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Key messages /
e Being a doctor involves the a n of a moral principle that commands the doctor
to place the needs of patie ore his or her own convenience or interests.
e The principal aims of al governance are to improve the quality and the

accountability of health care.
e C(linical governanc@:ludes identifying and responding to poor practice.

e There is a need eate a supportive culture with good teamwork underpinned by
clinical audi
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INTRODUCTION

The principal aims of clinical governance are to improve the quality and the accountability of
health care. Every general practitioner (GP) needs to understand the principles underpinning
clinical governance and use them in their professional practice.l2

Rationale for this curriculum statement

GPs and their practice staff do not operate in isolation but are integral parts of a network of
healthcare organisations and subject to quite complex accountability arrangements. In recent
years primary care organisations (PCOs) have developed local systems to improve the ity of
care provided to patients and there continues to be a need for an improved culture. Th@uires
effective clinical leadership, teamwork and clinical audit.

Clinical governance also includes identifying and responding to poor practi is important
that GPs do not unwittingly condone poor practice3 as in addition to the @s deleterious
effect on patient care these doctors could themselves be subject to an inq d investigation.
Responding to concerns now assumes additional significance in light of o provisions of the
new General Medical Services (GMS) contract.* Firstly patients % ow registered with a
practice> as opposed to a named GP. This brings with it the iss orate responsibility and
the potential liability for the performance of a practice as a u %condly, under the new GMS
contract there is now a requirement to have a named practi%x@i for clinical governance.¢ This
role is a difficult one. Many GPs feels unprepared for require additional training and
support, particularly in dealing with performance i 10 is important that they recognise the
responsibility that comes with the role. i

The recent Fifth Report of the Shipman Inquiry’? clearly establishes the principle of
accountability of doctors (and their organisati ngc?) the patients” interest and it is essential that
this ethos is inculcated in the new GP cu \%um. Put simply this states that: ‘Being a doctor
involves adoption of a moral principle tl@o mands the doctor to place the needs of patients
before his or her own convenience terests.’”® The UK’s General Medical Council (GMC)
expresses this principle in the Duti a Doctor: “you must make the care of your patient your
first concern’.?

UK health priorities q

Clinical governance i @ssential component of the NHS quality system introduced in 1997 as a

result of the Dep nt of Health’s white paper A First Class Service, which placed a new duty of

quality on all he rganisations in the UK. It is potentially a powerful mechanism for ensuring

that high st ds of clinical care are maintained throughout the country and that the quality of

the NHS’S@ ices is continuously improved. It is essentially an organisational concept, which
ined as:10

has b@

& amework through which NHS organisations are accountable for continuously improving the
quality of their services and safeguarding high standards of care by creating an environment in
which excellence in clinical care will flourish.”

The NHS quality system can be broadly described as consisting of:
e systems of national standard setting principally by the National Institute for Health
and Clinical Excellence (NICE)!! in England and Wales
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e systems of inspection and monitoring through the Healthcare Commission!2
e Jocal systems of implementation called clinical governance.

Other important components of the NHS quality systems now operating through clinical
governance include the NHS appraisal framework,!® clinical audit, the National Clinical
Assessment Service that offers a service for supporting primary care organisations dealing with
underperformance, the Quality and Outcomes Framework (QOF) of the new GMS contract and
the concept of patient safety.14 Clinical governance also has an important role in the development
and implementation of revalidation.

