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uality is central to the government’s programme
for modernising the NHS and clinical quality is at
the heart of this agenda. The recent introduction

of corporate governance with controls assurance and
clinical governance in the NHS has established a frame-
work for providing such excellence in clinical care.

Governance applies to all healthcare activities and pro-
vides an ideal opportunity for infection prevention and
control practitioners to improve the quality of their ser-
vice and reduce the risk of patients acquiring
preventable healthcare-associated infections (HAI).

This paper will discuss the introduction of governance
in the NHS, describe the key principles of clinical gover-
nance and relate these to infection prevention and
control.

Background
The NHS was established in 1948 to provide comprehensive
healthcare for all citizens based on need, not the ability to pay. Its
principal aim was to ensure the highest level of physical and men-
tal health within available resources by promoting health and
preventing ill-health, diagnosing and treating injury and disease
and caring for those with long-term illness and/or disability.

Half a century later, the NHS has become one of the great British

institutions, employing around a million people in England alone and
costing over £50 billion a year to run (rising to £69 billion by 2005).

One week in the life of the NHS in England illustrates this ‘busy’
organisation (see Table 1) (NHS, 2002).

The NHS has undergone gradual reshaping since its creation, but
its implementation was driven by a monolithic bureaucracy, so
change was slow and ineffective, resulting in a gradual deteriora-
tion in standards. Consequently, during the last decade
government instituted radical changes in the way health care was
managed and delivered and these resulted in striking cultural shifts
within the service.

The internal market
The introduction of the ‘internal market’ by the Conservative gov-
ernment in 1990 saw the creation of a new model for managing the
NHS, which identified ‘purchasers,’ such as health authorities and
some fundholding general practitioners, ‘providers,’ such as acute
care hospitals, community health services, and ‘consumers’ of
health care. Providers were grouped into NHS Trusts, which
became independent organisations needing to compete with each
other (Department of Health, 1989).

It was hoped that the introduction of competition would stimu-
late a cost-effective rise in input and quality of service, force
clinicians to recognise the cost of their activities and instil a culture
of business principles within the service.

However, although raising the awareness of the costs of health
care, this radical reorganisation created duplication of services, was
deeply unpopular with NHS staff and confusing to patients. The
publication by the government of the Citizen’s Charter (Cabinet
Office, 1991) and the Patient’s Charter (DH, 1992) increased
patients’ awareness of their rights to certain standards of care —
expectations that were difficult for many NHS Trusts to meet
within budget (McSherry and Pearce, 2002). This led to dissatis-
faction with the NHS and frequent recourse to litigation.

Subsequently, performance league tables were published and
patients’ dissatisfaction and complaints accelerated. Thus, by the
mid-1990s, there seemed a general feeling that the NHS was a fail-
ing organisation.

Most recently, this was fuelled by high-profile media reports of
poor clinical practice (NHS Executive South East, 2000; Bristol
Royal Infirmary, 2001) and dramatic cases of criminal acts within
the service (Chief Medical Officer for England, 2001) causing many
to lose confidence in the ability of the NHS to provide safe and
competent care.
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■ 11..44  mmiilllliioonn  ppeeooppllee  wwiillll  rreecceeiivvee  hheellpp  iinn  tthheeiirr  hhoommee  ffrroomm
tthhee  NNHHSS

■ 770000,,000000  ppeeooppllee  wwiillll  vviissiitt  aa  NNHHSS  ddeennttiisstt  ffoorr  aa  cchheecckk--uupp
■ NNHHSS  ccoommmmuunniittyy  nnuurrsseess  wwiillll  mmaakkee  mmoorree  tthhaann  770000,,000000

vviissiittss
■ NNHHSS  cchhiirrooppooddiissttss  wwiillll  iinnssppeecctt  oovveerr  115500,,000000  ppaaiirrss  ooff  ffeeeett
■ OOvveerr  1100,,000000  bbaabbiieess  wwiillll  bbee  ddeelliivveerreedd  bbyy  tthhee  NNHHSS
■ NNHHSS  aammbbuullaanncceess  wwiillll  mmaakkee  oovveerr  5500,,000000  eemmeerrggeennccyy

jjoouurrnneeyyss
■ PPhhaarrmmaacciissttss  wwiillll  ddiissppeennssee  aapppprrooxxiimmaatteellyy  88..55  mmiilllliioonn

