
Editorial

Clinical governance: a statutory duty for quality
improvement

A frequently aired concern of health profes-
sionals throughout the world is the extent to
which financial issues dominate the health care
agenda. If most of the time of the senior man-
agement of health care organisations is directed
towards finance, it is argued, how can a
commitment towards quality be anything other
than rhetoric?
Since the beginning of the present decade,

the British National Health Service (NHS) has
operated as an internal market.1 In it, the forces
and incentives of a market were seen as creating
an environment within a public sector, non-
profit making system that would yield greater
eYciency and improved quality. The new
Labour Government that came to power in the
spring of 1997 brought to an end this ethos for
the health care system in Britain. Many had
come to see it as engendering division and
rivalry between hospitals, which, far from pro-
moting eYciency, had encouraged duplication,
overcapacity and had slowed down badly
needed rationalisation of services. In publish-
ing a white paper2 that seeks to dismantle this
internal market and to replace competition
with collaboration, the Government has also
given an important new status to quality. By
creating a statutory duty for quality, through
“clinical governance” at local level, the NHS is
seeking to create a new rigour and accountabil-
ity for the standard of care provided to patients
in hospitals and in primary care.
The term clinical governance introduced in

the white paper resonates with that of corpo-
rate governance, a set of financial duties,
accountabilities, and rules of conduct that were
recommended3 for private sector companies in
the aftermath of a number of high profile mis-
demeanours in the financial markets of the City
of London. Later, formal corporate governance
policies also became a requirement for health
care organisations in Britain.4 A commitment
to good corporate governance brings with it the
certainty that financial issues will be taken very
seriously and will assume a central role in the
business of the boards of directors that govern
hospitals and other health care institutions.
Responsibility for quality in healthcare has

developed along a more informal route. Hospi-
tals and other organisations have increasingly
had to meet specific targets (for example in
relation to patient response times5) for quality
improvement but accountability within this
field of healthcare has sometimes seemed frag-
mented. While the management of many pub-
lic sector bodies in the 1990s has sought to
embrace organisation wide quality improve-

ment strategies—such as total quality
management6—which have been so important
to the success of the world’s leading manufac-
turing and service industries, professionally
based approaches to quality have also been
developing. Notably, the evidence-based medi-
cine movement7 has rapidly become interna-
tional in its scope as doctors and other health
care professionals have recognised that a failure
to make day to day use of the lessons of
research was producing wasteful variation in
clinical decision making and unacceptable
departures from best practice.
Specialist electronic data bases, greater

access to information through the internet,
reorientation of traditional medical libraries,
training in critical appraisal skills, clinical prac-
tice guidelines, and computerised clinical
decision-support systems are only part of a new
infrastructure that health care organisations
must put in place if they are to give proper sup-
port to the development of evidence-based
practice at local level. The multi-faceted nature
of these changes is posing a particular chal-
lenge for the leaders of health care organisa-
tions who must comprehend how they fit
together to comprise an integrated quality
strategy.8

Set alongside this lack of clarity in a complex
and developing field, are traditional barriers
between managerial and professional ap-
proaches to quality. For example, clinical audit
can be portrayed by the professionals as their
exclusive domain with an emphasis on educa-
tional approaches to change and improvement.
Managers often perceive it as a secretive activ-
ity that does not yield tangible benefits for the
organisation. The obstacles to moving forward,
therefore, are probably much more attitudinal
than conceptual as models of integrating
continuous quality improvement programmes
are not complicated.9 10

Despite the enthusiasm and commitment to
quality improvement by health services and
health professionals over the past decade, pub-
lic confidence is still very susceptible to media
coverage of problems in the delivery of health
services. Thus, reports of inquiries into lapses
in standards of care in particular hospitals
often recount a catalogue of failures in
management and clinical leadership as well as
errant individual behaviour. Worse still is the
enormously negative public impact of recur-
rences of similar failures, giving an impression
that health services are unable to correct prob-
lems reliably and conveying a sense of history
repeating itself. The issue of poor professional
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practice and the so called “problem doctor”11

has also come to prominence in recent years
and is a further source of public disquiet about
the quality of healthcare. Although this has led
to strengthening of the professional regulatory
machinery in Britain,12 there is still a need for
the prevention, early detection and resolution
of such problems at local level.13

The new duty for clinical governance in the
local NHS will tackle these quality issues. It is
envisaged that there will be an “accountable
oYcer” in each hospital and other healthcare
organisations, that boards will receive monthly
reports, and that annual reports will be made
available to the public. The clinical governance
role will be wide ranging and include ensuring
that: quality improvement processes are in
place and integrated with the quality pro-
gramme for the organisation as a whole; that
evidence-based practice is in day to day use
with the infrastructure to support it; that good
practice ideas and innovations are systemati-
cally disseminated and applied; that poor clini-
cal performance is promptly recognised and
dealt with to prevent harm to patients; and, that
the quality of data collected to monitor clinical
care is itself of a high standard.2 Two new
external quality bodies will help to facilitate
and reinforce this local duty: a National
Institute for Clinical Excellence and a Com-
mission for Health Improvement.
In seeking a fundamental redefinition of the

duties and accountability of public sector bod-

ies in Britain, the new Labour Government is
in harmony with the task of rethinking the role
of the state the world over.14 Its white paper2

seeks to create a new National Health Service
that can command the confidence of the public
that it serves. Clinical governance is a big idea
that deserves to take central stage in the quest
for high standards in the quality of healthcare.
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