Clinical governance is, of course, applicable in all four of the UK countries. For example, a
Short-Life Working Group on underperformance among general medical practitioners, and the similar
group that looked in parallel at doctors and dentists in training, was set up at the request .of the
Minister for Health and Community Care in Scotland. This led to the publication of thei inal
work Prevention Better than Cure — ensuring safer patients and better doctors, report of short life working
group on identifying and preventing under performance amongst general medical pmctiti, in July

2001.15

NHS Quality Improvement Scotland (NHS QIS) was established as a Spec@%alth Board by
the Scottish Executive in 2003, in order to act as the lead organisation in i ng the quality of
health care delivered by NHSScotland. By “improve’, they explain that ﬁeam improving the
experiences of patients and the outcomes of their treatment while in the care of NHSScotland.
They aim to achieve these goals through analysis of scientific e @, by listening to the needs
and preferences of patients and carers, as well as the exper%s of healthcare professionals.
They state that “The purpose of clinical governance is to ;g] sure that patients receive the
highest quality of care possible, putting each patient at the centre of their care. This is achieved
by ensuring that those providing services work in an environment that supports them and which
places safety and quality of care at the top of the org ion’s agenda.’
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LEARNING OUTCOMES

The following learning objectives relate specifically to clinical governance; the full range of
generic competences is described in the core RCGP curriculum statement 1, Being a General
Practitioner.

Primary care management

All GPs should be actively involved in clinical governance. General practice training programmes
should provide an environment where specialty registrars (GP) acquire the knowledge and skills
required in this essential area of practice. They should also demonstrate appropriate atti\;gto
clinical governance to their educational supervisors and GP trainers. Q

The GP should be able to: @
e Describe the elements of clinical governance: O
quality improvement (including clinical audit) Q
leadership @

evidence-based practice &@K

dissemination of good practice, ideas and innovati

Clinical Risk Reduction KQ

detection of adverse events

addressing poor clinical performance

O O 0O O 0O O O O o

learning lessons from complaints s\o&
s

professional development progra
o high-quality data and record kﬁng

e Describe the relationship be n  clinical governance, continuing professional
development, appraisal and r tion

e Describe the key aspects S quality improvement systems, at national and local
levels

%dical Council’s Good Medical Practice and the RCGP’s Good
| Practitioners

e  Describe the Gener
Medical Practice fo

e  Describe the

nd standards that apply to GPs and primary care - professional,

regulator egal and other [e.g. local] standards, clinical and professional conduct

e Describ inition of clinical guidelines, their development, knowing how to assess
the qu of a clinical guideline, kite-marking, differences between a CG and a
pr , the method for development in the UK

nstrate a working knowledge of performance indicators, their uses and abuses

. @scribe the system of underperformance, methods of diagnosis and management, and
&& local procedures
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e  Describe when it is appropriate to raise concerns and how to access local complaints
systems - to know what action to take when a colleague gives cause for concern,
whether a fellow doctor in primary or secondary care or other healthcare professional,
and the support available

e Describe the accountability of a GP
e Describe how the performance of a GP and a practice might be defined and assessed

e Describe the requirements for a practice-level clinical governance lead and their key
relationships internally and externally.

Person-centred care

Patients, their families and carers have an important role in the holistic judgement of thex ity
of health care; their views are therefore essential for the development of high-quality health care.
Patients should be encouraged to be actively involved in planning their care n the
development of services at practice level and beyond. There are many well-defined techniques
for gaining the views of patients and engaging them individually and in grou}é)

The GP should be able to: Q
e Describe techniques for ascertaining the views of patients; e.g:” quantitative methods

including surveys or qualitative interview techniques i @1 focus groups
e Discuss the benefits of involving lay people in the i ement of health services and

setting up patient fora and groups

e Demonstrate that they share the decision—m%ing process with patients in their
consultations

e Describe the benefits of allowing patients aéc%es to their records
e Describe the benefits of engaging patiepk{ in the care of others, e.g. the Expert Patient

Programme
e Describe the NHS complaint stems and optimal methods for learning from
complaints and dealing with patients.

Specific problem-solving,s}(i&
All GPs should be familiar w%ssential components of clinical governance.

~N

The GP should be a
e Conduct.a clinical audit
. Condquigniﬁcant event audit
e D trate skills in giving colleagues feedback about critical incidents
. lop and organise practice information systems about performance

&K cate information about standards, clinical guidelines, critical appraisal and databases
(]

Appraise critically data about performance indicators (e.g. prescribing, referrals, chronic
disease management) their determinants and variation

e Describe the variation in GP and practice performance and the determinants of this

e Undertake a change management project in introducing a clinical development or
guideline

e Conduct a PDSA cycle (plan-do-study-act).