iitteemmss  oonn  NNHHSS  pprreessccrriippttiioonnss
■ NNHHSS  ccoommmmuunniittyy  nnuurrsseess  wwiillll  rreecceeiivvee  aarroouunndd  2255,,000000

ccaallllss  ffrroomm  ppeeooppllee  sseeeekkiinngg  mmeeddiiccaall  aaddvviiccee
■ NNHHSS  ssuurrggeeoonnss  wwiillll  ppeerrffoorrmm  aarroouunndd  11,,220000  hhiipp

ooppeerraattiioonnss,,  33,,000000  hheeaarrtt  ooppeerraattiioonnss  aanndd  11,,005500  kkiiddnneeyy
ooppeerraattiioonnss..

Table 1: A week in the life of the NHS in England
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Corporate governance
In 1994 the government’s response was to introduce corporate
governance, a system of financial and risk management based on a
code of conduct that incorporates the principles of accountability,
probity and openness (DH, 1994). Corporate governance is intend-
ed to minimise risk and promote value-for-money, ensuring that
public funds are not wasted. Corporate governance has continued
to evolve in the NHS, especially with the introduction of controls
assurance (NHS Executive, 1999).

Controls assurance
Controls assurance is a system for providing evidence to the pub-
lic and other stakeholders that Trust boards are managing risk
properly and effectively (see Table 2) (Emslie, 2001). Clearly, risk
management is central to the provision of a quality infection pre-
vention and control service, and this aspect of corporate
governance is further discussed below.

Modernising the NHS
With the election of the new Labour government in 1997, a ‘new
model for a new century’ for managing the NHS was introduced
(DH, 1997). The internal market was abolished and, in place of
competition, the government promoted a collaborative approach
based on partnership and driven by performance.

Doctors and nurses were empowered to play a major role in
reshaping the service to ensure that clinical excellence would be
guaranteed to all patients. Quality was to be the driving force for
decision-making at every level. Equally important was the govern-
ment’s commitment to rebuild confidence in the NHS as a public
service, accountable to patients, open to and shaped by their
views.

Clinical governance
As NHS Trusts continued to refine the management of non-clinical
aspects of health care (corporate governance), another aspect of
governance was introduced to facilitate the achievement of the qual-
ity improvements in clinical care that were essential to modernising
the NHS — clinical governance (see Table 3) (DH, 1997; DH, 1998).

Clinical governance is about ensuring that systems are in place to
facilitate quality improvements in all clinical areas and at all levels
of healthcare provision. The key components of clinical gover-
nance consist of a series of quality attributes firmly rooted in the
foundations of an organisational culture working toward continu-
ous quality enhancement and the forging of a meaningful
partnership between patients and their healthcare providers (see
Figure 1) (Elcoat, 2000a).

Infection prevention and control
in the context of governance
To understand its relevance and utility to infection prevention and

control, each of the key components of clinical governance depict-
ed in Figure 1 will be related to instances of quality improvements
or examples of where the skills of infection prevention and control
practitioners (IPCP) can be further developed.

The pillars of clinical governance:
Clinical effectiveness
Clinical effectiveness is about ensuring that specific clinical inter-
ventions do what they are intended to do, that is, to maintain and
improve health and secure the greatest possible health gain from
the available resources (NHS, 1996).

One of the key principles for increasing clinical effectiveness is to
ensure that clinical care and the delivery of services is based on the
best available evidence of effectiveness. Thus, IPCP need to be
skilled in searching for, and critically appraising evidence to sup-
port their clinical decisions. This requires several other subsidiary
skills in, for example, information technology (IT) with a basic
understanding of research methods and statistics. This ability to
critically evaluate evidence is a core requirement of specialist prac-
titioners and many IPCP may require support to develop these
skills.

One example of a continuing nurse-led multidisciplinary initiative
to promote clinical effectiveness through evidence-based practice is
the ‘epic’ initiative. Commissioned by the Department of Health for
England (DH) and the National Institute for Clinical Excellence
(NICE), ‘epic’ is developing a series of national evidence-based
guidelines for preventing HAI (Pratt et al, 2001; Pellowe et al, 2002).

Clinical audit and surveillance can be used to monitor clinical
effectiveness. Audit of general infection control practices has been
shown to be an effective tool in monitoring standards and influ-
encing change (Millward et al, 1993).

