hip, spine and forearm respectively. The
remaining life time risk of any osteoporotic fracture is almost 40% in white women and 13%
in white men from age 50 onwards.

In the UK, there were nearly 70,000 hip fractures in 1996. With each fracture costing the
NHS over £4800 the annual costs were estimated at  £334 million. Hip fractures usually
result after a fall from the standing position and the majority of them occur indoors. Of the
falls that lead to hip fractures, about one-half are due to tripping or slipping, the rest due
to a loss of balance or syncope. One in 100 falls leads to a hip fracture – the likelihood
depending on protective reflexes and the orientation of the fall. Around 50% of hip
fractures patients may become dependent on help from others and of those able to walk
before fractures, half have difficulty walking independently afterwards.
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Table 1: Top thirty leading causes of Disability Adjusted Life Years (DALY), worldwide
1990

Rank Disorder No. DALYs in millions
1 Lower respiratory infections 112·9
2 Diarrhoeal diseases 99·6
3 Perinatal disorders 92·3
4 Unipolar major depression 50·8
5 Ischaemic heart disease 46·7
6 Cerebrovascular disease 38·5
7 Tuberculosis 38·4
8 Measles 36·5
9 Road-traffic accidents 34·3

10 Congenital anomalies 32·9
11 Malaria 31·7
12 Chronic obstructive pulmonary disease 29·1
13 Falls 26·7
14 Iron-deficiency anaemia 24·6
15 Protein-energy malnutrition 21·0
16 War injuries 20·0
17 Self-inflicted injuries 19·0
18 Tetanus 17·5
19 Violence 17·5
20 Alcohol use (directly related consequences) 16·7
21 Drownings 15·7
22 Bipolar disorder 14·3
23 Pertussis 13·4
24 Osteoarthritis 13·3
25 Cirrhosis of the liver 13·2
26 Schizophrenia 12·8
27 Burns 11·9
28 HIV 11·2
29 Diabetes mellitus 11·1
30 Asthma 10·8

Table 2: Top ten causes of disability, worldwide 1990
Rank Disorder YLDs % of total

1 Unipolar major depression 50.8 10.7
2 Iron deficiency anaemia 22.0 4.7
3 Falls 22.0 4.6
4 Alcohol use 15.8 3.3
5 Chronic obstructive pulmonary disease 14.7 3.1
6 Bipolar disorder 14.1 3.0
7 Congenital anomalies 13.5 2.9
8 Osteoarthritis 13.3 2.8
9 Schizophrenia 12.1 2.6

10 Obsessive compulsive disorders 10.2 2.2

An estimated 32,000 people sustained a vertebral fracture in the UK in 1995 but only 2%
of patients might have been hospitalised. These fractures may occur in the absence of any
trauma or after minimal trauma such as bending, lifting or turning; falls account for a small
proportion in women. At five years after fracture diagnosis, the estimated survival has been
estimated at 61% compared with an expected survival for those of same age and sex of
76%.
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Distal radius fractures show a different pattern to hip or vertebral fractures and tend to
occur at a slightly younger age with a female to male ratio of 4:1. The falls leading to these
fractures tend to occur outdoors and show a winter peak associated with icy conditions.
Although not fatal, nearly half of all patients report only fair to poor functional outcome at
six months.

Previous vertebral deformities increase the risk of a vertebral fracture by 7-10 fold. A
similar increase in risk has been observed for second hip fractures among men and
women who have suffered a first hip fracture. The risk of hip fracture among elderly men
and women who have sustained distal forearm fractures is doubled.

Chronic pain and back pain
A recent survey of over 5000 people in the Grampian region in Scotland, reported in the
Lancet in 1999, found that back pain and arthritis were the two most commonly reported
causes of chronic pain, and accounted for a third of all reported causes – Table 3.

Table 3 : Self reported causes of pain
Back
Pain

Arthritis Injury Angina Women’s
problems

Don’t
know

Sex
Men 15% 14% 8% 5% 5%
Women 17% 18% 4% 4% 8% 3%
Age-
groups
25 – 34 12% 1% 7% 0.2% 5% 3%
35 – 44 17% 5% 5% 8% 4%
45 – 54 18% 12% 6% 1% 5% 5%
55 – 64 19% 20% 5% 6% 3% 5%
65 – 74 15% 26% 6% 8% 1% 4%
75  + 15% 28% 7% 11% 2% 5%
Total 16% 16% 6% 5% 4% 4%

Back pain was the most common problem in men and somewhat evenly distributed
amongst the various age-groups whilst arthritis was the most frequent cause in women and
occurred more often in the older age-groups.

75-85% of all people will experience back pain in some form during their life. In the United
States of America, back pain is the most frequent cause of activity limitation in people
below the age of 45, the second most frequent cause for a visit to their doctor, the fifth
most frequent cause for hospitalisation and the third ranking reason for surgical
procedures, according to recent studies.

In the UK, the DSS figures for sickness absence from back pain alone have amounted to
around 90 million days for each of the four years from 1994-98. Musculo-skeletal (including
connective tissue) problems were the commonest reason for receiving Incapacity Benefit
 in the UK in 1997, with 28% of the over 1.7 million beneficiaries suffering from these
conditions. In terms of GNP, several reports on back pain indicate that the total cost of
back pain – due to sick leave, lost production, recruitment and retention, compensation,
litigation and insurance, medical treatment and early retirement - corresponds to 1-2% of
GNP. 

I could keep going with this but it will take too long and distract from the lecture itself.
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The Bone and Joint Decade 2000-2010
For many people, including those who had been arguing for and working towards a greater
recognition of the disease burden of musculo-skeletal disorders, the above findings are not
a surprise. Many of the leaders got together in the late 1990s and started the Bone and
Joint Decade 2000-2010. The goal of this initiative, which has been endorsed by various
organisations including the WHO, the United Nations and many countries, is “to improve
the health-related quality of life for people with musculo-skeletal disorders throughout the
world” by:

• raising awareness of the growing burden of musculo-skeletal disorders on society;

• empowering patients to participate in their own care;

• promoting cost-effective prevention and treatment; and

• advancing understanding of musculo-skeletal disorders through research to improve
prevention and treatment.

The inaugural meeting held in Lund, Sweden in April 1998, which resulted in the formation
of an International Steering Committee, an action plan and a consensus document, was
reported in a supplement of Acta Orthopaedica Scandinavica. The Decade was formally
launched in January 2000 at the WHO Headquarters in Geneva. The following statements
from the speech by Dr Brundtland, Director-General of WHO, again emphasise the burden
of key musculo-skeletal disorders:

• 40% of people over 70 suffer from osteoarthritis of the knee;

• 80% of patients with osteoarthritis have some degree of limitation of movement, and
25% cannot perform their major daily activities of life;

• rheumatoid arthritis within a decade after onset leads to work disability defined as a
total cessation of employment, in no less than 51% of patients and maybe as high as
59%;

• low back pain has reached epidemic proportions being reported by about 80% of
people at some time in their life;

• an estimated 1.7 million hip fractures occurred in 1990 throughout the world. This
number is expected to exceed 6 million by 2050. Osteoporotic hip fractures account for
most of the morbidity, mortality and costs of the disease.

One of the keynote presentations at the 1998 meeting focused on the economic impact
of musculo-skeletal disorders. Based on opportunity costs to society due to the existence
of diseases or illness - either direct costs (cost of prevention, detection, treatment,
rehabilitation, and long-term care in the presence of the disease) or indirect costs (value
of goods and services that would have been produced if the people had not fallen ill) - the
musculo-skeletal disorders category was the most expensive category (over 20% of total
opportunity costs) in 1991 in Sweden. The top six disease categories for 1980 and 1991
are shown in Table  4; as can be seen, the cost estimates of musculo-skeletal disorders
increased substantially more than any other disease category.
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Table 4: Cost of illness in Sweden by disease category 1980 and 1991. (Lost future
earnings discounted at 5%) Billion SEK, 1991 prices.

Disease Category 1980 1991
Neoplasms 15.5 16.0
Mental disorders 38.7 41.0
Diseases of the circulatory system 32.6 32.5
Diseases of the respiratory system 20.1 22.1
Diseases of the musculoskeletal system and connective
tissue

36.8 60.9

Accidents, poisonings and violence 21.3 21.7
Total 225.0 269.8

Table 5 reveals that musculo-skeletal disorders differ from the average disease category
in the distribution of the cost of illness by type of cost. The costs of premature mortality are
almost zero; it is the indirect costs, "those that are normally not seen by health-care
providers or health-care financiers" that dominate.

Table 5: Diseases of the musculo-skeletal system and all diseases in Sweden 1991
by type of cost. Percentages.

Type of cost Musculo-skeletal system All diseases
Pharmaceuticals 1 4
Outpatient care 4 10
Inpatient care 4 25
Morbidity 43 27
Disability 48 23
Mortality 0 11

A study of the economic burden of illness in 1993 in Canada yields a similar picture. Direct
costs of musculo-skeletal disorders and injuries were relatively small in comparison with
indirect costs. And that is why, these conditions are sometimes not seen a priority by
funders, unfortunately.

1.2 What can be done

Tremendous advances in science and technology, especially over the last few decades,
have meant that a lot can be done to alleviate suffering due to musculo-skeletal conditions.
Again, time limitations do not allow me to go into details – and the following is a brief
account of some of the successes.

