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This book is dedicated to the doctors, nurses and managers around the world who have been troubled for too long by the high levels of avoidable harm and death in modern healthcare. It is dedicated to the bereaved families who have taken up the cause on behalf of a lost loved one, not for financial gain but simply to try to prevent the same tragedies being repeated. And it is dedicated to the NHS, whose founding values are based on the principle that every single patient matters.


All royalties from this book will be donated to Patient Safety Watch, which funds research by Imperial College London into preventable harm and death.










Introduction


Could this be a 1948 moment?


1948 was the year a Labour government, with cross-party support, set up the National Health Service. Health Minister Aneurin Bevan famously dealt with opposition from the doctors’ union, the BMA, by ‘stuff[ing] their mouths with gold’.1 He had opposition from Conservatives in parliament who, while supporting the principle, wanted GPs to be employees of the new service but keep hospitals independent (Bevan’s plan did the opposite). To his credit, he was willing to smash whatever china necessary to get the NHS off the ground – and in the process created what has become our most treasured national institution, described in poll after poll as the single biggest reason people are proud to be British.2


The NHS has stood the test of time because the values it stands for have become entwined with what it means to be British. We are proud that whoever and wherever you are – rich or poor, young or old, north or south – you can always get the healthcare you need, irrespective of the size of your bank balance. We were not actually the first country to set up a universal healthcare system (that honour goes to New Zealand3), but we are the probably the best known. By setting up the NHS at a pivotal moment for the world, right after the Second World War, we helped make universal provision part of the definition of a civilised country. Forty-three countries now offer a comprehensive version of it, including most developed countries, except of course America. Most others are planning universal provision. The NHS has had a huge influence beyond its shores.


But today, that pride in the NHS is starkly at odds with the exhausting daily reality for doctors and nurses. As the service starts its slow, blinking recovery from the Covid-19 pandemic, many feel a sense of helplessness. Frontline professionals are experiencing ‘burnout’ in record numbers.4 Patients are wearily coming to terms with huge backlogs that have built up for cancer care or elective surgery. The institution is crying out for renewal, not just because of the threat of new viruses but because of the changing nature of illness caused by an ageing population.


In this book, I argue that the foundation of any reforms must be to improve the quality as well as the quantity of care delivered. NHS care, for all the pride we feel in it, is not always the best. In most studies, the NHS is around the middle of the pack for the quality of care it offers, tending to do better on the accessibility of care than outcomes.5 But why shouldn’t NHS care be of the highest quality too?


Right now, that seems a tall order. Enormous backlogs in treatment have built up during the pandemic. If they are not managed properly, there will be pressure to compromise on standards of safety, which will reduce, rather than increase, the quality of NHS care. Some go further and say the NHS can never be the highest quality, for financial reasons: a taxpayer-funded system will never be able to afford the billions needed to pay for advances in modern medicine. Others think there is an inevitable trade-off between access and quality: ‘free’ systems will never be able to match the standards of care in private ones, because they lack the incentive to put customers first.


Having been Health Secretary for longer than anyone else – with all the ups and downs that involved – I profoundly disagree. The pandemic showed the brilliance of British science and the dedication of the NHS workforce, so two key foundations are in place. Funding matters, although, as I will discuss later, the relationship between quality and money is more complicated than first meets the eye. But to offer the very best care we need to address a major structural problem, one that is faced not just by the NHS but by countries everywhere: finding a way to deal more honestly and humanely with the shockingly high levels of avoidable harm and death in modern healthcare systems.


Most tragedies are treated as ‘inevitable’, when in fact they could be prevented simply and cheaply. According to the WHO there are 2.6 million avoidable deaths every year in healthcare systems, making it a global top ten killer, affecting more people than tuberculosis or malaria, and nearly as many as HIV and road traffic accidents.6 We need to become better at learning from mistakes.


Other industries have succeeded in tackling avoidable harm and death through a root-and-branch change in culture. As Health Secretary, I initially shied away from ‘culture change’ as being too nebulous and unlikely to have any practical impact. Ultimately, however, I concluded it was the most important change of all, without which improvements only have limited impact at best. Change is hard to deliver, but surely our forebears were no less weary – or broke – recovering from the Second World War in 1948? Focusing on delivering the safest, highest quality care in a way that eliminates avoidable harm and tragedy is the way to set the NHS up for the rest of the century – our very own 1948 moment.


This book is not about me, but I should briefly explain how my interest in eliminating harm in modern healthcare systems arose. My journey started on Monday, 3 September 2012.


It was a glorious late summer day. As the government minister responsible for putting on the London 2012 Olympic Games, I was at the gleaming new Stratford stadium for the Paralympics. Despite the excitement of the sport, I was rather preoccupied. The Prime Minister, David Cameron, had come back from his holiday and was starting a process that always terrifies even hardened ministers: a Cabinet reshuffle.


I had no idea what was in store for me. Lots of pundits thought I would be sacked. Although I had just helped deliver a successful Olympics, I had been embroiled in the Leveson Inquiry into Rupert Murdoch’s BSkyB bid. My special adviser had been forced to quit, and for days I had woken up with journalists waiting outside my front door wanting the ‘money shot’ of me leaving home on the day I resigned. Although the Leveson Inquiry eventually vindicated me,7 there were many wild accusations flying around – the Guardian even printed a huge, grainy picture of me on their front page with the headline ‘Minister for Murdoch’.8 As I sat in the Olympic Stadium, amidst the cheers and excitement of the athletics, I felt anxious awaiting the Prime Minister’s call. I knew I was vulnerable.