Risk management effectiveness
Because modern healthcare systems are complex, mistakes due to
organisational, technological or human error will occur. The con-
cept of risk management (see Figure 2) has always been a key
feature of proactive infection prevention and control strategies, as
failing to control such risks can have disastrous consequences for
healthcare organisations, practitioners and patients

The ongoing cycle of risk management (see Figure 2) involves
continual evaluation to identify potential risks and assess the
methods that are in place to control these. Effective reporting of
adverse events, error and ‘near misses’ is essential to the ongoing
identification of risk and developing risk management responses.

The reality of the risk
Patients are at significant risk of acquiring infections as a result of
healthcare interventions. The prevalence of HAI has hardly declined
in NHS hospitals over the last decade, affecting approximately 9%
of all hospital in-patients (Meers et al, 1981; Emmerson et al, 1996). 

A report by the Public Health Laboratory Service (PHLS) on HAI

‘‘AA  pprroocceessss,,  bbuuiilltt  oonn  bbeesstt  ggoovveerrnnaannccee  pprraaccttiiccee,,  bbyy  wwhhiicchh
NNHHSS  oorrggaanniissaattiioonnss  ddeemmoonnssttrraattee  tthhaatt  tthheeyy  aarree  ddooiinngg  tthheeiirr
rreeaassoonnaabbllee  bbeesstt  ttoo  mmaannaaggee  tthheemmsseellvveess  ssoo  aass  ttoo  mmeeeett  tthheeiirr
oobbjjeeccttiivveess,,  aanndd  pprrootteecctt  ppaattiieennttss,,  ssttaaffff,,  vviissiittoorrss,,  aanndd  ootthheerr
ssttaakkeehhoollddeerrss  aaggaaiinnsstt  rriisskkss  ooff  aallll  kkiinnddss..’’  ((EEmmsslliiee,,  22000011))

Table 2: Controls assurance

AA  ffrraammeewwoorrkk  tthhrroouugghh  wwhhiicchh  NNHHSS  oorrggaanniissaattiioonnss  aarree
aaccccoouunnttaabbllee  ffoorr  ccoonnttiinnuuoouussllyy  iimmpprroovviinngg  tthhee  qquuaalliittyy  ooff
tthheeiirr  sseerrvviicceess  aanndd  ssaaffeegguuaarrddiinngg  hhiigghh  ssttaannddaarrddss  ooff  ccaarree  bbyy
ccrreeaattiinngg  aann  eennvviirroonnmmeenntt  iinn  wwhhiicchh  eexxcceelllleennccee  iinn  cclliinniiccaall
ccaarree  wwiillll  fflloouurriisshh..

Table 3: Clinical governance
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Figure 1: The components of clinical governance (Elcoat, 2000a)

.
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(Plowman et al, 1999) suggested that it may be costing the NHS
in England £1 billion a year, with potential avoidable costs of
approximately £150 million annually. HAI may be responsible for
5,000 deaths per year, and although not all are avoidable, it is
estimated that 15% to 30% of HAI are preventable (House of
Commons Committee of Public Accounts, 2000).

An organisation with a memory
The NHS is striving to become ‘an organisation with a memory’,
effectively and consistently using risk management processes to
learn from failures and from ‘near miss’ events.

The DH has identified the key elements that need to be incorpo-
rated into risk management processes (see Table 4) (DH, 2000a).
Perhaps the most important is moving away from a ‘blame culture’
and developing an atmosphere where the system, as much as indi-
vidual practice, is examined when failure occurs — not asking
‘who is wrong?’, but rather ‘what is wrong?’ (O’Neill, 2000a).

Although accountable for the standard of their own individual
practice, practitioners who make mistakes are often a ‘second vic-
tim,’ experiencing emotional and psychological distress as they
become identified as the cause of the failure, while any inadequa-
cies of the system are ignored (Wu, 2000).

Establishing an open and supportive ‘safety culture’ helps to
ensure accurate reporting by staff of errors and ‘near misses’, so
that lessons can be learned and remedies incorporated into clinical
practice. Organisations that principally focus on blame and pun-
ishment are unlikely to learn from their mistakes, and consequently
are doomed to repeat them (O’Neill, 2000a).