Better Diagnosis
The discovery of X rays by Rontgen in 1895 was a landmark in the evolution of
orthopaedic surgery and led to a greater understanding of anatomy of bones and joints and
better diagnosis of abnormality.  Use of contrast, firstly through injection of air and then by
oil and water based media, enhanced the plain radiographs. The need to detect icebergs,
following the sinking of the Titanic, capitalised on the earlier discovery of the piezoelectric
effect of crystals whereby they convert electrical to mechanical energy and vice versa and
ultimately led to the development of Ultrasound. Since then we have had nuclear medicine,
Computed Tomography (CT scan), Magnetic Resonance Imaging (MRI) and now Positron
Emission Tomography (PET).

Similarly, advances in biomechanics have led to a better understanding of how joints work
and minimally invasive surgery through arthroscopes has helped to correctly diagnose
musculo-skeletal problems in joints and avoid open major surgery.
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Better treatment including Surgery
Many advances, both medical and surgical, have helped to reduce the suffering of patients
afflicted with musculo-skeletal conditions and none more spectacularly than total hip
replacements. Hip replacement is truly a miracle of modern medicine, almost a million
patients worldwide receive one every year and in terms of improvements to quality of life
it ranks up there with coronary artery bypass and renal transplants. Although many
surgeons contributed to the development, the main credit for making hip replacement a
viable operation belongs to Sir John Charnley.

Since then other joint replacements have been introduced and almost all joints of the
appendicular (excluding head and spine) skeleton can now be replaced with varying
degree of success.

Correcting Deformity
Correcting congenital and acquired deformities such as of the spine (eg. scoliosis) and
extremities (eg club feet) has also come a long way. Anaesthesia, better infection control
methods and further advances in engineering and surgery have helped, as has better
knowledge of the disease process itself. Thus, regular examinations of newborn have
reduced the burden due to congenital dislocation of the hip, for example. War, and
especially amputations, again, as with diagnostic modalities and joint replacements,
pushed engineers and surgeons to work together and design better prosthesis to restore
mobility and enable independent living. Many children affected by the thalidomide disaster
were able to lead meaningful lives due to advances in prosthetic design. These
developments have also helped people with bone tumours as they can now lead fulfilling
lives with extensive surgery and prosthetic replacements.

Research
Finally, it would be remiss not to mention the recent advances in basic sciences and health
services research. An important example of the latter is the work being done by the
Cochrane Collaboration (CC - more on this subject later) which systematically evaluates
the effects of health care interventions. Pertinent here is the work of the Cochrane
Musculoskeletal Injuries Group (CMSIG) which has extensively reviewed published
research in the management of patients with hip fractures – Box 1.

Box 1 - Systematic reviews of interventions for the management of hip fractures

Prevention of fractures and re-fractures:

• Interventions for preventing falls in elderly people

• Hip protectors for preventing hip fractures in the elderly

• Vitamin D and vitamin D analogues for preventing fractures associated with involutional

and post-menopausal osteoporosis

Prevention of complications:

• Antibiotic prophylaxis for surgery for proximal femoral and other closed long bone

fractures

• Heparin, low molecular weight heparin and physical methods for preventing deep vein

thrombosis and pulmonary embolism following surgery for hip fractures
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• Non-steroidal anti-inflammatory drugs for preventing heterotopic bone formation after

hip arthroplasty

Initial treatment:

• Nerve blocks (subcostal, lateral cutaneous, femoral, triple, psoas) for hip fractures

• Pre-operative traction for fractures of the proximal femur

Choice of treatment:

• Conservative versus operative treatment for hip fractures

choice of implant:

• Arthroplasties (with and without bone cement) for proximal femoral fractures in adults

• Condylocephalic nails versus extramedullary implants for extracapsular hip fractures

• Extramedullary fixation implants and external fixators for extracapsular hip fractures

• Gamma and other cephalocondylic intramedullary nails versus extramedullary implants

for extracapsular hip fractures

• Internal fixation implants for intracapsular proximal femoral fractures in adults

• Replacement arthroplasty versus internal fixation for extracapsular hip fractures

Surgical technique:

• Osteotomy, compression and reaming techniques for internal fixation of extracapsular hip
fractures

• Surgical approaches and ancillary techniques for internal fixation of intracapsular proximal
femoral fractures

• Surgical approaches for inserting hemiarthroplasty of the hip

Choice of anaesthesia during surgery (general versus spinal/epidural anaesthesia):

• Anaesthesia for hip fracture surgery in adults

Post-operative care and rehabilitation:

• Closed suction surgical wound drainage after orthopaedic surgery

• Co-ordinated multidisciplinary approaches for inpatient rehabilitation of older patients

with proximal femoral fractures

• Mobilisation strategies after hip fracture surgery in adults

• Nutritional supplementation for hip fracture aftercare in the elderly

The findings from these reviews have been used to develop guidelines by the Scottish
InterCollegiate Guidelines Network (SIGN).

And we are set for more exciting developments with better understanding of biology and
especially molecular biology, and genetics, which will help patients affected by conditions
such as mucopolysaccharidoses, osteogenesis imperfecta and epiphyseal dysplasias, for
example. Osteoarthritis may be detected very early through advanced MRI or
spectroscopy and could lead to localised cartilage lesions being treated with techniques
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such as tissue engineering and stem cell transplants and thereby arresting further damage
to joints. Diagnostic and prognostic markers will help better management of bone tumours.
Advances in technologies are already enabling better diagnosis of osteopenia which can
then be modified through various interventions to prevent osteoporotic fractures.   

In conclusion, although somewhat biased (the author - Henry Mankin is an orthopaedic
surgeon!) here is a quote from the recent book: the Evolution of Orthopaedic Surgery:

“It should be clear, however, that orthopaedic surgery has come a long way in the last two
centuries. It started with learning we have a skeleton and that it sometimes did not work
the way we wanted it to; and in the year 2000, we know more about all of it than I or any
other readers of this volume who are over 60 years of age dreamed we could. Few of
these advances occurred by chance. They represent the effort and an intellectual
commitment and dedication of a group of wonderful people… the orthopaedic surgeons
and their colleagues. It is now a better world because of them, and it is entirely predictable
that their progeny will make it an even better world 50 years from now.”

We should hope so because musculo-skeletal problems cause considerable suffering
and much of it can be alleviated.
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2. Where are we now?

Tremendous advances in technology and widening access to services have improved the
lives of people suffering from musculo-skeletal conditions. There is a growing need and
demand for these services. But, are we doing the best we can? 

The answer is a mixed one: yes and no. Most of the time we are doing the best we can but
it is not good enough. Almost daily there are stories of how many people are waiting to see
their doctors and to have their operations. According to the most recent data, Quarter 2
of 2002-3, GPs in England made 2,453,148 referral requests for first outpatient
consultation; 252,157 were for trauma and orthopaedics and this was only exceeded by
referrals to general surgery departments. 24,178 patients were waiting more than 13
weeks to see a specialist. Similarly, there were 1,048,089 patients waiting for admissions
to hospitals, and patients waiting for admissions to trauma and orthopaedics numbered
266,993 – the highest proportion of any specialty. The breakdown in terms of length of
waiting times are shown in Table 6 below.

Table 6: Breakdown of waiting times of patients waiting for admission to trauma and
orthopaedics units in England, Quarter 2, 2002-3
Less than 3 months 107,089
3 – 5 months 73,565
6 – 8 months 50,739
9 – 11 months 28,013
Over 12 months 7,587

Clearly, there is not enough capacity to deal with the demands for services. In addition to
the quantity issue there are questions about the quality of services. We do not always
provide the best quality. Let me illustrate this through a brief case study.

2.1 Case study: Joint replacements: 3M Capital Hip System

Hip replacements are common procedures undertaken to relieve pain and improve
physical functioning, usually for patients aged 60 years and over. Since the early 1960s,
many different designs of hip replacements have been introduced – a paper from the
Health Technology Assessment Programme in 1998 reviewed the literature to ascertain
effectiveness of the procedure, and discovered a large number of implants being used
(Box 2).

In 1998, following reports of poor short term performance of the femoral component of the
3M Capital Hip System, the Medical Devices Agency in the UK issued a Hazard Notice.
The Notice required health authorities to recall all patients known to have been implanted
with the 3M Capital Hip System for review, including radiographic examination. It asked
for consideration of early elective revision, if there was evidence of loosening of femoral
component.

