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PERSONAL VIEW

PA

Francis’s inquiry has let the government off the hook
The inadequate inquiry into what happened at Mid Staffs has allowed the UK government to blame frontline clinicians 
rather than those in charge, claims the former chief executive of North Wales Health Authority David Hands

A
s a former NHS chief executive, I 
share the shame of Mid  Staffordshire 
 Foundation Trust, but Robert Francis’s 
second report and the government’s 
response to it leave me disturbed.1 It is 

impossible not to agree with Francis’s diagnoses 
of inappropriate culture and system failure; how-
ever, it is astonishing that he focuses blame on the 
local trust and professional behaviour.

Francis observes that Mid Staffs is probably not 
unique but, after three years and £13m, provides 
little more than embellishment of the facts 
established in his first report.2 This myopia has 
enabled politicians to indulge in characteristic 
evasion.3

Francis interpreted his brief narrowly 
and admits that his recommendations were 
influenced by those he criticised. It is a pity, in the 
interest of the candour that he urges on the NHS, 
that this correspondence has not been published.

The “culture of fear” that Francis identified is 
most apparent in the many harrowing stories of 
whistleblowers.4  5  6 Gagging clauses are but one 
way of suppressing them.7 Sir David Nicholson, 
chief executive of the English National Health 
Service, has deployed management consultants 
to “review” persistent concerns. These superficial 
exercises inevitably find “no evidence” to warrant 
full investigation. My own experience of such 
a review occurred after I reported concerns, 
expressed to me by staff of Northamptonshire 
Healthcare NHS Trust, to the chief executive of 
East Midlands Strategic Health Authority (SHA) 
and Nicholson. These were about apparent serial 
clinical and management malpractice related 
to bullying. The SHA eventually established a 
“review.”

The self selected review team declined to 
interview any of the 70 potential witnesses I 
identified and concluded that no investigation 
was necessary. My balanced professional 
assessment of this cover-up was not acted on 
by the trust chairman, the SHA, regulators, or 
Nicholson. The trust’s application for foundation 
status was approved.

When I gave evidence to the Francis inquiry 
in 2011, I was shown secret Department of 
Health papers that untruthfully recorded that 
my concerns had been “fully and impartially 
investigated.” They also contained scurrilous 
innuendo about the clinical staff I had sought 
to help. In February 2012 it was reported that 
the trust was investigating “26 serious incidents 
related to patients.”8

I offered Francis an evidence based analysis of 
the wider contextual influences on behaviour in 
Mid Staffs. Since structure and process determine 
outcomes, this focused on the overall structure 
of the English NHS and its decision making 
processes.

Francis confirms that the “target culture” 
had an adverse impact on patients. I offered 
insight into other relevant factors. In particular, I 
considered the probable deleterious impact of the 
internal market, including its perverse financial 
incentives to treat patients inappropriately.

I drew attention to the tendency of market 
driven organisations to protect corporate 
reputation and the associated propensity to 
silence criticism. I articulated the widely shared 
opinion that constant NHS reorganisation in 
pursuit of competitive policies (including the 
drive to foundation status) has diverted attention 
from patient care. I provided evidence of the 
failure of commissioning9 and mentioned the 
decisions of the Scottish and Welsh governments 
to abandon the market. I commented on 
muddled governance structure in NHS trusts 
and the Department of Health. I drew particular 
attention to the ambiguous nature of the role of 
NHS chief executive which creates irreconcilable 
divided loyalties for any incumbent.

Francis seemed uninterested in this broader 
evidence. After first writing to him in December 
2010, I eventually secured an interview with 
two junior solicitors in July 2011. I developed 
my initial summary of evidence into an 18 page 
witness statement with 31 exhibits. In November 
2011 I was told that my evidence would be 

circulated as “background information.”
Predictably, the government has acted quickly 

to devolve blame to the front line, to reinforce 
already top-heavy regulatory bureaucracy, and 
to defend Sir David Nicholson. It is imposing 
yet more top-down reorganisation on a punch 
drunk NHS. The goal is privatisation. How will 
these actions achieve the commonly shared 
values and open culture that Francis rightly 
identifies as crucial to the safeguarding of 
patients?

In his evidence to Francis, Sir Ian Kennedy 
said, “My experience of the Department of 
Health is that they have a tendency to shoot the 
messenger rather than embrace changes . . . 
Their first priority is to ‘handle’ the situation.”10 
The establishment, management of, and 
response to Francis’s second inquiry illustrates 
this tendency perfectly.

The cultural change proposed by Francis 
requires leadership founded on integrity and 
respect for others, underpinned by common 
values. The NHS was founded on values 
of inclusion, equity, equality, accessibility, 
reciprocity, and social solidarity. To these can 
be added the more recently identified values 
of effectiveness, efficiency, appropriateness, 
responsiveness, and, most importantly, outcome 
for patients and communities.11

These are the values by which the NHS 
must be judged. But government and the NHS 
chief executive need first to remember their 
responsibility to be visibly committed to the 
Nolan principles for the conduct of public life: 
selflessness, integrity, objectivity, accountability, 
openness, honesty, and leadership.
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With a 5% 
annual growth 
in outpatient 
referrals the current 
pressures seem 
unsustainable

ment unapologetically cancelled and 
delayed. This reflects badly on the 
NHS, with slow service made worse. 
And with a 5% annual growth in out-
patient referrals the current pressures 
seem unsustainable.3 

Lastly, the private sector is desperate 
to find fault and expose inefficiencies 
to usurp NHS services.