Responses to risk
Each NHS Trust has a Clinical Risk Management Committee and
produces reports to the Trust board on how risk is being managed
across the organisation. Action plans are then agreed, implement-
ed and regularly reviewed as part of each service’s performance
assessment. The occurrence of an HAI is a ‘clinical incident’ and
needs to be recorded and properly investigated.

There are many examples of practical responses to controlling
identified risk. It is well recognised that good hand hygiene is pos-
sibly the most important factor in preventing HAI, yet adherence
to national guideline recommendations is poor (Pittet et al, 2000).

Responding to this risk requires organisations and individual IPCP
to ensure that local up-to-date protocols are available, staff are ade-
quately trained, and protocol recommendations are being
incorporated into routine practice.

Other organisational and environmental factors, such as ensuring
safe staffing levels and the provision of appropriate and well-sited
hand decontamination facilities, are also necessary.

Patient experiences
Understanding and using the patient’s experience of care to
improve quality and reduce risk is central to modernising the NHS
and to effective clinical governance (O’Neill, 2000b).

Patient Advice Liaison Services (PALS) are central to this new
system of patient and public involvement. The participation and
involvement of patients in their care can have a powerful impact
on the quality of that care and patient outcome, including
improvements in quality of life and shortening the period of hos-
pitalisation (Lorig et al, 1999).

Recent studies have demonstrated that when patients were
empowered to ask healthcare staff if they had washed their hands
prior to caring for them, adherence to hand decontamination pro-
tocols, especially by medical staff, increased (McGuckin et al, 2001;
O’Connor, 2002). However, the active involvement of patients in
hand hygiene initiatives may increase anxiety and healthcare staff
need to be sensitive to this. The experience of patients is also essen-
tial when auditing infection prevention services, and mechanisms
need to be in place to capture and learn from complaints and com-
mendations. Finally, representatives from patients’ organisations
need to be involved in the development of infection prevention and
control services and clinical practice guidelines.

Communication effectiveness
The effectiveness of infection prevention and control practice and
the potential of clinical governance to drive quality improvements
largely depends on communication skills, specifically our ability to
first understand others and then to move people from understand-
ing to involvement and commitment. Our recent experience in
disseminating national infection prevention guidelines (Pratt et al,
2001) echoes the series of steps involved in effective communica-
tion suggested by O’Neill (2000c) (see Figure 3):
■ Step 1 focuses on ‘getting awareness’ by giving people informa-

tion. We believe that multi-modal methods are generally more
effective than single-method approaches. Consequently, we
used a variety of methods to disseminate the epic guidelines,
including publication in several peer-reviewed professional jour-
nals, direct communications from the DH to all NHS Trusts,
enclosing and commending the guidelines, simultaneous publi-
cation on the DH website (www.doh.gov.uk/hai), numerous
conference presentations and a variety of educational initiatives.

■ Step 2 (‘getting understanding’) is about listening to practition-
ers, clarifying issues and perceived problems associated with
the need to adapt national guidelines into local protocols. This
requires an understanding that different Trusts and groups of
healthcare staff are at various stages of achievement in their
quest for clinical effectiveness.
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Figure 2: Best Practice for Risk Management (adapted from O’Neill, 2000a). Risk

management is the identification, evaluation and control of potential adverse out-

comes that threaten the delivery of appropriate care to patients.

Figure 3: Increasing involvement

■ UUnniiffiieedd  mmeecchhaanniissmmss  ffoorr  rreeppoorrttiinngg  aanndd  aannaallyyssiiss  wwhheenn
tthhiinnggss  ggoo  wwrroonngg

■ AAnn  ooppeenn  ccuullttuurree,,  iinn  wwhhiicchh  eerrrroorrss  oorr  sseerrvviiccee  ffaaiilluurreess  ccaann
bbee  rreeppoorrtteedd  aanndd  ddiissccuusssseedd

■ MMeecchhaanniissmmss  ffoorr  eennssuurriinngg  tthhaatt,,  wwhheerree  lleessssoonnss  aarree
iiddeennttiiffiieedd,,  tthhee  nneecceessssaarryy  cchhaannggeess  aarree  ppuutt  iinnttoo  pprraaccttiiccee

■ AAnn  aapppprreecciiaattiioonn  ooff  tthhee  vvaalluuee  ooff  tthhee  ssyysstteemm  aapppprrooaacchh  iinn
pprreevveennttiinngg,,  aannaallyyssiinngg  aanndd  lleeaarrnniinngg  ffrroomm  eerrrroorrss..