A subsequent enquiry reviewed data on nearly 3700 implants inserted between 1991 and
1997 and concluded: “… if data on implantation and revision had been collected
systematically and analysed using the method chosen for this investigation, the poorer
performance overall of the Capital Hip System would have become apparent during 1995.
The poorer performance of the modular flanged Capital Hip, had it been analysed
separately, would have been apparent by the end of 1993” (long before 1998!).
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Box 2: Prostheses designs used in total hip replacement surgery

ABG (Howmedica)
Accu-Path
ACS (DePuy)
AlloPro (Intermedics
Orthopedics)
AML (DePuy)
AML Porcoat (DePuy)
Anatomic Medullary Loc
king – see AML
Anatomic Porous
Replacement – see APR
APR (Intermedics
Orthopedics)
ARC (Howmedica)
Arthrophor (Joint
Medical Products)
ATS (Howmedica)
Aufranc-Turner
(Howmedica/ Zimmer)
Autophor (Smith and
Nephew)
Balgrist (Germany)
BIAS (Zimmer)
Bichat (Howmedica)
Bimetric
Biofit (Smith & Nephew)
Biological Ingrowth
Anatomic System – see
BIAS
Boneloc ® (cement)
Brunswick
Buck 32
Butel ® (Smith &
Nephew/Richards)
CAD (Howmedica)
Ceraver Osteal – see
Osteal (Aluminia)
Charnley (De Puy)
Charnley Low Friction
Arthroplasty  - the name
given to the original
Charnely Design
Charnley-Müller
(DePuy)
CDH (Howmedica)
Christiansen (Derlin,
Dupont)
CLS (Protek)

DF 80
Dual Lock (DePuy,
Zimmer or Protek)
Duraloc (DePuy)
Elite (DePuy)
Engh-Anderson (DePuy)
Exeter Polished
(Howmedica)
Femora
Freeman (Corin
Medical)
Furlong (JRI)
Griss (Sulzer AG)
Harris (Howmedica)
Harris Design 2
(Howmedica)
Harris-Galante (Zimmer)
Harris Precoat (Zimmer)
HD2-see Harris
Design 2
Honnart Patel-Garches
Howse
HP-Garches – see
Honnart Patel-Garches
HS2P
ICLH
Indiana Conservative
(DePuy)
Intermedic (Intermedics)
IOWA (Zimmer)
Kirschner Anatomic
(Kirschner)
Kirschner Murray Welch
(Kirschner)
Link V (Link America)
Lubinus SP (Waldemar
Link)
LD
LMT
Lord Madreporic
Mallory Head (Biomet)
Marburg
McKee-Farrar
(Howmedica)
Mecring (Mecron
Medical)

Mecron (Mecron
Medical)
MHP – see Mallory
Head
Miami Orthopedic
Surgical Club – see
MOSC
Morscher
MOSC (Biomet)
Müller (Straight Stem)
(Protek AG)
Omnifit (Osteonics)
Optifix
Osteal aluminia
(Ceraver)
P-2 – see Protasul 2
P-10 – see Protasul 10
PCA® (Howmedica)
Pennsylvania Total Hip
Porous Coated
Anatomic
-see PCA
Precoat – see Harris
Precoat
Profile (DePuy)
Protasul 2 (Sulzer
Brothers)
Protasul 10 (Sulzer
Brothers)
Richard (Richards)
Ring (Zimmer)
RM (R Mathys
Company)
Romanus (Biomet)
Scanhip (Mitab AB)
SixTi/28 (Zimmer)
SLF (Corin Medical)
Spectron/Biofit
(Richards)
Spectron/ITH (Richards)
Spectron Lubinus – see
LP Lubinus

Spectron EF (Smith &
Nephew
Richards)
SP Lubinus (Waldemar
Link)
SRN-REV – See S-
ROM Anderson
S-ROM Anderson (Joint
Medical Products)
S-ROM Super (Joint
Medical Products)
Stackhouse
Stanmore (Biomet)
STH-2 (Zimmer)
T-28 (Zimmer)
Taperloc (Biomet)
TARA (DuPuy)
Tharies
TiBac (Zimmer)
Ti-Fit (Smith & Nephew
Richards)
Titan (Landos
Total Articular
Resurfacing Arthoplasty
– see TARA
TR-28
Trapezoidal-28 – see T-
28
Triad (Johnson &
Johnson)
Trilock (DePuy)
T-TAP (Biomet)
Wagner
Weber (Sulzermedica)
Whitesides (Dow
Corning Wright)
Wrightington
(Howmedica)
Zweymuller

The enquiry also recommended that manufacturers should be required to collect data that
allow the performance of a hip to be assessed when introducing a new hip or whenever
a design modification is made.
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The tragedy is that, among other shortcomings:

• this ‘failure’ came on the heels of many similar failures of implants  used for joint
replacements. Experts had already warned of this scenario. In an editorial in the British
Medical Journal in 1995 orthopaedic surgeons had highlighted the differences in costs
– with prices varying from £250 to £1000 – and the inherent problems with newer
implants. They urged doctors not to fall into the trap of designer hips and to let their
patients become fashion victims.

• the Government has finally agreed to set up a registry of hip and knee replacements
to monitor compliance with best practice recommendations and as an early warning
system. But only, for hip and knee replacements and not other types of joint
replacements such as for shoulder, elbow, ankle etc, and for many other implants used
in orthopaedic surgery  – where the potential for similar incidents remains.

I will expand further on this issue of whether we are doing the best by sharing examples
of my work examining the three key aspects of clinical practice, viz, learning/teaching,
research and promoting best practice. Here I give a brief account, and the relevant full
papers are available in the Appendices.

Learning/Teaching 
Are we teaching the right things – what do the students have to say?

In 1995 the MSc in Clinical Orthopaedic Course was established at the University of
Teesside. Within the basic sciences component of the Course considerable emphasis was
placed on clinical effectiveness issues with a specific module on clinical epidemiology and
Evidence Based Medicine (EBM).  A range of methods were employed including didactic
teaching, student directed learning and teaching, journal clubs and support for research
dissertation. 

In addition, efforts were directed at the Faculty including established orthopaedic surgeons
and career trainees in orthopaedic surgery to introduce them to the principles of EBM.  At
a weekend workshop, towards the end of the first course, one student said this:

“When I am on call and somebody comes with a rupture of the Achilles tendon, before
saying anything to the patient I look at the rota and depending on who is the consultant on
call that patient may go home with a plaster and a pair of crutches, or may end up on the
theatre table.

Whether a tibial fracture or a humeral fracture is treated by nailing or plating does not
depend on the type of the fracture, but on the surgeon doing it.

At this point I am getting more and more confused and I asked "Why do you choose this
treatment?" I may get different answers.  'I have always done it this way and it works' is
very common.  Other people will give you lots of good reasons but without giving you any
evidence to prove that is right. Only very few are able to quote serious studies to support
what they say.

So here I am being as ignorant as before and not even happy because I realise that finding
answers is not easy anymore.  But if we work together may be we will find some of these
answers.”

338



13

Looking at their practice, the students also came up with a list of conditions where they
faced dilemmas on how to manage everyday common situations (Table 7).

Table 7:  Dilemmas faced by orthopaedic trainees in managing common
orthopaedic conditions

Condition Management
Achilles tendon rupture conservative/surgical

Subcapital fracture cemented/uncemented hemiarthroplasty

Patella in TKR resurface/retention

Tibial fracture plate/nail

Humeral fracture plate/nail

Calcaneal fracture conservative/surgical

Flexor tendon injury Repair FDP +/- FDS

Hallux valgus fusion/excision

Wrist ganglion aspirate/excise

Some of the answers are becoming available through various international and national
initiatives, most notably through the work of the CC. The Collaboration is an international,
not for profit, organisation that aims to help people make well-informed decisions about
health care by preparing, maintaining and disseminating systematic reviews of the effects
of health care interventions. Many areas of musculo-skeletal practice have been reviewed
systematically and the findings published for the use of professionals, patients and the
policy makers. (Further details are in the paper in Appendix 2)

We decided to ascertain the level of awareness of the work of CC and undertook a survey
of the 141 surgeons in the north-east of England.  The paper is in Appendix 3. In summary,
although many surgeons, more trainees than established consultants, were aware of the
CC overall and specific review groups within the CC, the overall level of awareness was
disappointing. Few had actually seen the product – the Cochrane Database of Systematic
Reviews (CDSR). If professionals did not even know of the existence of CC what chance
was there that they would change their practice to accord with best evidence for
effectiveness ultimately?

Research
“For if we take a patient afflicted with a malady, and we alter his conditions of life, either
by dieting him, or putting him to bed, or by administering to him a drug, or by performing
on him an operation, we are performing an experiment.

And if we were scientifically minded we should record the results. Before concluding that
the change for better or for worse in the patient is due to the specific treatment employed,
we must ascertain whether the result can be repeated a significant number of times in
similar patients, whether the result was merely due to the natural history of the disease or
in other words to the lapse of time, or whether it was due to some other factor which was
necessarily associated with the therapeutic measure in question. And if, as a result of
these procedures, we learn that the therapeutic measure employed produces a significant
through not very pronounced, improvement, we would experiment with the method, altering
dosage or other detail to see if it can be improved. This would seem the procedure to be
expected of men with six years of scientific training behind them. But it has not been
followed. Had it been done we should have gained a fairly precise knowledge of the place

339



14

of individual methods of therapy in disease, and our efficiency as doctors would have been
enormously enhanced”.

So wrote Sir George Pickering about fifty years ago. What would Sir George say about the
state of research in 2002? Apart from correcting the gender bias in his writing (more
women are going into medicine than men! although sadly gender and other discriminations
still persist in the NHS) he would probably not change much of what he said then. The
problem in orthopaedic surgery is worse.

Let me illustrate this by sharing briefly the findings from some of my recent work on the
management of distal radius fracture; the full paper is given in Appendix 4.