A comprehensive approach

Clinical governance provides a framework for drawing together the different strands of quality
improvement.
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The GP should be able to:

¢ Demonstrate an evidence-based approach to the care of patients (more details of the
competences required may be found in curriculum statement 3.5, Evidence-Based Practice).

Community orientation

GPs have a responsibility for the community in which they work that extends beyond the
consultation with an individual patient. The work of family doctors is determined by the makeup
of the community and therefore they must understand the potentials and limitations of the
community in which they work, and its character in terms of socioeconomic and health feat&.

The GP should be able to: Q\

® Demonstrate how to involve patients and carers in their care, in decision—m@g and in

quality improvement processes
¢ Describe why they should involve patients from a wide spread O&grounds that
reflect the population that they serve

® Describe the problems resulting from inequalities in healt prov1510n and how
involvement of patients will assist in planning services to a sS the inequalities
e Describe the importance of practice- and commumty nformation in the quality

assurance of each doctor’s practice.

A holistic approach

The awareness of the positive benefits of involving tients in their care and in the systems of
healthcare provision and quality improvement chime well with the work of Kemper who
describes holism as fundamentally involving+'caring for the whole person in the context of the

person’s values, their family beliefs, t mily system, and their culture in the larger
community, and considering a range apies based on the evidence of their benefits and
cost’.16 Or, as Pietroni puts it, holismi ves a ‘willingness to use a wide range of interventions

. an emphasis on a more parti ory relationship between doctor and patient; and an

awareness of the impact of the “@th“ of the practitioner on the patient’.1”

The GP should be able
¢ Describe the t of holism and its implications for the patient’s care
n appreciation of patients’ experiences, beliefs, values and expectations,

¢ Demonstr
and the v of engaging patients in the management of their illness and conditions.

Contey&ﬁ) aspects

tanding the context of doctors themselves and the environment in which they work,
mg their working conditions, community, culture, financial and regulatory frameworks,
the GP should be able to:

e Describe the impact of the local community, including socioeconomic factors, geography
and culture, on the workplace and patient care

* Describe the impact of overall workload on the care given to the individual patient, and
the facilities (e.g. staff, equipment) available to deliver that care

* Describe the financial and legal frameworks in which health care is given at practice level

® Describe the impact of the doctor’s personal housing and working environment on the
care that he or she provides.

10
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Attitudinal aspects

Based on the doctor’s professional capabilities, values, feelings and ethics, the GP should be able

to:

Discuss awareness of his or her own capabilities and values

Identify ethical aspects of clinical practice (prevention, diagnostics, therapy, factors that
influence lifestyles)

Discuss awareness of self: an understanding that his or her own attitudes and feelings are
important determinants of how he or she practises

Discuss, justify and clarify personal ethics

Describe the interaction of work and the doctor’s own private life, and striving fo@d

balance between them. Q

Scientific aspects

By adopting a critical and research-based approach to practice and maintainir& through
continuing learning and quality improvement, the GP should be able to:

Describe the general principles, methods and concepts of scienti@arch, and the
fundamentals of statistics (incidence, prevalence, predicted Vaiﬁe, ¢) and quality

assurance science G&l

Discuss the scientific backgrounds of pathology; symp nd diagnosis; therapy and
prognosis; epidemiology; decision theory; theories aquhe forming of hypotheses and
problem-solving; and preventative health care

Access, read and assess medical literature criti

Develop and maintain continuing learning a‘& ality improvement.