Table 4: Key elements of an effective
risk management process

.
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■ Step 3 is about ‘getting support’ — amalgamating agendas and
finding common ground with key stakeholders, initially infec-
tion control practitioners then with all frontline practitioners. 

■ Step 4 is all about ‘getting involvement’ by using peoples’ cre-
ativity and energy to identify and neutralise problems
associated with resistance to the changes that guideline imple-
mentation may involve.

■ This generally results in step 5, ‘getting commitment’ to
change — preparing staff for change and then introducing and
monitoring change.

Resource effectiveness
Clinical governance is about quality. Good quality services are
resource-effective, as the waste and failure of poor quality can add
10% to 35% to the costs of health care (Elcoat, 2000b). Adverse
events harming patients cost the NHS £2 billion each year and an
additional £400 million is paid annually in clinical negligence
claims (DH, 2000a).

Quality has been likened to ‘gold in the mines’ (Elcoat 2000b;
Juran, 1964), releasing saved money back into the system. For
example, if HAI cost the NHS in England £1 billion annually
(Plowman et al, 1999) and 15% to 30% of them are potentially pre-
ventable (DH, 2000a), then if we ‘get it right first time and all the
time,’ (Donaldson and Gray, 1998), an extra £150-300 million could
be saved each year. Resource effectiveness is critical and infection
prevention and control services may have more ‘gold in the mines’
then any other department or directorate in every NHS Trust.

Basing infection prevention and control interventions on evi-
dence of efficacy is one avenue toward improved quality. However,
the evidence for many interventions in this field is often weak or
non-existent. Even when good evidence is available, practitioners
remain unaware of it and thus fail to incorporate it into clinically
effective practice. It may not be appropriate for all direct care-givers
to be expected to retrieve and scrutinise evidence for its rigour.
However, specialist practitioners, such as IPCP, are ideally placed to
undertake such activities and act as a resource for others.

Surveillance systems to monitor the pattern of and trends in HAI
are another method of promoting resource effectiveness, provid-
ing that a meaningful feedback approach is used that motivates
clinicians to investigate ‘out of control’ situations and institute
remedial interventions. The use of process variation charts for this
purpose have proved effective (Curran et al, 2001). The Infection
Control Nurses Association (ICNA) is currently preparing a
national study to seek further evidence for this approach.

Finally, national evidence-based guidelines for preventing HAI
(Pratt et al, 2001) and the National Infection Control Manual
recently commissioned by the DH will facilitate greater resource
effectiveness, allowing practitioners to share evidence for best
practice and adapt it into the local clinical environment.

Strategic effectiveness
Strategic effectiveness is concerned with the approach a service or
an organisation takes to the future and the mechanisms they
develop and use to deliver the desired agenda and outcomes
(Elcoat, 2000c).

The government’s strategic plan for the NHS reaffirms the con-
tinuing imperative of clinical governance to help develop a culture
that is patient-focused and where all sections of the NHS will work
across traditional organisational boundaries (DH, 2000b; 2000c).
Because preventing infections is ‘everyone’s business’ and because
micro-organisms don’t acknowledge boundaries, IPCP have a long
history of supporting and working with a disparate number of ser-
vices and organisations to prevent HAI. In doing this, Trusts and
infection prevention and control services have an opportunity to
share and learn from each other and from innovations and best
practice in different sectors and organisations.

Within each Trust, the infection control team (ICT) is responsible
for developing an annual ‘infection control programme’, which

addresses the priorities identified by assessment against the Controls
Assurance Standards for Infection Control (DH, 2001). This pro-
gramme will identify local strategies for infection prevention and
control services and will reflect the strategic direction of the organ-
isation. Once approved by the Trust board, the programme
becomes an essential component of the overall Trust strategy and
will be integrated into the Trust business planning process.

The ICT needs to be involved in and support strategic effective-
ness through a broad range of Trust activities, including (NHS
Estates, 2001):
■ Capital and strategic planning of other services, for example

new build and refurbishment
■ Equipment and medical device purchasing
■ Facilities management contracts.