The next morning the summons to No. 10 came. As I walked through the famous black door, I experienced the well-oiled choreography of British government reshuffles. Ministers are met as soon as they’ve crossed the threshold into No. 10 and discreetly shown to a waiting room – always avoiding other Cabinet ministers on their way in or out. I was shown to the White Room, a beautiful room on the first floor used for bilateral meetings with visiting heads of government. Then there was a knock on the door, and I was ushered down to the Cabinet Room. On one side of the long, oval-shaped table sat just two people: the Prime Minister and his trusted chief of staff Ed Llewellyn. I sat directly opposite them nervously.


Then I got the shock of my life. Cameron asked me to be Health Secretary. For someone who had been under the cosh, it was a huge promotion.


He was in transmit mode, so didn’t pause for breath as he started outlining what he wanted me to do with the job. ‘We need someone in this job who speaks English’ was one of the phrases he used alluding to the difficulties the government had experienced in communicating Andrew Lansley’s reforms. Then he suddenly stopped in mid flow and said, ‘First, I should check – will you accept the job?’


‘You bet,’ I said, ‘even though I am pretty daunted.’ Quite the understatement.


After all, this wasn’t just any department. This was the department that oversaw our most treasured institution and the fifth biggest employer in the world.9 Uniquely, 80% of health funding in the UK comes through central taxation,10 so pretty much everything that goes wrong is laid at the door of politicians. Budget increases would be difficult amid tight national finances. However much money you gave, for many it would never be enough. And any attempt to change our precious institution would spark fierce opposition, as Lansley’s 2012 reforms had shown.


But my trepidation at taking up a potentially poisoned chalice was overshadowed by the sense of awe: to be working in a job where your decisions don’t just have a long-term impact but make an immediate and life-changing difference to people’s lives is unusual in politics. It was a huge responsibility.


As I left Downing Street, I told the media that being responsible for the NHS was the biggest privilege of my life.11 It was a hurried, made-for-camera comment. But if it was manufactured initially, I soon came to believe it from the bottom of my heart. I had just agreed to something that would change not just my political career but the direction and purpose of my life.


When I accepted the job, I was an outsider to the world of health. But dealing with inexperienced ministers is something civil servants are quite used to, indeed trained for. When I walked to my new office in Richmond House, on the other side of Whitehall from the Downing Street gates, I was met by extremely welcoming officials. They were somewhat battered after the battles they had been fighting over the Health and Social Care Act, but could not have been kinder or more supportive as I got to grips with the immense task at hand.


Unfortunately, I also went on to discover practices in modern medicine that shocked me to the core.


I came to realise this largely by speaking with patients, something I ended up doing in a very direct way because of something that happened at a rather curious moment: Margaret Thatcher’s funeral.


Held in St Paul’s Cathedral, it was of course no ordinary funeral. As a member of the Cabinet I was sitting in a row behind Gordon Brown, Tony Blair and John Major. I remember singing ‘I Vow to Thee My Country’ and thinking it must rank as one of the most British moments of my life.


The eulogy was delivered by Richard Chartres, the Bishop of London and a long-standing friend of Margaret Thatcher’s. He read out a letter she had received from a nine-year-old boy called David, to which she had replied personally. I sat there, and thought: In my seven months as Health Secretary I haven’t read a single letter from an NHS patient. If Margaret Thatcher had found the time to do personal replies as Prime Minister, couldn’t I?


Not, of course, that I didn’t receive correspondence. The Department of Health received more letters than any other government department. There was an army of fifty officials in the correspondence unit, whose job was to draft replies and to a certain extent protect ministers from the highly personal and emotional missives received from people who had experienced problems with their care. But it felt wrong that I was not actually seeing any letters myself. Good chief executives stay closely in touch with what their customers are saying – and although the NHS is not a business the principle is the same. So when I went back to my office I asked my civil servants to pass on to me one letter every day for a personal reply. I wanted to send a handwritten letter, not just ‘top and tail’ a letter drafted by officials.


I didn’t know it at the time, but this request sent the department into a spin. Sir Humphrey-like meetings were held behind my back to work out if they could dissuade me from such a thoroughly dangerous idea. They saw their job as shielding me from such letters, not exposing me to them. Furthermore, it was the job of hospitals and not the department to deal with ‘local complaints’. No letters came forth.


So I chased the department. And about a month later the first letter arrived.


‘I am just writing to thank you for the fantastic NHS care I received…’


‘No,’ I said. The point was not to tell me what was going right, but to show me what was going wrong.


Eventually, I did start getting some proper complaint letters. They were eye-opening and sometimes horrifying. It didn’t matter what form they came in – sometimes an email, sometimes shaky handwriting from an older person, sometimes on scraps of notepaper with terrible spelling – the cry for help was clear. Stories about young children lodged particularly in my mind, as a father of three. One of the earlier letters hit me especially hard: it was from a man in Cumbria, writing about his teenage daughter who had killed herself the day after an appointment with a mental health nurse.


In the very first letter I replied to, I apologised for the terrible care someone had received. The next day my letter came back with a note from officials saying, ‘Apologies not permitted.’ Presumably someone was worried about a legal admission of liability. However, I knew that the law is perfectly sensible in this respect and apologies do not count as an admission of guilt. The letter went out unchanged.


I then got into a daily routine of replying to one such letter every morning. I always asked for the day’s letter to be sitting on my desk waiting for me when I arrived for work, with time put aside in the diary to allow me to do a handwritten reply. As it was the first thing I did every day, those letters shaped my day. They also persuaded me of something: I needed to focus my attention on preventable harm and death. Many of the stories in this book come from those letters, although where requested I have changed names to protect anonymity.


Mistakes happen. In most fields the consequences are limited. In healthcare they can be fatal.