2
O

11
RCGP Curriculum Statement 3.1 Clinical Governance v1.1, issued Feb09



FURTHER READING

Examples of relevant texts and resources

Baker R, Lakhani M, Fraser R, Cheater F. A model for clinical governance in primary care
groups BMJ 1999; 318: 779-83

Birch K, Field S, Scrivens S. Quality in General Practice Oxford: Radcliffe Medical Press,
2000

Campbell SM and Sweeney GM. The role of clinical governance as a strategy for quali
improvement in primary care Br | Gen Pract Quality Supplement, October 2000; S
CGST and NAtPaCT. The Strategic Leadership of Clinical Governance in PCTs - a
resource for the members of PCT Boards and PECs (2nd edn Executive Summary), 2
Chambers R, Wakely G, Field S, Ellis S. Appraisal for the Apprehensive — a for doctors
Oxford: Radcliffe Medical Press, 2003

Clinical Governance Development Programme Team'’s Publication@lg CGDP to
Implement Improvements to Mental Health Services London: CGD

4

Conlon M. Appraisal: the catalyst of personal development 003; 327: 389-91

Cullen R, Nicholls S, Halligan A. NHS Support Team: re g a service - discovering
the unwritten rules British Journal of Clinical Goveman§ ; 5(4): 233-9
Cullen R, Nicholls S, Halligan A. Measurement to ﬁm nstrate success British Journal of

Clinical Governance 2001; 6(4): 273-8
Donaldson L and Halligan A. Implementing@ﬂ governance: turning vision into
reality BMJ 2001; 322: 1413-17
Gerada C and Cullen R. Clinical governance leads: roles and responsibilities Quality in
Primary Care 2004; 12(1): 13-18
Gerada C and Limber C. Gener itioners with special interests: implications for clinical
governance Quality in Prima 003; 11: 47-52
Greco M, Powell R, Joliffe J, eney K, Wyatt K. Evaluation of a clinical governance
training programme for @xeeutive directors of the NHS organisations Quality in Primary
Care 2004; 12(2): 119-
Halligan A. The i entation of clinical governance Health Director Mar/ Apr 2003: 14-15
Halligan A a holls S. How the National Clinical Governance Support Team plans to
support t lopment of clinical governance in the workplace (editorial) Journal of
Clinical Governance 1999; 7: 155-7
Hal and Nicholls S. Learning clinical governance as you go Health Care Risk Report
2000; 6(2): 4
igan A and Wall D. Take steps to improve your quality of care Hospital Doctor2003;

6-7
Houghton G and Wall D. Twelve tips about teaching on clinical governance Medical
Teaching 2000; 22(2): 145-53
Irvine D and Irvine S. The Practice of Quality Oxford: Radcliffe Medical Press, 1996

National Audit Office. Improving Quality and Safety: progress in implementing clinical
governance in primary care: lessons for the new primary care trusts London: National Audit
Oftice, 2007

Nicholls S, Cullen R, Halligan A. Clinical governance ... after the review - what next?
Agreement and implementation British Journal of Clinical Governance 2001; 6(2): 129-35

Nicholls S, Cullen R, O’Neill S, Halligan A. NHS support team - clinical governance: its
origins and its foundations British Journal of Clinical Governance 2000; 5(3): 172-8
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* Royal College of General Practitioners. Clinical Governance: clinical advice for primary care in
England and Wales London: RCGP, 1999

¢ Sang B and O'Neill S. Patient involvement in clinical governance British Journal of Health
Care Management 2001; 7: 278-81

¢ Scally G and Donaldson LJ. Clinical governance and the drive for quality improvement in
the new NHS in England BM] 1998; 317: 61-5

e Squire S, Wall D, Halligan A. Involving patients and the public in clinical governance: a
practical approach. Clinical Governance Bulletin December 2002; 3(4): 5-6

e Sweeney G, Ellis A, Powell R. Making an impact: exploring delegates” perceptions of the

Clinical Governance Development Programme Clinical Governance: An International
Journal 2003; 8(3): 262-70

e Sweeney G, Sweeney K, Greco M, Stead ]. Developing Clinical Governance in Prima Xar
the experience of primary care clinical governance leads. Briefing paper. Exeter an@