Distal radius fractures, also known as Colles’ fractures in the elderly, are very common in
many white and female populations.  The annual incidence in the UK has been estimated
at 35/10,000 women. Most of these fractures occur due to low energy trauma, such as a
fall from standing height or less. They cause increased morbidity with long term functional
impairment, pain and deformity. How to manage these fractures remains unclear and there
has been considerable research on the subject.

We wanted to review the research literature to find out the evidence of effectiveness of
conservative and surgical interventions for the management of distal radius fractures. We
systematically looked for and reviewed all ‘good quality’ trials from 1980 to present day.
We found 75 trials: 31 with 3372 patients studied conservative interventions and 44 with
3193 patients studied surgical interventions.

We found many shortcomings in the available research - most trials were single centre
trials in 20 countries; there was just one international trial. The majority of trials were:

• small sized;

• had inadequate methodology;

• undertook incomplete/inadequate assessment;

• were incompletely/inadequately reported, and

• used different patient groups and measurement and management techniques.

There was very limited information on the things that might matter to the patients such as
their ability to undertake activities of daily living or quality of life measures and there was
a lack of a systematic approach to answering relevant research questions. For example,
there were various conservative interventions studied (Table 8) and the different types of
external fixators used included:

• Hoffmann

• Modified AO tubular

• Modified C-Hoffmann

• AO/ASIF mini

• Roger and Anderson

• Non-cylindrical

• Pennig
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• Clayburn and Ace

– remember the scenario with hip replacement implants.

Table 8: Comparisons of various conservative interventions used in the management
of distal radius fractures

Intervention/Comparison
• Sub-comparison

Number
of  trials

Number
of patients

Reduction versus none 1 30
Delayed Manipulations 1 80
Forearm in different positions in plaster cast 6 ~650

• Supination / neutral versus pronotion 3 ~150
• Palmar / neutral versus dorsiflexion 2 254
• Ulnar deviation versus no ulnar deviation 1 250

Plaster cast type A versus type B 5 ~560
• Special modified cast versus standard 1 90
• Above-elbow versus below-elbow cast/slab 2 170
• Below elbow slab versus below-elbow cast 2 ~300

Forearm in different positions in brace 2 296
• Above-elbow:supination versus pronation 1 154
• Above-elbow (supination) versus below elbow 1 142

Plaster cast for different durations 6 445
• 3-4 weeks versus 5-6 weeks 4 331
• 1 week versus 3 weeks 2 114

Brace versus plaster cast 8 ~1260
Bandage (minimal support) versus cast / brace 4 ~230
Different types of cast material 3 135

• Polyurethane cast with zipper 1 50
• Thermoplastic bandage 1 55
• Shrinkable polymer versus fibreglass tape cast 1 30

Best Practice
Given long waiting times for patients with musculo-skeletal conditions to see consultants,
can we do something to alleviate suffering through other models of care? Surely, a
laudable idea. And that is what happened in Teesside.

In 1992, a year after taking up my first substantive post as a consultant in public health
medicine in the then South Tees Health District in the north-east of England I became
concerned about long waiting times, nearly one year, for patients with low back pain (LBP)
to see a specialist orthopaedic surgeon. Following considerable discussions with general
practitioners, surgeons and rheumatologists a local nurse led service was instituted in
Middlesbrough in 1993. All eligible patients were triaged at the nurse led clinic where
appropriate management, usually self-care and in group sessions, was swiftly arranged.
Within a short time the waiting times plummeted and even the most reluctant GPs who
would not previously countenance the thought of sending a patient for nurse management
changed their referral pattern.

Surely, you would expect the idea to catch on given that most places had the same
situation with long waiting times? You would be wrong.

In 1994, I moved to Gateshead and South Tyneside Health Authority as the director of
public health (DPH) and discovered the same situation I had originally found in South
Tees. It was not, however, until 1996, nearly two years later that I managed to broker a
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deal with the doctors in South Tyneside to set up a nurse led service for patients with LBP.
We invited the staff from South Tees service to help with this. Although the health
authority, and my remit, covered both patches the service was limited to South Tyneside
and not available in Gateshead - which had its own orthopaedic set-up.

In early 1998, I moved again, this time to the DPH post at East Riding Health Authority, to
discover the same scenario. The efforts finally bore fruit at the end of 2000 - nearly three
years after I had arrived there.

Further details of the experience are in the paper in Appendix 5. All these places were
struggling with long waiting times for orthopaedic outpatient clinics. They are also within
the same NHS Region and one would have expected the management and professional
networks to speed up the adoption of best practice. 

In concluding this section let me summarise my observations:

• we do not have answers to many every day questions and we are not looking either;

• we are not doing the right research to answer how to manage some every day
common problems; and

• we are not applying some simple solutions to help people suffering from musculo-
skeletal conditions.

Lest I leave you with the impression that I am making one-sided observations I should
point out that many eminent orthopaedic surgeons themselves have made similar
observations – here is just one illustrative example:

“Routine internal fixation of all distal fractures of the radius, comminuted fractures of the
head of the humerus and nailing of simple fractures of its shaft are strongly marketed, even
though there is little to suggest that the new techniques are better than the traditional ones.
The replacement of polyethylene with metal and other new technical developments is
being distastefully advertised by all available media for use in total hip replacement,
particularly in the younger patient, ignoring the suggestive evidence that metal debris has
been found to be associated with higher chromosomal abnormalities. MRI is used in many
conditions for which there is evidence that simpler and less expensive diagnostic tests are
sufficient.

Because of the exaggerated use and abuse of technology, fuelled by our herd-like
mentality which prompts us to stampede towards anything which is marketed as ‘new and
improved’, the costs of the care of conditions of the musculo-skeletal system has grown
exponentially.

Augusto Sarmiento
Thoughts on the impact of technology on orthopaedics

J Bone Joint Surg (Br) 2000; 82-B: 942-3”

In any case I do not make these observations as judgements but merely as a record of
where we are now. I fully acknowledge that there are many contributory causes to this
situation and addressing the shortcomings will require a fundamental overhaul of the very
complex health care system called the NHS.
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3. What needs to be done in the future: the view from the
Handles corner.

We now have a situation whereby there is a considerable, and growing, need for care for
musculo-skeletal conditions and there are many effective interventions. Equally, there are
concerns about existing services, either in terms of timely availability or quality. Three
important perspectives from the ‘Handles’ corner include:

• the conundrum of reconciling need, demand and supply;

• the pursuit of effectiveness and efficiency; and

• the practice of epidemiology. 

Allow me to expand on these.  

3.1 Need, Demand and Supply

Health need is the ability to benefit from health care interventions or preventive measures
and when felt, individuals may chose to express it or not and hence the need may or may
not be met.  Health need is closely related to two other concepts: demand and supply.
Demand is the measure of what patients (or doctors on their behalf) ask for. Supply is a
measure of availability of services. Ideally, need, demand and supply should closely match
one another. But, in practice there are mismatches - and orthopaedic care is no exception
(Figure 1).

Figure 1: The Inter-Relationship between Need,  Demand and Supply

Need
What people might
benefit from

Demand
What people would be
willing to pay for in a
market or wish to use in
a free system

Supply
What is actually
provided

7

5

4 3

2

1

SECTOR 1  In this sector, need, demand and supply are appropriately matched, for example,
hip fracture.

SECTOR 2  Is an area where need and demand exist but with insufficient supply,  for example,
waiting lists.

SECTOR 3  In this sector, demand and supply exist and exceed needs, for example, removal of
some metal work.

SECTOR 4  In this sector, both need and supply exist, but both exceed demand, for example,
simple measures to prevent falls in the elderly. 

SECTOR 5  In this area supply exceeds both need and demand, for example, X-rays for ankle injuries.
SECTOR 6  In this sector, need exceeds both supply and demand for example, osteoporotic vertebral fractures.
SECTOR 7  In this sector, demand exceeds both need and supply for, example torsional deformities in children.

6
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Several factors influence translation of need into demand. Access, a major determinant,
includes language, social and cultural factors as well as distance and transport, for
example. The health beliefs of individuals affect their perceptions of need and their
behaviour in seeking care.  The supply of health care distorts demand in that the
translation of need into demand is more likely if the service exists to meet that demand.
In addition, the availability of a particular service will often lead to its use, even where it
produces no apparent benefit. Supply may thus distort the expression of demand, either
by suppressing it in the absence of available services, or stimulating it in the presence of
an adequate or excessive supply. The health care system has sometimes been described
as fostering “Supply induced Demand”. The complex interplay of various factors is shown
in Figure 2.

Reconciling need, demand and supply is not easy however, as the following experience
shows.

In 1996, when I was working in Gateshead and South Tyneside area in the north-east of
England, my health authority was criticised for not making adequate provision for people
with osteoporosis. The National Osteoporosis Society (NOS) had undertaken a survey of
health authorities in England to see if they had a strategy for dealing with the condition.
The survey asked whether there was any provision for measuring bone density (to find out
the strength of the bones) in order to identify and treat patient suffering from osteoporosis.
Since we did not have an explicit strategy and since there were no DXA machines (to
measure bone density) we were rated in the lowest category. This situation alarmed me
for several reasons.