Learning effectiveness
Clinical governance is about creating a ‘learning organisation’
(Squire, 2001a). Many attributes contribute to the growth of an
effective learning organisation (see Table 5) (Garrat, 2000; Squire,
2001a). All of these are applicable to developing an organisation’s
capacity to learn from success and failure (their own and others)
and to search for and use robust evidence to improve the effec-
tiveness of infection prevention and control services. Clinical
governance incorporates clinical supervision, which is a key strat-
egy for improving quality through staff support and development.

Since ‘infection prevention is everyone’s business,’ each organi-
sation should have a comprehensive, ongoing, multidisciplinary
educational strategy for infection prevention and control in place.
Although a needs assessment will inform this strategy, it should
be flexible to respond rapidly to critical incidents, surveillance and
audit feedback, the availability of new evidence and the emer-
gence of new infection threats, e.g., the emergence and spread of
new antimicrobial resistant micro-organisms.

Making it happen
Clinical governance has elicited much debate between healthcare
professionals — both managers and clinicians. Much of the initial
discussion focused on the advantages/disadvantages of a manag-
er being accountable for the delivery and quality of clinical care
(Miller, 2000). However, the most pressing issue concerns how
clinical governance can be effectively implemented. Although cri-
teria for assessing implementation have been published (NHS in
Scotland, 1998), it is the reality of ‘making it happen’ that occu-
pies healthcare managers and leaders. These are some of the
difficulties facing Trusts:
■ Lack of resources — although the Controls Assurance

Standards are eminently reasonable, Trusts may be unable to
implement them since no extra resources are being provided

■ Concurrent initiatives for the government, e.g. reducing waiting

■ AA  cclleeaarr  vviissiioonn  hheelldd  bbyy  aallll  ssttaaffff
■ AAccttiivveellyy  lleeaarrnniinngg  ffrroomm  ppaattiieennttss  aanndd  uusseerrss
■ AA  ddeevveellooppmmeennttaall  ccuullttuurree  tthhaatt  eemmppoowweerrss  iinnddiivviidduuaallss  ttoo

cchhaalllleennggee  ttrraaddiittiioonn  aanndd  aasskk  ddiiffffiiccuulltt  qquueessttiioonnss  aanndd
wwhhiicchh  ssuuppppoorrttss  ssttaaffff  ttoo  aacccceepptt  nneeww  pprraaccttiicceess

■ EEnnaabblliinngg  ssttaaffff  ttoo  ttrryy  nneeww  tthhiinnggss  aanndd  iinntteeggrraattee  tthheemm
iinnttoo  nneeww  wwaayyss  ooff  wwoorrkkiinngg

■ EEnnggaaggiinngg  ssttaaffff  iinn  ddeecciissiioonn--mmaakkiinngg  pprroocceesssseess
■ CCaarriinngg  ffoorr  ssttaaffff  aanndd  vviieewwiinngg  tthheemm  aass  aasssseettss
■ SShhaarriinngg  ggoooodd  pprraaccttiiccee  iinn  iinntteerrddiisscciipplliinnaarryy  ffoorruummss
■ EEnnccoouurraaggiinngg  ccrroossss--ffeerrttiilliissaattiioonn  bbeettwweeeenn  ddiisscciipplliinneess

aanndd  aaggeenncciieess..

Table 5: Attributes that contribute to the developing
of a ‘learning organisation’

.
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lists, may deflect staff/resources away from clinical governance
■ Trust/service reorganisations and mergers compete for

time/resources, for example new Primary Care Trusts have so
much to organise and consider that clinical governance relat-
ed to infection prevention and control may ‘fall off the agenda’

■ The availability of skilled leaders and implementers — Trusts
are facing difficulties appointing applicants for new posts in
clinical governance, especially in areas such as risk manage-
ment that have not traditionally formed part of the NHS

■ Lack of experience — have Trust boards got the skills and
experience to deliver on clinical governance? Although indi-
viduals may be experienced in components of clinical
governance, strategies to disseminate their expertise and
knowledge are needed. For example, IPCPs may be experienced
in risk assessment, but find it problematic to implement it in
practice, as ward staff find the concept new and confusing.

The above provide only a sample of the potential difficulties
involved in implementing clinical governance. It is clear that both
time and an evolving and developing culture will be required. The
pillars of clinical governance need to be developed alongside
organisational structures that focus toward a change in culture
and improvements in quality across the whole organisation.