Devon: NHS Research and Development Support Unit (RDSU), 2001

* Sweeney G, Sweeney K, Greco M, Stead ]. Moving clinical governance fo@rd: capturing
the experiences of primary care group leads Clinical Governance Bulleti ril 2001; 2(1):
6-7

¢ Sweeney G, Sweeney K, Greco M, Stead J. Implementing clinic @ernance within
primary care Journal of Clinical Excellence 2002; 4: 108-10 {

happening on the ground Clinical Governance Bulletin 02 3(1): 10-12

e Sweeney G, Sweeney K, Greco M, Stead J. Primary care cl governance what's
e Sweeney G, Sweeney K, Greco M, Stead ]. Softly, ’gfﬂg the way forward7 A qualitative

study of the first year of implementing clinical nance in primary care Primary Health
Care Research and Development 2002; 3: 53-64

e Van Zwanenberg T and Harrison J (eds). (?Tomorrow Oxford: Radcliffe Medical Press,
1998

® Van Zwanenberg T and Harrison ] TQ% Clinical Governance in Primary Care Oxford:
Radcliffe Medical Press, 1999

e Wall D. Clinical Governance t eam: patients as a virtue Clinical Governance: An
International Journal 2004; 9(1

e Wall D, Conlon C, Cul Halhgan A. Learning by doing: training general practitioners to
be appraisers Brltl [ of Clinical Governance 2002; 7(4): 294-8

Web resources

NHS Clinical Governance Support Team

A valuable resource that supports the implementation of clinical governance - they offer practical
support t %H’their development programmes, information about clinical governance, lessons
from d%tﬂﬂent work across the country and a place to find answers to clinical governance

HS Clinical Governance Support Team was established in September 1999 to support
the implementation of clinical governance across the NHS. They are a multidisciplinary team,
with members drawn from every corner of the NHS, including primary care, nursing,
communications, management, acute medicine, clinicians and education.

Their aim is to support the delivery of high-quality patient-centred health care that is
accountable, systematic and sustainable. They offer support to make this clinical governance
happen ‘on the ground’ in a variety of ways: by providing direct support through our
development programmes; by providing information about the experiences from local
development work; and by providing a forum for discussion.

www.cgsupport.nhs.uk/
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The NHS Quality Improvement Scotland

NHS Quality Improvement Scotland (NHS QIS) was established as a Special Health Board by the
Scottish Executive in 2003, in order to act as the lead organisation in improving the quality of
health care delivered by NHSScotland. By ‘improve’, they mean the improvement of the
experiences of patients and the outcomes of their treatment while in the care of NHSScotland.
They work to achieve these goals through an analysis of scientific evidence, by listening to the
needs and preferences of patients and carers, as well as the experiences of healthcare
professionals.

www.nhshealthquality.org

National Eleetrenie—Library for Health and i ie—Fi Public Health
Specialist Library %
The aim of the National Eleetronie-Library for Health (NeLH) is to provide clinicians cess

to the best current know-how and knowledge to support health care-related decish@ atients,
carers and the public are also welcome to use the site, because the NeLH is open“to all. The
ultimate aim is for the Library to be a resource for the widest range of peopl directly and
indirectly. &)

The main priority for the NeLH is to help the NHS achieve its objec 'v@—[owever, it is also
aimed at those healthcare professionals who are working in the priv @ctor, where common
standards should apply. For example, the National Screening m@tee is not only an NHS
advisory committee, but also its mission is to promote the healti% whole population and its
recommendations are relevant to the private sector. Part o ontent of the NeLH such as
Clinical Evidence and Cochrane Library is licensed from commercial providers.

There are two other groups of health and care professionals whose needs will also be met by
the NeLH - those working in public health and in soci re. The i ie i
Public Health Specialist Library is intended for all public health professionals, many of whom
work in local government. It has been developed Wthe Health Development Agency.