We cannot control DNAs, but we can 
do more to control cancelled appoint-
ments. The most common reasons 
given for cancellation are “consult-
ant unavailable” and “consultant 
cancelled appointment,” and often 
there is no explanation.4 Cancelled 
clinic rates are too high, unacceptably 
inconvenient to patients, and hugely 
inefficient yet the topic is hugely under-
researched. Why?
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Time is money, and no more so than 
in medicine, with the NHS spending 
£40bn a year on wages.1 So we com-
plain about the 10% of patients who 
did not attend at hospital clinics, wast-
ing our precious and expensive time. 
Some doctors even take it as a personal 
affront. We have policies for these 
DNAs, and we send out angry letters, 
talk of fining patients or sometimes of 
removing them from practice lists, and 
complain to the newspapers about the 
wasted millions.2

Yet DNAs happen for many reasons: 
a wrong address or an inability to can-
cel the appointment because of busy or 
unanswered hospital telephone lines, 
for example. Also, with an unexplain-
able 10-fold variation in referral rates 
between doctors,3 patients often sim-
ply do not understand why they have 
been referred in the first place.

We doctors naturally see problems 
from only our own perspective, but 

there is another narrative to hospi-
tal appointments. Patients complain 
about poorly organised, chaotic 
clinics; waiting for hours; lost case 
records; and never seeing senior staff 
or the same doctor twice. And then 
there are cancelled clinics. Anecdote 
suggests this is common, and evidence 
from Northern Ireland indicates a rate 
of about 10%,4 similar to that for DNAs. 
As with DNAs, cancelled appointments 
represent wasted clinical time that the 
NHS never gets back. But unlike DNAs, 
cancelled appointments involve higher 
costs, with time consuming adminis-
trative rescheduling and the cost of 
posting millions of letters. Then there 
are ambulances and patients’ transport 
to rearrange.

We should not underestimate 
the inconvenience to patients and 
their families, many of whom will 
have taken time off work, waiting 
months only to find their appoint-

Spring has finally sprung and 
gardens will soon be blooming. But 
as we enjoy displays of fuchsias, 
dahlias, gardenias, and lobelias, 
we should spare a thought for the 
doctors who gave some of our most 
popular garden plants their names.

Plants have played a vital role 
in medicine since Greek and 
Roman practitioners first classified 
plants and their medicinal uses. 
Renaissance medical writers revived 
and continued the Classical tradition. 
The Bavarian physician Leonhart 
Fuchs (1501-66) depicted more 
than 500 medicinal plants in his 
huge herbal garden in 1542; his 
work is remembered in the genus 
Fuchsia. His Flemish contemporary 
Matthias de L’Obel (1538-1616) was 
appointed physician and botanist to 
James I of England. L’Obel’s books 
on medicinal plants first grouped 
plants with common characteristics 
under binomial names; his work is 
honoured in the genus Lobelia.

Fellow Swede Carl Peter Thunberg 
(1743-1828) also explored the 
Cape, where he identified 1000 new 
plants. In his spare time he learnt 
Dutch so that he could travel with 
the Dutch East India Company to 
Japan. Thunberg won unique access 
to the Japanese interior to collect 
new botanical species. His name is 
remembered in the flower Thunbergia 
(black-eyed Susan).

Other botanising doctors have 
bequeathed their names to the 
Camellia, Dahlia, Lavatera, and 
Zinnia, as gloriously described 
and depicted in the Royal College 
of Physicians’ book Doctors in the 
Medicinal Garden. No doubt a rose by 
any other name would smell as sweet. 
But it’s gratifying to know that our 
common garden flowers are named 
for some uncommon doctors.
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Garden collected 
local specimens 
that he sent back 
(along with the odd 
electric eel) to his 
scientific friends 
in Europe. Now we 
remember him with 
the Gardenia

As explorers mapped new lands 
so doctors ventured further afield 
in search of rare flora for medicinal 
uses. Alexander Garden (1730-91) 
was born in Scotland but sailed in 
1752 to Charleston, South Carolina, 
to practise as a physician. True to his 
name, Garden was more interested 
in plants than patients. He collected 
local specimens that he sent back 
(along with the odd electric eel) to his 
scientific friends in Europe. Now we 
remember him with the Gardenia.

Even more intrepid was Anders 
Sparrman (1748-1820), a Swedish 
physician who travelled to China as 
a ship’s doctor when he was only 17. 
Sparrman trekked uncharted territory 
around the Cape searching for new 
botanical species before hopping on 
board Captain Cook’s Resolution in 
1772 to circumnavigate the globe via 
Tahiti and Antarctica. He collected 
more than 1300 botanical specimens 
and earned immortality in the shrub 
Sparmannia, or African hemp.
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