First, because there was (is, indeed the debate has moved on to other diagnostic and
treatment modalities) no clear evidence that measuring bone density by DXA machines
was the right method to detect osteoporosis, or that even if detected, such measurements
and any resultant action would prevent fractures.

Figure 2 : Complex interplay of various factors in meeting health needs
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Second, providing DXA machines was (is) not the only action that could, or should have
been highlighted. There were (are) many other things such as falls prevention for the
elderly, promotion of healthier lifestyles through diet, exercise and smoking cessation and
better care in hospitals for patients with hip fractures.

Third, where did osteoporosis fit into local priorities? Whilst, the NOS focussed on
osteoporosis, we had (have) to look at the big picture and consider the range of issues
facing our population. How much effort, and resources should be targeted at osteoporosis
(or any other condition) was (is, and a growing one) a key issue?

Finally, if DXA provision was really necessary and given the range of priorities and limited
resources, could savings be realised from other sources, by reducing unnecessary
interventions. Examples of the latter include large-scale use of drugs such as NSAIDs
(used for inflammation), X-rays for injuries and expensive implants for joint replacements.

Further details of this case study are in the paper in Appendix 6.

I share this case study in some detail because it captures the dilemmas we face as we try
to reconcile need, demand and supply, and formulate appropriate policies. People working
with hips alone tend to see a very different picture from the one facing those in the handles
business. Traditionally, health care provision has been dominated by the three powerful
factions: Professionals, Political imperatives and Pressure groups. Whilst important, they
do not tell the whole story. It is also necessary to ascertain health needs and community
aspirations and consider available resources in making decisions about what should be
provided – Figure 3.

3.2 Effectiveness and Efficiency

Reconciling need, demand and supply also requires attention to the two key dimensions
of effectiveness and efficiency. It is not necessary to repeat what Archie Cochrane, after
whom the Cochrane Collaboration is named, wrote in his seminal text: “Effectiveness and
efficiency: random reflections on health services” but it seems to me that he was urging
us to ask two key questions:
• Should we do this thing at all (Effectiveness Test) and

• How should we do this, if it is effective (Efficiency Test).

Figure 3: Health Care Provision : Different Perspectives
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As by now it must be clear that not everything doctors do to their patients is beneficial, and
in some instances has turned out to be harmful, and given the resource limitations a
systematic approach can be quite powerful. And, this is what I developed few years ago.

The Specialty Management Approach (SMA) is a systematic method of examining a
clinical specialty and aims to ensure good quality cost effective services. It builds on the
strengths of various initiatives such as the R&D programmes; clinical: audit; effectiveness,
and governance; health needs assessment; business process reengineering; and
continuous quality improvement, and incorporates these into a simple and practical model.

The Approach requires systematic examination of evidence of effectiveness for the
interventions in a particular specialty by examining the whole process of care, from the
time the patient enters the system through to in-patient care and back to community. At
each step, the two key questions are asked: Is it effective? Is it efficient?.

Through such analysis, it aims to reduce inefficiency in health care delivery by for example:
reducing Did Not Attend (DNA) and cancelled operations rates; by ensuring early and
timely discharges from the hospitals; by increasing the day case surgery rates, and by
more flexible use of facilities.

It also encourages innovation and modernisation by looking at various options such as:

• Skill mix by appropriate deployment of medical and non-medical staff such as
nurses, physiotherapists etc;

• Correct balance between care in general practice versus care in hospital settings
eg. by pre admission assessment and post discharge follow up in primary care;

• Common waiting lists for common conditions;

• Intensive use of capital assets such as MRI/CAT scans; and

• New approaches such as telephone follow up or Fast track surgery.

The main aim of the SMA is to ensure a surveillance mechanism, a system of regular
review and discussion of service between the key players: primary and secondary care
clinicians and managers and to have the whole process informed by evidence on
effectiveness and efficiency. The latter can be obtained through the various national and
international initiatives including the Cochrane Collaboration. The concept can be
summarised diagrammatically as shown in Figures 4i and ii.

Figure 4i: Specialty Management Approach

What is Effective? What is Efficient?
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Figure 4ii: Speciality Management Approach
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This is not yet a routine approach in the NHS, however. We are a long way off from the
necessary questioning and challenging approach and rising to the challenge posed by
Archie Cochrane (see paper in Appendix 7). Policy makers, managers, patients and
clinicians do not ask and answer the fundamental questions on what, why, when, how,
where and who of their practice, for example:

• what are the common conditions and interventions: tests or operations, in my
practice;

• what is the evidence that the interventions being used are effective and cost-
effective;

• why are these patients coming to me; am I seeing more or less of these conditions
and in which case what are the possible reasons;

• who should provide the care;

• when should I order a test/operation;

• when should I believe in the results of a study;

• how can I keep the costs down and yet provide effective care: must I use this
expensive implant;

• where do I get information about what works effectively and what does not; and

• who did I treat actively and who can be left alone for the nature to cure.

And these are the questions that need answers if the society is to ensure better
orthopaedic care, and this is where epidemiology can help.

3.3 Epidemiology

The public health approach pioneered by John Snow is crucial in practising modern day
orthopaedic surgery; I am referring here to the subject of epidemiology. Hippocrates is
credited with establishing the discipline of epidemiology (Greek, epi = among, demos =
people, logos = study). It has come a long way since the nineteenth century when it
acquired medical connotations as a result of the work by John Snow, in connection with
the cholera outbreak in London.

Epidemiology is now concerned with studying groups of people to obtain necessary
information to plan, implement and evaluate services for prevention, control and treatment
of diseases. It can enable orthopaedic surgeons to make clinical decisions about patients,
interpret published literature critically, undertake further research, and overall function
more effectively in the resource constrained and litigious environment.

However, it may not be intuitively obvious to orthopaedic surgeons how epidemiology can
contribute to these tasks and in particular to clinical decision making. After all, the
questions that the surgeon faced with a patient has to answer are: what disease does this
patient have, how can I confirm it, what treatment should I prescribe and what is the
prognosis, for example. I submit that these questions can not be answered without
knowledge of epidemiology.

Take for instance prognosis. To be able to tell a patient the chances of survival following
treatment it is necessary to refer to a group of patients with the condition and then

348



23

determine the odds for survival. But many times this assessment of the clinician, based on
personal experience or published literature, would be flawed for a number of reasons.
Allow me to highlight two of the important reasons.

The first one is called the Selection Bias, which means that  “persons being studied may
differ in important ways from the larger population they are claimed to represent or from
a second group of persons with whom they are supposedly comparable”. The main reason
is the way people become study subjects: because they, and not others, happened to be
there at the clinic or the researchers liked them for example, and often we do not know
how people were selected and hence how they compare with our population.

Selection bias can affect all aspects of clinical decision making from diagnostic testing to
treatment to predicting prognosis. Thus, for example, a study in Olmsted County,
Minnesota showed that patients who lived outside of the County (referral patients) were
more likely to have other injuries associated with anterior shoulder dislocation than the
local population, and also more likely to require general anaesthesia for reduction of the
dislocation. What should the surgeon tell a patient with anterior shoulder dislocation in
his/her practice, and should we plan orthopaedic and anaesthetic services on the basis of
the findings from referral patients?

A common contributory factor to selection bias is the fact that much research is published
from tertiary centres which see the more difficult and complex cases, whilst the condition
being studied has a full spectrum from patients with asymptomatic minimal disease
through to full blown disease and ultimately death (Figure 5).  Patients who go to tertiary
centres, and doctors who practice there, are often not representative of the mainstream,
and hence results from such studies may not be generalisable.

Figure 5: Spectrum of disease

healthy asymptomatic ill complications death

It has been suggested that generally the prognosis and natural history of many chronic
medical diseases is more favourable than is usually reported in the literature and, outcome
of much surgical treatment may be worse than is reported. This is due to the way patients
are selected in studies.

Selection bias occurs in practice often. For example, the hospital based doctor criticises
the general practitioner colleague for not ordering an MRI scan for a disc prolapse, or a
bone scan for a secondary tumour. S/he, however, forgets, that general practitioner sees
the ‘milder’ range whilst the specialist often see the ‘complex’ end of the spectrum in
Figure 5, and the use of expensive technologies in a primary care setting may not be cost-
effective.
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The second problem with the above described scenario is that when the clinician is
discussing the prognosis following certain treatment s/he has no information about what
would have happened to patients if left untreated. The former is called the Clinical Course
of the condition whilst the latter is the Natural History. Surely the important information for
the patient is the added benefit, over and above what they could expect from ‘non-
treatment’ due to the natural history of the condition, and especially if the treatment carries
certain health risks and has financial implications. Thus, for example, few years ago
torsional deformities of lower limb and flat feet in children were aggressively treated,
including through surgery, until it was realised that most of the conditions resolved by
themselves, and there was little benefit in altering the natural history of the disease.

Finally, it may seem strange to say this but many times we are not even clear about the
definition of the disease. When I was training in orthopaedic surgery in the 1980s it was
fascinating to see many of the new diagnosis - based on pathology of synovium, cartilage,
ligaments etc - for intrarticular disorders of the knee following arthroscopic examination.
Prior to the widespread use of knee arthroscopy majority of these would have received the
diagnosis of ‘Internal derangement of knee (IDK = which was also interpreted by many to
mean “I don’t know!”).