Nothing I say about the mistakes I recount in the pages that follow is a reflection on the competence or dedication of NHS professionals. During nearly six years in office, my encounters with the care they provided were always humbling. I remember meeting a nurse who had tracked down the long-lost relatives of a dying man and arranged for him to fly to Ireland to see them for the first time in twenty years; I met a heart surgeon who stopped a human heart in front of my eyes and then restarted it half an hour later when the surgery was complete; I was transfixed by a care home manager whose passion was putting a smile on the faces of residents unable to talk because of late stage dementia; I visited a GP who insisted on washing the body of a dead patient before the undertakers took it away; and I met countless cheerful, hard-working healthcare assistants who taught me to wash beds between patients and grinned when it was my turn to empty a commode.


The problem does not lie with individuals, but with healthcare systems around the world that generally ‘go after’ someone when something goes wrong, making it impossible for professionals to be open about mistakes. The result is a blame game that stops learning and allows the same mistake to be repeated, often countless times. Ending that culture – and the harm and tragedy associated with it – became my focus. It is why I have written this book.


I saw that flawed culture on a huge scale in the aftermath of the Mid Staffs hospital scandal, a terrible failure of care that led to between 400 and 1,200 unnecessary and often cruel deaths over four years between 2005 and 2009.12 My predecessor had set up a public inquiry led by Sir Robert Francis, which was due to report early in 2013. Because we knew the report wouldn’t pull any punches, the issue hung like a shadow over the Department of Health in my first few months.


‘You have to understand that in healthcare we harm ten per cent of patients,’ I was told wearily by Sir David Nicholson, who was the chief executive of the NHS from 2006 to 2014. By his own admission, David had made mistakes over Mid Staffs, but I developed enormous respect for him. We had little in common politically, but he was the most effective manager I ever met. By ‘harm’ he meant damage done to patients because of medical errors – in other words, something that could be avoided.


‘If ten per cent of patients are harmed, how many actually die as a result?’ I asked.


We have more data on this kind of thing than anywhere else in the world, so a remarkably precise answer came back. According to a study led by Helen Hogan and Nick Black, two eminent academics at the London School of Hygiene and Tropical Medicine, around 4% of hospital deaths had a 50% or more chance of being avoidable.13 When you do the maths, that turns out to be a rather dry way of saying that there are 150 avoidable deaths every single week. Many of these would have been frail elderly patients with a relatively short time left, but none the less, a huge number of lives were being cut short.


If English rates were typical across the world – and the NHS appears to be about the middle of the pack by international standards – that means millions of deaths a year globally, as indeed the WHO now recognises. But the crucial difference between deaths from medical error and deaths from, say, cancer is that every single one of them is immediately preventable. We are not waiting for a miracle cure. They could be stopped right now if best practice was followed.


If my daily letters were the building blocks for a mission, Mid Staffs became the catalyst that galvanised it.


My first instinct was to focus on transparency. All these avoidable deaths felt like a major scandal – but one that no one seemed to know about.


There seemed to be a kind of omertà around avoidable deaths in the NHS. This was partly because people at the top of the service thought their political masters would not want the bad publicity. But it was probably more from an understandable worry that talking about such deaths would damage public confidence in the NHS. Unfortunately, the corrosive consequence of such thinking was all kinds of terrible cover-ups in which both the Department of Health and the NHS were sadly complicit. When problems like Mid Staffs were identified, the default response was to try to sort them out behind closed doors without the public ever finding out.


That approach prevented rapid, decisive action from being taken. Too often managers who had failed were recycled to jobs in a different part of the country where they continued to make the same mistakes. And because of the secrecy, the wheels of change ground very slowly. Failures at Mid Staffs went on for four years before decisive action was taken. In many ways, the scandal was not that terrible things happened, but that they went on for so long before being stopped. But how could there be impetus for change when no one knew that it was needed?


After a lot of resistance from both the Department of Health and the NHS, I introduced a transparent and independent ratings system for hospitals, GP surgeries and care homes – the first healthcare system in the world to do so. Based on the Ofsted system used successfully for schools, it introduced a four-point scale for every organisation. All were graded either ‘outstanding’, ‘good’, ‘requires improvement’ or ‘inadequate’. An ‘inadequate’ rating usually led to the hospital being put into ‘special measures’ with wholesale management change.


Hospitals are much bigger and more complex organisations than schools, so underneath the overall rating were sub-ratings on safety, outcomes, responsiveness, compassion and leadership. The process of getting to a rating was a huge undertaking, with around fifty inspectors (many of whom were themselves doctors and nurses) descending onto a hospital for three days.14


The result was that in the first three years, twenty-eight hospitals were put into special measures.15 Most had their management changed and the majority then showed improvements. A few took a very long time to turn things around but, four years on, nearly three million more patients were being treated in ‘good’ or ‘outstanding’ hospitals.16


Had I stopped being Health Secretary after a year or two, I would have probably said that the key to better patient care was that kind of transparency, perhaps accompanied by targeted campaigns in particular areas like medication error or sepsis. But the longer I continued, the more I became convinced there was an even more fundamental issue that needed tackling. In medicine, we are just not as good as we need to be at learning from mistakes and spreading best practice. This was writ large at the start of the Covid-19 pandemic, when Europe and North America failed to learn from the much more successful approach taken in places like Korea and Taiwan17 – but the issues are the same in more normal times.


So I began to look at how other industries worked, including the airline, nuclear and oil industries. I read books about patient safety like The Checklist Manifesto by Atul Gawande, which have saved thousands of lives through systematising changes in behaviour. What I learned was the importance of culture change when it comes to learning from error. If the priority is punishing individuals after a tragedy pour encourager les autres, the only real consequence is backside-protecting and cover-ups. If, however, your main focus is preventing tragedies from being repeated, you need exactly the opposite: rapid, no-blame investigations and urgent dissemination of any lessons learned. That can only happen if frontline professionals feel able to speak truthfully and openly when things go wrong, as they inevitably will.