The foundation stones of clinical governance
Systems awareness
Clinical governance needs to be developed and deployed within
the context of complex organisations, each having different struc-
tures, relationships, values, beliefs, targets and management styles.
Systems awareness concerns staff understanding how the many
parts of their unique organisation can function as a whole to bring
about quality improvements. ‘Systems thinking’ identifies organi-
sational problems and obstacles to quality improvements and
encourages creative responses to these issues (O’Neill, 2001a).

IPCP are familiar with ‘whole systems thinking’, as this has
always been an essential component of their role, but they and
the entire healthcare team will need opportunities to further devel-
op their skills in this area. Systems thinking can be facilitated
through in-house management staff development programmes,
staff focus groups, organisational communications (staff newslet-
ters, intranet facilities) and ‘problems and suggestion boxes.’

As each of the components of clinical governance develop, they
have a knock-on effect on other sections of the organisation. Systems
thinking is critical to coordinating developments and taking advan-
tage of growing strengths in different sectors of the organisation.

Teamwork
Well-led teams are central to clinical governance (O’Neil, 2001b).
Knowing how to build, lead and support multidisciplinary teams

is fundamental for ensuring a proactive and cohesive ICT.
Patients need to be involved appropriately in such teams —

reviewing services, defining quality and planning quality improve-
ments (O’Neil, 2001b). Effective team working requires good
communication, clear team mission and goals, honesty, trust, oppor-
tunities for feedback/sharing of problems and matching the
individual skills/experiences of team members to the tasks (O’Neil,
2001b).

Communication
Communication is central to good practice. Patients need to be
given the right information in an understandable way, so that they
can make informed choices and truly become equal partners in
their care. 

Communication among colleagues needs to be equally skilled,
so that interdisciplinary care can be safely planned and imple-
mented (O’Neill, 2001c). Communication needs to be
multidirectional — up, down and across organisational structures.
Relevant information, such as surveillance and audit data, new
evidence, guidelines and protocols, needs to be communicated
promptly and clearly to those that need it.

Ownership
Encouraging a sense of ownership is a fundamental building block
in the success of clinical governance (Squire, 2001b). Developing
and using all of the areas explored in this paper — communica-
tion, teamwork, patient experiences, risk management — all of
these can be used to develop a bottom-up approach to changing
organisation culture. Changing to a culture where staff and
patients are valued and believe they are valued, in developing,
planning, implementing and monitoring the sustainable changes
needed to create that ‘culture where excellence will flourish.’

The changes in clinical practice needed to reduce infection risks
often seem straightforward, for example staff decontaminating
their hands after each episode of care.

However, in reality, achieving this is difficult. Bottom-up solu-
tions, where staff and users drive and consequently own the
strategy for change, may be the most effective means to bring about
changes in practice. However, ownership needs to be worked at. It
requires skills, awareness, training and inspired leadership.

Leadership
Successful clinical governance is dependent on creative leader-
ship (O’Neill, 2001d). The NHS Plan (DH, 2000b; DH, 2000c)
sets out the strategy for action, but national ideals, standards and
strategies need to be translated into everyday practices at all lev-
els of the service. Leaders need vision, humility and the ability to
‘think out of their boxes.’ ICT need to be well-led and self- and
peer reflection can enable an appraisal of current leadership effec-
tiveness and develop a strategy to continue to strengthen it.

Summary
This paper has explored the evolution of governance within the
NHS, identifying how corporate governance and controls assur-
ance set the scene for the introduction of governance focused on
clinical services.

Each aspect of governance is intertwined and intended to work in
synergy (see Figure 4) (McSherry and Pearce, 2002). The harmon-
isation of these into ‘healthcare governance’ is now driving the risk
reduction and quality enhancement agenda within the NHS.

Governance is creating the framework for profoundly increasing
the quality of NHS services, not least of all infection prevention
and control services. Although still unfolding, a recent analysis has
concluded that governance is a positive evolutionary process for
infection control services and, ultimately, for the patients they seek
to protect (Robinson, 2002). It has the feel of success attached to
it and governance may present us with the first real opportunity in
decades to dent the never-ending risk to patients of HAI.Figure 4: Healthcare governance 

.
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