— - www.library.nhs.uk

www-phelgevuk/ www library.nhs.uk/ mealth /

Royal College of General Practitio@q Association with the University of Dundee

The Postgraduate Certificate in Medical Education for General Practice is one of a linked series of
courses in medical education istance learning course is available for members of the Royal
College of General Practiti ishing to enhance their teaching skills in the context of health
professions” education. the modules, which can be used on its own, involves clinical

governance - Quality andards in General Practice. It is an excellent introduction to the subject
and is ideal for p@(are medical educators.

www.dundee.ac. eded/frames/courses/3_Cert_GPs.html

RCGP Scotla

RCGP and has worked with NHS Education for Scotland (NES), formerly the Scottish
C nﬂ or Postgraduate Medical and Dental Education (SCPMDE), the Scottish General
l&ﬁoners’ Committee (SGPC) and the Scottish Executive Health Department (SEHD) to jointly
develop a paper outlining the proposed mechanisms for an annual appraisal scheme for general
practitioners in Scotland. The GP Appraisal Handbook is for reference throughout all the stages of
the appraisal process.

RCGP Scotland is also ahead of the rest of the UK in developing documents to support
revalidation. In Scotland, it is a clearly stated aim of the appraisal scheme for doctors working in
general practice to support practitioners in their preparation for revalidation. Revalidation is a
process whereby doctors will be required on a regular basis to demonstrate that they continue to
be fit to practise medicine, as decided by the General Medical Council.

14
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In consultation with the GMC, RCGP Scotland, SGPC and NES have produced a Revalidation
Folder Handbook and Toolkit in order to facilitate the production of evidence for all doctors
working in general practice in Scotland.
www.rcgp.org.uk/PDF/Scott_Revalidation_Booklet.pdf
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PROMOTING LEARNING ABOUT CLINICAL
GOVERNANCE

Work-based learning - in primary care

It is important that the specialty registrar (GP) gains a good understanding of clinical governance
in primary care before completing training. Primary care both inside and outside the practice is
the ideal environment to learn about the principles and to engage in their application.

All specialty registrars should complete a clinical audit cycle relating to patients\ ir
training practice and actively contribute to the practices’ significant event audit meeti hey
should take the opportunity to attend their local primary care organisation to ith the
clinical governance lead to discuss the production of clinical governance reports and the local
organisation of clinical governance processes. @

Attending a meeting of the PCO’s clinical governance committee, apprai g*?raining meeting
or a PCO Board Meeting would be ideal opportunities to see the esses working and
understand the format of clinical governance reports. @

"\
; - @
ork-based learning - in secondary care e

In hospital practice, many of the opportunities exist for e a&ment in the secondary care clinical
governance systems. Each trust or organisation has Iginical governance lead and system.
Learning about the differences between primary Qcondary care will help the specialty
registrar gain a broader understanding of the L}?nc les and practice of clinical governance.

There should be opportunities to undertake clinical audits and critical event analysis with

hospital colleagues. *

Non-work-based learning

Case-based learning is an ideal metISoJ of learning about clinical governance. Examples of cases
are available on the w l:@ of the NHS Clinical Governance Support Team
(www.cgsupport.nhs.uk). @

For a simple introduct eaching and learning about clinical governance read “Twelve tips

on teaching about clini overnance’, published in Medical Teacher in March 2000.18
Specialty regist ould also have access to courses on clinical governance provided locally
as part of local training programme activities or by postgraduate deaneries working with their

Primary Ca anisations.
The U& of Dundee run a distance learning Masters Degree on Medical Education for
Genera ice in association with the RCGP. One of the modules involves clinical governance -
li& d Standards in General Practice. It is an excellent introduction to the subject and is ideal
%&primary care medical educators?® (www.dundee.ac.uk/meded/frames/courses/
3_Cert_GPs.html).

Learning with other healthcare professionals

Many opportunities exist in primary care to discuss clinical governance with nurses, allied health
professionals and managers, all of whom should be engaged in the practice’s education and
clinical governance programmes.

16
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