How do you get there? I start this book with a section on the core issues: a pervasive blame culture, staff shortfalls and resourcing. I then go on to look in more detail at what causes that flawed culture: an obsession with targets that can make numbers more important than people; over-rigid hierarchies; fear of litigation; groupthink; and the risk of certain groups being marginalised.


Then I look at the best solutions: restoring the doctor–patient relationship with proper accountability for every single individual in the system; transparency; smart (but not detrimental) use of technology; and prioritising prevention as well as cure. These are big topics in their own right but my focus is on how they can help to prevent avoidable harm and death. I therefore explicitly examine the challenges facing the NHS through a patient safety lens, although fully recognising that there are other equally valid ways of doing so, such as medical advances, new models of care or health inequalities.


Finally, I reflect on the challenge of implementing such solutions in the world’s fifth largest bureaucracy, including my own battle with junior doctors and the role patients have to play. I also ask whether it is motivating or demotivating to aim for ‘zero harm’, given we are unlikely ever to achieve it. In short, I look at how to reduce avoidable harm and death from every possible angle, and try to talk as much about solutions as about the problem.
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This is not a memoir, but, as I examine these issues, I cannot avoid some consideration of my own record. Where I identify a problem, some will understandably criticise the fact I did not solve it despite a long time in the job – as in the tweets above. Inevitably, in a job with such responsibility you don’t get everything right, and you learn things as you go along. We should all want our politicians to do that.


Although reflecting on those six years is necessarily a subjective process, I have, none the less, tried to be as objective as I can. That includes successes already mentioned, such as the fact that by the end of my tenure three million more patients were being treated every year in ‘good’ or ‘outstanding’ hospitals. It covers failures such as the disappointing progress in recruiting more GPs and the unintended consequences of the junior doctors’ strike.


But most of the time the outcomes were somewhere in between – some progress, but much more needing to be done. The best example of this is perhaps maternity safety, where there was a marked reduction in baby deaths18 – but still levels of harm far higher than in countries like Sweden.19 Even though some will disagree with my analysis, I make no apology for presenting it: if we want the NHS to be the safest and highest quality healthcare system in the world, we should seek to learn from successes and setbacks in its history.


I wrote this book on the basis of my own experiences, interviewing many patients and families. It is told unashamedly from their point of view. I try to be fair but do not attempt to balance such stories with the alternate viewpoints of the hospitals, surgeries or clinicians with whom they interacted – that is a job for those conducting inquiries or inquests. For that reason I have not identified the names of the hospitals where such events took place unless the issues to which the stories relate are widely in the public domain.


My father worked in NHS management after he retired from his career in the Royal Navy, and my mother was a nurse during the 1950s and 1960s, about the same time as Call the Midwife. I have three wonderful children born thanks to the NHS. But perhaps my best experience of NHS compassion came more recently, when my four-year-old daughter fell off a running machine and suffered serious burns on her back.


Being with her at all hours in the burns unit of the Chelsea and Westminster hospital made me appreciate why the NHS is different: it’s not that doctors and nurses in other countries aren’t equally kind – anyone who goes into medicine chooses to make caring for others central to their life. But unlike other systems, because the NHS does not bill people directly for their care, we are always patients and never customers. That means the compassion you experience is never generated by a financial motive and is always utterly genuine.


I think that is why so many people talk about the quality of NHS care with a certain awe. It is why the British have taken the NHS to their hearts. But with 150 avoidable deaths every week – even outside a pandemic – how often does our system support doctors and nurses to demonstrate the compassion my family experienced – and how often does it frustrate them?










Part One


The Three Big Causes of Avoidable Harm










1


Blame


As Health Secretary, perhaps the most difficult meeting I ever had was on 2 March 2015. It was the day before I had to give a statement to parliament on the Kirkup Inquiry into baby deaths at Furness General Hospital, part of Morecambe Bay Trust.1 The meeting was with a group of families who had lost their babies due to poor care at the hospital. They were angry and wanted justice and closure. What made them most angry was that some of the staff allegedly responsible were still working at the trust. I had a lot of sympathy – but as I dug deeper I came to a rather unexpected conclusion about the motivations of the staff involved, namely that they were more likely to have been scared rather than evil.


Simon Davey and Liza Brady had lost their son Alex, who was stillborn. An inquest discovered failings in his care by midwives, who did not involve doctors early enough during Liza’s labour.2 A subsequent report by the Parliamentary and Health Service Ombudsman pointed to the poor supervision of midwives.3


Carl Hendrickson lost not just his son Chester, but his wife Nittaya too. She suffered a rare embolism after giving birth to Chester and died within an hour. Chester had brain damage and passed away the next day. Important heart monitor documents were lost, along with other hospital emails. The midwife responsible for the birth had dismissed Nittaya’s fits as fainting.


Ahead of the meeting, my staff told me that Carl had brought his eleven-year-old son Conrad with him. I asked them to offer to look after Conrad during the meeting, as it would be likely to cover pretty difficult subject matter. No, the reply came, he insists he wants his son to be with him at the meeting. Carl later told a newspaper that was because he thought, ‘You’ve lost your mum and brother, and when you grow up I want you to know that I took this to the top man in government, and that we asked some awkward questions.’4
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Carl and Nittaya Hendrickson











Awkward questions were exactly what those families asked. How could staff involved in such incidents still be working in the same maternity unit? Why did the trust cover up what had happened for so long? Why did the NHS not launch a proper national inquiry sooner? The sense of injustice was palpable, and I felt deeply ashamed of what had happened to them.


Because they had been forced to fight so hard for the truth, I felt I needed to be totally honest about what I could and could not do. That would include saying things they might not want to hear.