I suspect that the same is happening in the 1990s with widespread introduction of
arthroscopy of other joints and especially the shoulder, and of MRI.

This situation poses problems not only because the doctors may not know if what they are
seeing is an artefact and nothing to do with symptoms or the disease (and hence end up
treating unnecessarily). Different disease definitions also cause problems of comparisons
between different time periods, and between different observers unless there are explicit
and agreed definitions (is one surgeon’s definition of loosening of joint replacement the
same as others?).

It is for reasons like this that patients and funders of health care ask seemingly awkward
questions and that is why epidemiology is so important for clinical practice. Indeed, Dr
Acheson, a past Chief Medical Officer in England, said: “Epidemiology... not a craft... best
left to those specially trained and in constant practice. Rather... an approach and method
of thought which ought to pervade the whole of clinical medicine, helping not only in
discovering causes but also evaluating treatments and the achievement of a balanced view
of the natural history of disease.”

In the 1960s some people, most notably Drs Sackett and Haynes in North America, began
to realise the potential contribution of epidemiology to clinical practice. Their efforts led to
the establishment of clinical epidemiology as a separate discipline to be practised by
clinicians who provide direct care for patients (unlike traditional epidemiologists who do
not). The idea being to apply epidemiologic principles and methods to problems
encountered in clinical medicine. Since then the discipline has become well recognised
and lately contributed to the development of the model for EBM.

Evidence Based Medicine is a new paradigm for medical practice and seeks to de-
emphasise intuition, unsystematic clinical experience, and pathophysiologic rationale as
sufficient grounds for clinical decision making, and stresses the need to examine evidence
from clinical research. It requires new skills of doctors including efficient literature
searching and application of formal rules of evidence evaluating the clinical literature, and
builds on clinical epidemiology.
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Overall, there is some, and hopefully growing, recognition of the subject within orthopaedic
surgery with a few surgeons obtaining training in clinical epidemiology, especially in North
America. For more information on epidemiology see Appendix 8.
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4. How can we, in Teesside, add value?

Many attempts have been made in the UK to promote evidence-based practice and
improve health care quality. Requirements to undertake medical and clinical audit in the
early 1990 were reinforced repeatedly throughout the decade and led to the institution of
clinical governance in 1998 in the NHS. Although some progress has been made, there
is still a long way to go yet. There have been many examinations of why there has been
limited progress and the following contributory factors have been identified.

First, various initiatives such as audit, research and teaching have been running in parallel
without major cross-linkages. Second, many of these initiatives have been seen as a total
solution of their own.  Third, initiatives have remained add-ons and have not become
integrated into the mainstream work.  Fourth, the limited success has been due to the work
of enthusiasts whilst the majority of people remain apathetic or passive.  Fifth, there has
been an undue reliance on changing individual's behaviour rather than looking at the
systems and the environment within which they operate and modifying these. Sixth, there
have been resource constraints in terms of available time and money. Finally, there has
been some tension between EBM and evidence-based policy and management.

The Teesside experience confirmed that many of these challenges existed locally and
hence we decided to start afresh in orthopaedic surgery. We wanted to design an
integrated system to address the shortcomings.

We began by clarifying our thinking on EBM. It seemed to us that EBM is about "Doing
things that matter" to the patients. Thus, EBM should be about doing the right things, to
the right people, by the right people, right way, every time. We came up with an integrated
model to promote clinical and cost effectiveness linking together the three themes of:

• research,

• audit including risk management and

• teaching including professional performance assessment and life long learning

(Figure 6). 

Figure 6: Teesside model for promoting evidence based orthopaedic surgery

Right things, Right people, Right way, Every time

Doing
Things That

Matter

Why not?

Training

Do we know
what matters

Research

Are we doing
them

Audit

352



27

4.1 Research

There is a considerable amount of primary research going on within the area, and
particularly by students on the Courses at the University of Teesside who all have to
undertake a dissertation. It is intended to examine the current research activities and see
what scope is there to achieve a balance between curiosity-driven and needs-driven
research.  The specific proposal is to integrate research activities with the work of the CC
including the CMSIG which has been involved with systematic reviews since 1994.

Increasingly not just the MSc students but other trainees and other professionals will be
offered opportunities to participate in systematic reviews, develop proposals for future
research in line with a programme of research based on priority areas, and based on the
results of systematic reviews.

4.2 Audit

Based on systematic reviews and other sources of best practice, standards will be
established for common conditions such as the management of hip and distal radius
fractures, and joint replacements. These standards will then be systematically audited. 
More and more, audit activities will link with the output of the CC and other important
initiatives to improve quality of clinical care with a special emphasis on patient safety. 

4.3 Teaching

In addition to the MSc Programme, it is intended to build on the Workshop model whereby
students and faculty are brought together to more regular meetings, facilitated by experts,
to promote knowledge about principles of clinical epidemiology and evidence based
medicine. 

Because of the changes in training in the UK and as a result of the experience over the last
few years the course has been revised. The new course is targeted at senior house
officers who have passed examination in clinical surgery in general (MRCS or the old
FRCS), and are applying for posts on a structured higher surgical training scheme in
traumatic and orthopaedic surgery. The course is also available to other clinical disciplines
and given its modular structure there are options to study for a certificate and diploma
qualification in addition to a masters.

The aims of the course are to:
• enable students to develop the skills and attitudes necessary to perform detailed

evidence-based practice and research in their area of specialist interest;

• develop within the students an understanding of the necessary research

methodologies to locate and appraise clinically related research; and

• to foster within students a commitment to life long learning and an inquisitive
approach to clinical practice.

Those studying for a masters are required to complete a structured research project
leading to publication in a peer reviewed journal and/or presentation at a national meeting.
The first students commenced the course in September 2001.
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Overall, the Teesside approach aims to:

• examine the output of the CC to identify what has already been done and what specific
research has been identified in the areas studied;

• use the above information to identify priorities for primary research and systematic
reviews;

• align the students on the courses with the above research agenda;

• initiate good quality audit against known standards from various initiatives and by
building on the existing strengths of the team, and

• develop a multidisciplinary approach to educational activities by enrolling other
professions particularly Nursing and Allied Health Professionals.

Basically, we are striving to promote a questioning and inquisitive culture and equip people
working in the musculo-skeletal field to be able to cope with the changing world and make
a difference to the lives of people requiring their services. 

As a result of our efforts, and with international co-operation, the University of Teesside
has been designated as the Co-ordinating Centre for eMusk. eMusk is a recently formed
international initiative which promotes evidence-based, user-focused practice for the
management and prevention of musculo-skeletal conditions. It acts primarily to facilitate
effective action, through collaboration, to meet the challenges that hinder evidence-based
practice in this area.

The need for eMusk stemmed from the realisation that there are many challenges that
currently limit the development of evidence-based user-focused practice for the
management of musculo-skeletal conditions:

• the enormous, and growing, burden on individuals and society due to musculo-
skeletal conditions;

• changes in prevalence of various disorders and the affect of the ageing population
in many countries;

• clinical practice does not always follow EBM principles;

• the quality of some research leaves a lot to be desired and there is often insufficient
evidence on which to base practice;

• funding for (clinical) research is hard to come by;

• most clinical research and practice in our field tends to be divided in sectors, with
different specialists following parallel pathways for the same conditions, with no or
little interaction;

• patients are usually not at the centre of health care policy making, service planning
and delivery of care – professional and technological considerations dominate;

• the pace of technological change;

• the shortages of personnel in key disciplines and resource-intensive interventions;

• the changing boundaries in the roles of various professions; and
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• the proper but still challenging change in patient expectations.

It seemed to us that we could chose to do nothing, but we all want good quality and
affordable health care for ourselves as consumers or potential consumers, and for our
patients, and if we ignore this issue, funders and regulators will impose standards and
sanctions that are not necessarily the right ones.

eMusk will strive to provide a forum for like-minded people to network and interact, in order
to promote an evidence-based, user-focused approach to the management of musculo-
skeletal conditions. Interested researchers, clinicians and users from all relevant interested
specialities or organisations are welcome, and necessary, to ensure the multidisciplinary
understanding that is so often lacking in our approach to patient centered care.

To develop and improve this approach eMusk organised an inaugural conference in
Ferrara, Italy 2001, followed by two satellite meetings at the CC Colloquia in Lyon, France,
2001, and Stavanger, Norway, 2002. These established the nature and aims of eMusk. A
second conference is planned for 19-20th June 2003 in Middlesbrough, UK. It is envisaged
that these conferences will thereafter take place every two years in different locations.
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5. Conclusion: Hips and (or) handles.

One of the questions I am often asked is why bother? It is not as if it is easy to bring a
change in the culture of orthopaedic practice, which in any case is firmly intertwined with
the problems of the NHS, and the wider society. What has been achieved so far is merely
the start of what will be a long and hard journey to ensure effective and efficient
orthopaedic care. This effort also has an opportunity cost in that if I did not spend time on
these activities, I could do so on the wider determinants of health like employment,
housing, education and encourage more health promotion (or spend time with my family!).
 And, as many students of public health will tell you there is more to be gained in terms of
improving the health of the populations through addressing such determinants than by just
focussing on health care.

Apart from the fact that I enjoy this work (sic), my answer lies in my view of public health
(Appendix 9 and 10).