‘If this was a dictatorship,’ I said, ‘and I could stand in parliament tomorrow and say that all the staff involved have been fired forthwith, that might give you satisfaction. But what signal would it send to maternity staff in another hospital, the next time something went wrong? Might they decide the safest thing was for them, too, to cover up their mistakes?’


The covering up of mistakes is endemic. Not just in the NHS, but in most modern healthcare systems. It arises because, in the justified quest for accountability – particularly for something as serious as when a patient dies – reputations, careers and money are at stake. But how do you square the need for accountability with the need for space to learn from mistakes – even the gravest of mistakes, which lead to loss of life? In the end, that is the key to eliminating the 150 avoidable deaths we have every week in England.


So how do you replace a blame culture with a learning culture? In this opening section, I will look at the main causes of avoidable harm and death: a flawed culture, workforce shortages and resources. Because the latter two are discussed and debated endlessly (at least in the UK), I then spend the next section looking in more detail at the root causes of poor culture in healthcare workplaces, before going on to consider solutions.


But first, let’s look more carefully at the issue of blame. Why does it get in the way of making improvements that absolutely everyone wants to make?


James Titcombe is perhaps the UK’s best-known patient safety campaigner, and his focus has always been on getting the culture in healthcare systems right. He differentiates between a ‘just culture’ and a ‘blame culture’. His own life was shattered by the loss of his son, Joshua, after he was born at Furness General Hospital. He wasn’t at the March 2015 meeting because we had already met – in fact, he was the person who had persuaded me to set up the Kirkup Inquiry.


The first time I met James, I was struck by his combination of calm modesty and inner steel. He worked as a nuclear industry project manager at Sellafield in Cumbria, and exuded the quiet pragmatism you would expect from someone who knows what it is like to be responsible for life-and-death decisions. But as he sat in the beige armchair in my office and began to tell his story, I could see that alongside that calmness he had extraordinary determination to find out the truth about what happened to his son.5


Everything had started with such promise. At around 5 a.m. on an October morning, his wife Hoa’s contractions began. The hospital advised him not to bring her in until the contractions got more frequent, which they did – quickly – and by 6.30 a.m. James and Hoa were in the car to Furness General Hospital.


As a project manager, James was a natural planner. So before they left home, he carefully made sure the cot was ready in the house and a car seat for the baby in place. But as he started the engine, he never imagined he wouldn’t be bringing his wife home for two weeks – with both their lives irreversibly scarred.


After a short labour, Joshua Titcombe was born at 7.38 a.m. He was blue, floppy and appeared not to be breathing. The midwife took him straightaway to another room for an oxygen blast, after which he let out a loud cry. Everyone relaxed. The new mum and dad had tears of pride in their eyes.


Then Hoa became very ill with a ragingly high temperature. James called for help, and eventually she was given antibiotics and fluids for an infection. James wondered: if she had an infection, did Joshua too? But the midwives dismissed any concerns. The baby was fine. As a layman, the new father accepted their advice. That night, James went home relatively relaxed. Joshua was supposedly fine, and Hoa was getting the treatment she needed.


Later, however, Joshua became visibly ill. He was cold and grunting. At one point, in the middle of the night, he was making such loud noises that Hoa rang the bell by her bed. A midwife came in and took Joshua away for half an hour, before returning and telling Hoa that he was fine.


But the midwife did not consult Joshua’s notes, including the yellow observation chart that would have shown his temperature was abnormally low – a classic sign of sepsis.6 Nor did she consult a doctor. Those temperature charts subsequently went missing – never to be recovered.


The reassurance turned out to be false – and shortly afterwards Joshua deteriorated. James was called back to the hospital. He arrived to find his wife in tears and Joshua being looked at by a doctor in a different room. James got one glimpse of his son before he was told to leave. Standing outside, he saw a team of medics gather round as Joshua was put on a full ventilator, no longer able to breathe with his own lungs.


Surely, James thought, Joshua hadn’t collapsed from the same infection as his wife? Not when he’d raised the issue so many times and been reassured to the contrary?


But admitting they had got the diagnosis wrong was too much for the staff, so this time James was told that it looked as if Joshua was suffering from a heart defect. Later, this untruth would be finessed as a ‘differential diagnosis’, a snap judgement made in the heat of the moment. But James was starting to lose faith in the system.


Finally, Joshua was put on the antibiotics he should have been given at the outset. But it was too late. Joshua had sepsis, just like his mother. If he had been given antibiotics at the same time as her, he would have had a 95% chance of survival. Now it was touch-and-go.


The little baby was rushed to a specialist hospital in Manchester at 11 p.m. He received extremely professional care, and James and Hoa were advised it might be appropriate to put him on an ECMO, a heart and lung machine for babies, which would allow Joshua’s heart and lungs time to rest while the doctors reoxygenated his blood artificially.
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Joshua Titcombe with his sister Emily











After careful deliberation, the parents gave permission for Joshua to be flown by helicopter to the Freeman Hospital in Newcastle. Again, the care was excellent. Over the next few days Joshua appeared to make good progress, and the consultant overseeing his care decided to wean him off the ECMO machine. James went to bed that night thinking that the next day Joshua would be breathing with his own lungs. He began to allow himself to imagine bringing his baby home, the car seat ready and the nursery and cot still in place. His parents would be there to welcome the new arrival to the family.


But when James and Hoa went in the next morning, it was clear that something had gone terribly wrong. The weaning process hadn’t worked. Worse still, the doctors had discovered that Joshua’s lung was more necrotic – rotten – from the sepsis than they had realised. Over the next twenty-four hours, the team at the Freeman Hospital did everything they could to try to keep Joshua alive, but his situation became ever more desperate.


The next day, when the consultant came to see them, James knew instantly.


‘He’s gone,’ he said, ‘isn’t he?’


The consultant nodded.


They went in to say goodbye to their son. The nurses had taken out all the tubes and removed the equipment. As James told me, ‘He just looked like the perfect baby boy.’


A couple of years after Joshua died, my own son was born. ‘There but for the grace of God,’ I thought, as I listened to James tell his story. I sat with tears prickling my eyes, wondering whether this kind of thing was still happening in the health service for which I was responsible.


If James Titcombe had not been a project manager in a safety-critical industry, what happened next with the Morecambe Bay trust – indeed, the history of the modern NHS – might have turned out very differently. But because of that professional background, with his logical mind James started to make a list of all the things that had happened throughout Joshua’s short life, starting with the yellow observation chart that went missing. His extraordinary battle to find out the truth lasted six years, involved the police, the courts, the senior leadership of the NHS and me as Health Secretary. James thinks he wrote over four hundred emails and letters to get to the bottom of what happened.


Mistakes are inevitable in any healthcare system. The NHS, after all, treats over one million people every thirty-six hours.7 So what shocked me about James’s story was not the existence of a mistake (even a tragic one), but the resistance to telling the truth about it to a grieving parent. To understand the lengths people will go to avoid the risk of being ‘blamed’ for a tragedy, it is worth looking at what James then experienced.


He started by writing a letter to Furness General Hospital. He hand-delivered it, doing everything he could to make sure it was read by the CEO. He expected all the stops to be pulled out to understand how something so catastrophic had happened. That would have been done automatically in his workplace in the nuclear industry, or indeed with many consumer complaints that were a thousand times less serious.


In fact, the opposite happened. James learned about one of the saddest ironies in modern healthcare, namely that the greater the catastrophe, the greater the temptation is to gloss over what really happened. People in hospitals are human, and they are busy. Everyone is devastated when a child dies, but that child cannot be brought back to life. So professionals often mask their discomfort about getting to the bottom of what happened by focusing their energies on patients whose lives can be saved – and sometimes allowing grieving relatives to be dismissed as unhinged or unbalanced.


James would hear reports of people saying, ‘He is still coming to terms with what has happened’ or ‘There is nothing we can do or say that will make him better, he just needs to go through the grieving process.’


But James wasn’t asking for anything more than an honest account of what happened and some reassurance that the same mistakes would not be repeated. He was met with a brick wall. The coroner refused to open an inquest, saying that Joshua had died of ‘natural causes’. James pointed out to no avail that although a necrotic lung was a natural cause of death, the reason the lung became necrotic was not.


Initially, James was not even allowed to see the statements made by clinicians during the hospital’s own inquiry, although he eventually forced the hospital to release them. Those statements had numerous inaccuracies. They said Joshua was pink and cried immediately when born, when in fact he was born blue and not breathing. A midwife stated that she had phoned a paediatrician for advice about Joshua, had fully informed him of Joshua’s circumstances, and was told that he didn’t need to be assessed – but all the paediatricians on duty that day denied such a phone call took place.8


He then went through the hospital’s complaints process. Morecambe Bay said they would treat it as a serious incident and get clinicians from another trust to do a ‘serious incident review’. But the process dragged on and the report, just seven pages, didn’t emerge until three months later. It did acknowledge that Furness General had failed Joshua and that staff should have recognised Joshua’s fluctuating temperature as a sign of sepsis.9 But it didn’t scratch the surface of what actually happened.


James eventually found out the full story. After exhausting the NHS complaints process, he finally persuaded the coroner to change his mind and open a full inquest. The final report was damning, accusing the midwives of collusion. James was able to prove this by uncovering a document all the midwives had used to prepare for the inquest, coaching them on the precise words and phrases to use. The coroner said it was inconceivable that eleven different midwives, all trained in different places, could claim blanket ignorance of a basic piece of knowledge, such as that a low temperature was a symptom of sepsis.


On the morning of Joshua’s funeral, James went to buy some flowers. The florist asked him why, and told James her own baby had also died at Furness General. ‘Just one of those things that happens,’ she was told. Far from Joshua being a ‘one off’, as James was told, his death was the fifth incident of its kind at the hospital. Had the hospital been transparent and learned from what happened the first time, Joshua would probably be alive today.


Once it became clear there was a more systemic cover-up, James approached me as Health Secretary to ask for an independent inquiry into maternity services at the hospital. Our meeting nearly didn’t happen, because, as I later learned, civil servants were reluctant for it to take place. Not because those officials weren’t decent, compassionate people – but they, too, had become part of the system’s defensiveness.


I agreed to meet James and to his request for an independent inquiry. I appointed Dr Bill Kirkup, an experienced obstetrician, to head it up. When his report was eventually published, it confirmed the worst fears of many families. It listed a catalogue of failings including dysfunctional management, a board completely unaware of and uninterested in what was going on, a working culture that discouraged openness, and poor oversight by the wider NHS. Up to eleven baby deaths were assessed as having been preventable.


It also became clear that a desire to sweep problems under the carpet extended well beyond the Furness General Hospital and the Morecambe Bay trust it belonged to. Professional bodies such as the Nursing and Midwifery Council (NMC) appeared to close ranks to protect the midwives involved. The Parliamentary and Health Service Ombudsman, set up to be the call of last resort, also failed to spot the issue. It was as if everyone in authority and every organisation was lined up against a father who just wanted to know why his son died.


Ultimately, therefore, it was not about rogue staff or a rogue hospital. It was about a rogue system. A rogue system that I, as Health Secretary, sat at the top of. I found James’s story hard to absorb, not just because of the injustices involved, but because many of the organisations who failed him were run by people I knew well. Without exception, they were deeply committed to the NHS and its values – so why the mismatch? Why did a system set up in 1948 to embody British compassion end up – in this case – stifling a compassionate response? Why was it more natural to cover up rather than confront the many mistakes that were made?