A few years ago, I started thinking about the old public health folklore about professionals
at the river- bank.  A nurse, a general practitioner, a surgeon and a public health
practitioner (PHP) were standing by the river bank when some distressed and drowning
people started coming down stream.  The nurse, the GP and the surgeon jumped in and
started rescuing and resuscitating these people whilst the PHP started walking.  The
others shouted “Where are you going, cannot you see we are in trouble here - give us a
hand”.  The PHP replied “Of course, I am going to give you a hand.  I am going upstream
to find out why this is occurring and hopefully stop it”.

I used to believe in that story but stopped. I did not think the upstream: downstream
division was valid and practical anymore.  Our job is to do both.  We must get better at
downstream work without losing sight of the upstream goal and I talk of the New Public
Health.

The New Public Health, to me, is about adding value and the culture of ‘And’ not ‘Or’.
Thus, it is not about upstream or downstream, money or rationing, them or us, doctors or
managers, doctors or nurses, cost or quality, quick or good.  Rather the job of New Public
Health is about upstream and downstream, money and rationing, them and us, doctors and
managers, doctors and nurses, cost and quality, and quick and good.

The society has changed, and so must the health care system; as citizens we want the
‘and’ approach- good holidays at affordable prices and fast and good service - but
somehow in health care we are stuck in the ‘old time zone’ – Box 3 is a quote from a
recent annual report of mine. 

Box 3: Going Forward: A Perspective on Health Care

The current focus is ‘role orientated’ – doing one’s own bit.  This needs to change to
‘what is best for the patient’.  Paramount should be the ‘My Mum’ principle:  “If my mum
moved into the Hull and East Riding (Teesside) area, and became unwell, what sort of
care would I wish for her? Is the level of care that the local NHS offers acceptable for my
mum?”  Soul searching can help us see the NHS as others see it: some good parts but
many in need of a complete overhaul.

Continued …
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There are many problems with the current system: doctor centred; lack of whole systems
approach because of professional demarcations and inflexibility of roles due to ‘tradition’;
variable standards; inflexible working practices (e.g. 9-5 Mon to Fri); lack of appropriate
information/advice at the time when it is needed, for example.

All these need to change; medical practice must move with the times. In the past, within
primary care, many tasks such as taking cervical smears, immunisations and
vaccinations and chronic disease management would have been carried out by the GP.
Now these are undertaken by nurses.

We regularly need to ask of our services: “which tasks can be done by that
professional?” and re-evaluate all other tasks to see who is best equipped to perform
them, and thus make proper use of the many and various skills and abilities in different
professions.

If we do this, then the future holds much promise.  For example, specialist nurses and
nurse practitioners can carry out more tasks and work independently.  Similarly, NHS
direct has the potential to triage out “minor self limiting illnesses” from the GPs everyday
workload, either by encouraging self management or by diverting the patients to nurse
led clinics.

Similar changes could be made in delivering hospital services. The Ophthalmology
department has already started with the use of nurse practitioners for acute eye
problems, and for post operative management after cataract operations.  However, the
skills and expertise of primary care optometrists remain under utilised.  Physiotherapists
have the training and skills to manage a number of problems, especially the psychosocial
aspect of “back pain”.  They can also triage and manage patients early on in the
presentations of many conditions including back pain, neck pain and knee problems. 
Podiatrists have much to offer for foot problems.  These are examples from just two
hospitals specialities.

In summary, modernisation is not optional.  If we are going to provide a 21st century NHS
then we must change our thinking and our practices in order to provide the service that
we would want for “my mum”.

 Modernise or Bust
Annual report of the Director of Public Health 2000

East Riding and Hull Health Authority

And so, it is about the New Public Health, it is about Hips and Handles – we need to fix
hips as well as remove handles. The hip fracture epidemic is already upon us and the
workload is increasing with an increasingly elderly population. And then there are newer
advances in diagnosis and treatment including the revolutionary developments in genetics
that will pose severe challenges, with increasing pressures on the limited funds available
for health care. We must learn to use existing resources better at the same time as
seeking future investments. We must reconcile need, demand and supply and ensure
effective and efficient services – that is the future leadership challenge facing orthopaedic
surgeons.

John B McGinty, commenting on how society saw orthopaedic surgeons, in his Address
to American Academy of Orthopaedic Surgeons in New Orleans in 1990, had this to say:
 
“You do not give us the kind of care and help your fathers and grandfathers gave their
patients. When we call for you, you make excuses on one pretext or another. When
perchance we are duly referred and you give us expert care, it is unduly expensive, and
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we are heavily burdened or broken by costs of illness. When our forefathers called for help,
day or night, rain or shine, rich or poor, they could confidently expect your fathers and
grandfathers to come and administer to their needs, in their homes, in the field, or by the
roadside. Their visits often entailed great endurance and physical hardships; but they
came to us and their charges were never exorbitant or unreasonable”.

And he asked the surgeons to take heed, acknowledge the good life they were enjoying
because of their positions as orthopaedic surgeons, and pay their debt to the society.

I do not wish to debate whether or how much of a debt there is, and in any case I will be
accused of mixing up the different health care systems of USA and UK, but I want to look
to the future; a future where the fates of orthopaedic surgeons and public health
practitioners are intertwined.

In fact hips and handles approaches have always been closely linked in orthopaedic
surgery. And have to – just examine figure 7 (source unknown) to see how different factors
contribute to hip fractures. Just fixing the fractures will not get us anywhere in terms of
dealing with the disease burden due to this condition, we need to pay attention to the full
range of contributory causes to stem the tide.

The term orthopaedic comes from ‘Orthopaedia’ coined by Nicholas Andry in 1741. It was
formed from two Greek words meaning: straight and child, and the specialty was
concerned with preventing and correcting the deformities in children. And that was what
orthopaedic surgeons used to deal with: correcting deformities due to nutritional problems
such as rickets or due to infections such as tuberculosis and polio, for example until
advances in public health policies and practices addressed nutritional problems and
infection. Better understanding of infections and antiseptic measures also permitted
increasing use of surgery, which until then was a last resort approach given high post-
operative mortality in the pre-antiseptic era.

Similarly, looking to the future, some simple public health measures can still go a long way
towards alleviating musculo-skeletal problems. Early diagnosis of many forms of arthritis
can reduce disability through treatment, education and alterations in lifestyle and activities;
the use of condoms can reduce the transmission of arthritis associated with sexually
transmitted diseases; improving nutrition and encouraging exercise can optimise skeletal
growth during childhood; and simple hand washing can reduce infections in orthopaedic
wards, for example. 
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Figure 7: Contributory causes of hip fractures
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Finally, there is a personal interest here as well. Most of us will need orthopaedic care
ourselves, or for our immediate family members, in our life times. If modern life style
induced exotic and new conditions do not afflict us, I am certainly past these (sic) (Table
9), then osteoporosis or osteo-arthritis will. So it is in our direct interest to understand the
challenges facing the society and professionals as we seek better orthopaedic care.

Table 9: Some life style induced musculo-skeletal conditions

Break dancing neck

Space invaders wrist

Frisbee finger

Slot machine tendonitis

Cyclist’s palsy

Wrist injuries in roller skating

Disco felon

Snow boarding injuries

It has been a privilege to have been a part of this development to bring public health
approaches to the practice of orthopaedic surgery in Teesside, and elsewhere. Whether
what has been started in Teesside will pay off in better orthopaedic care will be up to the
people steering the local agenda and for future historians to judge but I hope they would
not fault me for not trying.

All this will not be finished in the first hundred days. Nor will it be finished in the first one
thousand days, nor in the lifetime of this administration, nor even perhaps in our lifetime
on this planet. BUT LET US BEGIN.

John F Kennedy
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Race equality 
 
I am a reluctant activist as far as race equality in the NHS is concerned. I grew up in 
India with its wide inequalities and my personal circumstances – my parents were 
refugees, I am a migrant, am married to an English woman and our children are 
mixed race – mean that I do not necessarily see the colour/ethnicity and am more 
interested in the person behind it.  
 
If anything, I had stronger views on the impact of discrimination on patients than on 
doctors, and as a public heath doctor I am concerned about all aspects of 
inequalities. Until the last few years I did not participate in any organised activities to 
solely promote race equality. It was when I became the Chairman of BAPIO and 
after publishing the book in Manchester that I got more involved. The biggest 
problem I have with this issue in the NHS is the hypocrisy – there is too much talk 
but limited action; and things have become much worse in the last few years. And as 
I said in my GMC reflections, it is the glass ceiling after glass ceiling challenge – the 
relentless discrimination – that ultimately wears you out. What is not understood or 
acknowledged is that many BME doctors get into difficulty because they believe the 
NHS ‘talk’ and start to question and challenge bad practices; and before they know it 
they are being ostracised and then disciplined. At its core the NHS is fundamentally 
a set of values, and many overseas doctors get attracted to these, and choose to 
work in the NHS (just as I did), only to discover that much of it is just façade.  
 