To understand why things went wrong, we must put ourselves not just into James’s shoes, but into those of the staff caring for Joshua. Not all of them were blameless – one midwife ultimately lost her licence to practise and another was suspended – but none of them wanted to be part of such a tragedy. They would have chosen their profession based on the same human instincts that motivate millions of doctors and nurses: the privilege of looking after people at their most vulnerable. That compassion comes through if you ask any doctor or nurse to recall their single most traumatic professional experience: often you end up being told heartbreaking stories of the death of a baby or child, as inevitably happens from time to time.


The trauma caused to health professionals when a patient dies is widely recognised in medicine. It is sometimes described as being a second victim.10 The first victim, or set of victims, is the patient’s family; but the second set is the clinical staff responsible for that patient’s care. Those professionals must go home with the knowledge that if they had done things differently, their patient, perhaps a child, might still be alive. Normally they will have to go back to work the very next morning, carrying the burden of that worry on their shoulders.


One of the most powerful instincts in such situations is to seek to lessen that burden by being honest and open with families about what happened to their loved one; to learn lessons so that the same mistake is never repeated. So why would a midwife ‘lose’ Joshua’s observation charts, which could have unlocked the biggest clues as to what went wrong?


We don’t know exactly what happened, of course, and it is possible – though I believe unlikely – that the records were genuinely lost. Tampering with or destroying medical records is considered an extremely serious offence which can lead to a doctor or nurse being ‘struck off’. Assuming the records were not lost, it would be easy to vilify the midwife who ‘made them disappear’. Every large organisation has ‘bad apples’ – perhaps it was just something unacceptable that happened on this one occasion?


Unfortunately, the scale of the failures that emerged at Morecambe Bay suggests something different, namely cultural and systemic issues that went much further than any individual. And as I was to discover, those issues spread far beyond that particular hospital. I learned that modern healthcare systems, far from encouraging transparency, often – for completely unintended reasons – do the opposite. The reason is that when a mistake results in death, another emotion kicks in alongside anguish: fear.


Fear for the reputation of your unit; fear for the reputation of the hospital you work for; fear of being blamed and held responsible for a death; fear of the reaction of the victim’s family; fear of lawyers and court cases; fear of losing your job; fear of being struck off the register and losing your career; and fear of multiple outside individuals or organisations who might get involved, such as – in England – the coroner, the Care Quality Commission (CQC), NHS Improvement, a Clinical Commissioning Group, the General Medical Council (GMC) or the NMC.


Those fears induce a survival instinct known as ‘fight or flight’. They cause people to make unethical, but all too human, snap decisions – like hiding evidence or making false statements. And the instinct for self-preservation can also lead to subliminal changes, causing people to hide the truth from themselves with a coping mechanism called the memory illusion.11


Forensic psychologist Dr Julia Shaw describes how it works: typically, a highly stressful situation causes us to forget things that did happen or remember things that didn’t. We convince ourselves that something is true or false even if the evidence suggests quite the opposite. What we end up saying is no longer even ‘lying’, because we actually believe it. After years of training hard to keep patients safe, frontline clinicians would not be human if they did not look for reasons why an error might not have been their fault, and start to believe them.


The memory illusion becomes even more pronounced when it is reinforced by supportive colleagues. Professor Sir Bruce Keogh was medical director of the NHS in my time and a formidable advocate of patient safety. A former cardiac surgeon, he once told me how one of his heart patients had died following a mistake he made during an operation.


‘His heart was in a terrible state, Bruce, he was going to die anyway,’ a colleague said to comfort him.


‘Yes,’ replied Bruce, ‘but he wasn’t going to die on Tuesday.’


As Health Secretary, dealing with such profound cultural issues in medicine felt like an impossible task. I was, however, greatly helped by the insights of the journalist and thinker Matthew Syed. In his book Black Box Thinking, Syed shows how the airline industry faced similar issues, but none the less succeeded in massively reducing passenger fatalities – by changing a blame culture into a learning culture.12 Despite the many differences between healthcare and aviation, it gave me hope that another industry had successfully made the journey.


Syed describes how the turning point for the airline industry was a notorious United Airlines crash in Portland, Oregon in 1978. As the plane was coming in to land, the landing wheels failed to come down. The captain, Malburn McBroom, circled the city of Portland while radioing for guidance on how to fix the landing gear. As he did so, he failed to notice the most basic thing: the fuel was running dangerously low. The plane had to crash-land. Ten people lost their lives, but because of the pilot’s skill in managing a very difficult landing 179 lives were saved.


Aeronautical skill aside, running out of fuel is the one thing a pilot cannot be allowed to do. Captain McBroom ended up losing his licence and leaving the industry in disgrace. He died a broken man a few years later.


But he left a remarkable and rather surprising legacy: his shabby treatment became one of the key moments that persuaded the airline industry it needed to change its culture. If the response to near misses and accidents was always to punish the pilot, mistakes would never be learned from, only covered up.


So today, if you spot something wrong as a pilot, there are no fewer than four ways you can report it: to your airline; to your union; to your regulator; and even anonymously to a charity set up specially for the purpose. You always get a response, and unless it is gross negligence – turning up to fly a plane drunk, for example – no disciplinary process is invoked.


The result is that commercial airline fatalities have fallen globally by three quarters over a thirty-year period, even during a period when air travel increased ninefold. In 2017, the number of passenger deaths fell to zero, a remarkable achievement.13 This has happened because the industry has been able to end its blame culture without removing accountability for passenger safety.