Not tackling race discrimination is an all-round lose: lose proposition – there are 
direct costs of litigation, loss of productivity when doctors are on long sick/’gardening’ 
leaves and then there are the opportunity costs of not using the innate innovative 
streak of migrants by denying them leadership roles (by their very nature most 
migrants, since they do so by choice – not displaced persons – are curious people 
and are seeking new opportunities). If not for fairness or equity then we need to deal 
with it for pure business reasons in the current economic environment. In any case, 
there is also the emerging problem of ‘black on black’ and ‘black on white’ 
discrimination as attitudes are hardening; England is not so much a multi-ethnic 
country as a collection of ghettos, and this is being reflected in the NHS where 
hospitals and departments can become dominated by particular ethnic groups. I also 
have begun to think that the current situation is leading to mediocracy, as with the 
requirement to ensure BME representation the system reaches out to the compliant 
and subservient. I will always go for merit and rather have non-BME people 
sympathetic to the equality issues in leadership positions than ‘visible’ diversity for 
the sake of it. As can be seen from this compendium, I had ample support from non-
BME colleagues, but at the establishment (as opposed to individual) level the NHS 
remains racist.  
 
I believe that at times there is no choice but to be an activist. I am pleased to see 
that a few very committed people, Ramesh Mehta and Umesh Prabhu notably, who 
despite all the setbacks, still continue to challenge the system about race equality. 
But they have a tough job between the resistance of the system and the apathy and 
a lack of unity amongst BME doctors.  
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Address by Professor Rajan Madhok at the GMC Conference on Being Fair: 
Challenges and opportunities, held on 12 Sep 2012 in London 

 
 have been asked to speak about race and ethnicity. Although I know about race equality 
from my personal experiences and various positions I am not a race activist. In fact after 

years in NHS management, all activism has been beaten out of me anyway. I will understand 
if you rightly question why race/ethnicity has been singled out from among the nine 
protected characteristics when the conference is about diversity and fairness overall. The 
main reason is that it has proved to be difficult to address the 
concerns of BME doctors about racial discrimination at various levels, 
and as 28% of doctors are now from beyond Europe it does raise 
issues. This is not new stuff however; racial discrimination has been 
long recognised as a problem and indeed moved the previous CMO, 
Sir Liam Donaldson, to comment on it in his annual report.  
 
My views on race and ethnicity in the NHS are a matter of public 
record – few years ago we had published this book which examined 
the experiences of BME doctors and nurses in Manchester and I had 
drawn three conclusions: 

1. NHS is discriminatory- or indeed institutionally racist  
2. there is hypocrisy- in that the NHS likes to give the impression that it is doing 

everything to address it, much talk but not enough action 
3. the discrimination is relentless- just when you break through one glass ceiling, you find 

another, and at each stage you struggle all over again.  

 
So, have things changed since I wrote that? I am heartened to see 
that there are a few more medical directors from the BME 
background, and even an occasional college/ association 
president, but on the whole the answer is largely a NO. In some 
aspects they have become worse – in my HSJ letter I had argued 
that putting race at the bottom of the agenda was running the risk 
of further alienating people. There was an almost arrogant 
disregard of race equality –race was just not a priority at the 
system level. This was confirmed when we saw the establishment 
of the Faculty of Medical Management and Leadership with not a 
single BME doctor on the Steering Committee or when equal 
opportunity was described as the usual rubbish as happened in 
the job advertisement at a Trust in the northwest. And sadly we 
know what has happened with the recent changes in the NHS. The 
conspiracy theorists do not buy that it was unplanned, but in any 
case what has happened was entirely predictable—this is exactly 
what had happened at the last NHS reorganisation, and some of 
us were constantly alerting those in charge to avoid a repeat. The 
‘snowy peaks’ of the NHS leadership, as Lord Nigel Crisp termed it, 
are becoming the permafrost.  My colleagues can only dream of 
the ‘Obama’ moment in the NHS, when we can see a BME Chief 
Medical officer or at the head of the GMC. 
 

I 

(Read these articles on page 4&5) 
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Where does that put the GMC? Of course, just because 
everything around is ‘bad’ it does not mean there can not 
be any pockets of excellence. As a Council member I would 
have loved to report here today that the GMC indeed is the 
exception and has cracked it, that it is fair and not racist 
like the rest of the NHS, that it practises what it preaches 
or that it gives equal opportunity to BME doctors. But then 
I doubt if most of my colleagues would believe me. 
Claiming something like this would not only lose us 
credibility, it will induce complacency and be damaging. It will widen the gap between BME 
doctors and the GMC.  
 
The way to explain this last point is simply to share with you the exchange I had with a 
colleague whilst preparing for this conference- I can’t name him here but please be assured 
that he is one of the most knowledgeable and committed people who works tirelessly to 
tackle discrimination and his comments are worth taking note of. He refused to attend today 
and said “nothing will come out of this event; it is the GMC wasting my hard earned money 
on political correctness.”  
 
We can do the usual at this stage- which is to ignore the comment since it is just one person, 
or try and present a lot of research and talk about PMQ/IMG, or continue to maintain that it 
is the perceptions held by the hard headed small numbers of  older doctors who will never be 
convinced any way, or indeed it is the people out there at the local level making the referrals 
to the GMC, or point out to the work that has started within the GMC to actively tackle racial 
discrimination.  And it is right to make all these points; the GMC has already done, and needs 
to do more, research to further identify the sources of the problem, and it has also started 
work through the GMC BME forum to tackle the problems faced by BME doctors in all the 
functions of the GMC whether it is registration or education or FTP or now revalidation. All 
these are good developments, and we must acknowledge these.  
 
But we must also remember that we are not out of the woods yet, there is more to be done 
to turn good intentions into hard outcomes – talking is not enough. Just as there may be 
some hard to convince activists out there, sadly there are also people in very powerful 
positions within the system who just do not get it.                                                                                      

 
The present situation is a total lose: lose one, and we need to turn it around for very 
pragmatic reasons. There is a direct correlation between the satisfaction expressed by the 
BME staff and patient experience in the NHS, keeping BME (or any) doctors away from work 
whilst investigation and then harsher sentences is costly, and by not giving opportunity to 
BME doctors we are stifling merit – over the years I have been dismayed to see so many 
talented BME doctors, some of them my friends, get disillusioned with the NHS and move 
away. We are dumbing down the NHS and creating a mediocracy not a meritocracy.  
 
Of course, the GMC is not the total solution- it is a part of the whole system. But as a 
regulator it is an important, or indeed the most important, player – it needs to lead by 
example and it needs to hold others accountable. There is a lot that can be done within the 
GMC and its processes to help the BME doctors and as the flag bearer for standards in 
medicine it has the leadership role and needs to work with and influence the rest of the 
system. This is why I am pleased to be a part of this conference with all the relevant 
stakeholders, and I would like to add my thanks to all of you for coming today.  
 
Let this conference be the watershed for racial discrimination– let us recognise and learn 
from the past but more importantly let us build on what has been started and let us look to 
the future.  
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In closing, let me return to my previously mentioned colleague; after saying his earlier piece, 
he went on to add “……but I am willing to be corrected” I hope that I can count on you to 
help us correct my colleague. I know for sure that he will delighted to be proved wrong for 
once.  
 
I hope that without taking attention from all other aspects of equality, which are also 
important, during our deliberations today, we will try and explore how we can address racial 
discrimination in the NHS, and how can we help the GMC in continuing and accelerating the 
work it has started. I am sure I speak for all the BME organisations, and not just BAPIO, when 
I say that you will find them as willing collaborators- none of them wants to see poorly 
performing doctors compromising patient safety in the NHS.  
 
  

END 

 
* * * * * * 

 
 
 
 
 
 
 
 
 

Professor Rajan Madhok is former Medical Director at NHS 
Manchester and leader of the CLN's new REAL Initiative for black and 
minority ethnic clinicians. He is Chairman of British Association of 
Physicians of Indian Origin.  

 
BAPIO has produced his address at the GMC Conference on Being 
Fair: Challenges and opportunities, held on 12 Sep 2012 in London 
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The publication business 
 
As I said in the opening section I have always placed a lot of importance on 
publishing; apart from boosting the CV I feel that it makes one more disciplined and 
effective. Many of my colleagues are still disparaging of this activity, and indeed 
many of them wear the fact that they have never published anything as a badge of 
honour. I can sympathise with them, given the challenges of publications as this 
paper shows, but feel that everyone should at least try and take part. I do 
acknowledge that like most activities, obsession with publishing can be harmful – as 
demonstrated by examples of research fraud, and certainly the pressure in early 
careers can be immense as I also felt, and there has to be a balance. I also do not 
advocate relying on publications for change in practice. 
 
Madhok R. The pursuit of research publications (Letter). Journal of Public Health 
Medicine 1997;19:240-2.   
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What’s in a word? 
 
Being very pragmatic, and to many superficial, I used to find some discussions when 
people went on about the meaning of specific terms fascinating. We had some 
seemingly endless discussions about guidelines, protocols, pathways etc, and about 
audit and research, for example – the letter in The Lancet on the latter subject came 
about as a result. I do, however, recognise the seriousness of these debates, and to 
quote Alice in Wonderland:   
 
“When I use a word”, Humpty Dumpty said in rather a scornful tone, “it means just 
what I choose it to mean – neither more nor less”.  
“The question is”, said Alice, “whether you can make words mean so many different 
things”.  
 
Madhok R. Audit and research (Letter). The Lancet 1992;340:1103-4.   
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