Not that the airline industry has resolved all its cultural issues, and fatalities rose again after 2017, largely because two Boeing 737 Max airliners crashed within five months.14 Although eventually all Max planes were grounded in 2019, the US Congress accused Boeing of a ‘culture of concealment’ – which shows that even in an industry where great progress has been made there is never room for complacency.15


None the less, the improvement in airline passenger safety is extraordinary – and only happened when the industry changed its culture. It was American thinker David Marx who actually coined the phrase ‘just culture’ to describe what was needed.16 Marx, whose background happened to be in aircraft engineering, divides human behaviour into two categories: ‘normal’ human behaviour, in which there is a risk of making mistakes, just because we are human; and ‘reckless’ behaviour, which should never be tolerated. He argues that someone who exhibits the ‘normal’ human tendency to make mistakes, whether a pilot, a doctor or anyone else, should be supported so that the correct lessons are learned and disseminated. But someone who behaves recklessly should be subject to a disciplinary process.


Does the lessening of sanctions for even ‘normal’ mistakes encourage complacency? The deterrent effect of severe punishment is the argument we generally use for giving heavy penalties to – for example – those caught using mobile phones behind the wheel of a car. It was the argument behind the disciplining of Captain McBroom. But in the case of medicine, such penalties have a particularly dangerous unintended consequence: they incentivise defensive behaviour that prevents crucial openness about what may have gone wrong. If doctors worry they could be treated like McBroom they are likely to become guarded – with the result that mistakes end up being repeated. Only a just culture prevents that happening, by properly balancing learning and accountability.


The worst culprits in the blame game, ironically, are those in my own profession: politicians. Week after week as Health Secretary, I found myself blaming and being blamed – in equal measure – by Andy Burnham, the Shadow Health Secretary. Andy knew his stuff, having been Health Secretary under the previous Labour government, but I faced a constant deluge of bogus attacks in the Commons about a ‘toxic mix of cuts and privatisation’.17 Neither charge was true, but because of the ferocity of the attacks I fought fire with fire by holding Andy himself to account for his failure to tackle what happened at Mid Staffs. The result was a big escalation in the rivalry between us, which at one point even led to him initiating legal action against me for tweeting about a Daily Mail headline.18


We were both sucked into our own version of the blame game – something that can hardly have inspired doctors and nurses trying to foster a more positive culture in the NHS. I discovered for myself – just like many doctors, nurses and midwives – that when you are under attack a survival instinct kicks in and you fight back. But if that leads to unedifying spats in the political arena, in medicine it creates an additional problem: making it impossible to learn from mistakes in a way that stops tragedies being repeated. So how do you dismantle the blame culture in modern medicine?


We need to remove the threat of being fired or found guilty of clinical negligence from doctors, nurses and midwives who make the kind of errors that any human being could make. There should be no lessening of accountability for reckless behaviour or gross negligence, but a proper differentiation in law between such behaviour and ordinary human error, as happens in sectors like the airline industry. By doing this we would not just be treating frontline staff more fairly, but also be creating space for people to learn from mistakes. Rather than penalising openness – as we do now – we should reward it. The principal penalties should exist for people who do the opposite, sweeping mistakes under the carpet, preventing lessons from being learned and causing tragedies to be repeated.


I took a step towards this by introducing something called a ‘duty of candour’,19 which requires hospitals to be open with families if mistakes have been made. It has helped in certain situations, but in the end, there is little hospital managers can do if their own staff do not feel able to be open about potentially fatal errors. And for ordinary doctors and nurses, the price of speaking out can still feel higher than the transparency necessary to improve systems. Added to which, the laws around clinical negligence are applied inconsistently around the country. If clinicians cannot be wholly sure where the line will be drawn, they are unlikely to feel able to speak openly. Hence the need for professional codes of conduct and, if necessary, legislation to resolve these issues and make it safer to speak out.


Even without such improvements, there are a few encouraging signs that the blame culture in modern medicine is beginning to change. And in the end there was one positive thing to come out of Joshua Titcombe’s sad story. Morecambe Bay was put into ‘special measures’ under the new hospital inspection regime introduced after Mid Staffs.20 The recently appointed chief executive, Jackie Daniel, was a former nurse with a strong interest in improving clinical standards. She set about a root-and-branch transformation of the safety culture in the hospital. It was, she told me, ‘the most complete rebuild of any job I’ve had to do.’


Listening to her describe what she had to do gives important clues as to what had gone wrong. The management team she inherited was focused not on issues relating to patient care, but on organisational goals. These included becoming what is called a ‘Foundation Trust’ (which gives hospitals more autonomy) and with it the right to take over the running of other hospitals. Jackie put in place new leadership and set up partnerships with hospitals in Manchester, Salford and Preston that had a better track record in the quality of their patient care.


She focused on changing the hospital’s blame culture into an improvement ethos, with staff closely involved in her reforms. She also engaged with families who had suffered, refusing to treat them as ‘troublesome’ and recognising the anguish and suffering they had experienced. She charged an inspiring new head of midwifery, Sascha Wells, to turn around the troubled maternity services.


Jackie invested heavily in mechanisms to make it easier for staff to speak out about any concerns. They were trained in a no-blame approach to improving processes known as ‘human factors thinking’. Nurses were encouraged to spend time at the end of a shift reflecting on ways to improve the care they had given in a structured ‘mop-up’ session known as a ‘Schwartz round’. Mediators were used to bring staff and families affected by the maternity tragedies together, and a board committee met in public to go through the lessons that had been learned.


The results were transformational – and came more quickly than many predicted. From the seriously dysfunctional and dangerous maternity unit described in the Kirkup Report, in 2016 maternity services across Morecambe Bay were rated as ‘good’,21 indeed considered some of the best in the NHS. Their performance in the annual NHS staff survey went from the bottom quartile to the top.22 Although the trust has had more problems recently,23 the transformation showed how quickly it is possible to change a blame culture into something more positive.
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