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Executive Summary   
 

Healthcare is in a crisis that is fuelling dramatic reform in the UK while the 

framework of health care delivery is shifting rapidly across the NHS. The 

systems that will thrive will focus on cost efficiency, quality of care, innovative 

health care delivery and sustained clinician engagement.  

HQIP commissions a vast range of high quality data that should be used to 

influence clinical activity. In May 2012, HQIP asked J Bara Innovations to 

consider and research a fundamental issue faced by HQIP as it undertook its 

role in managing clinical audits: how to engage clinicians and clinical 

teams to learn from evidence, be accountable, and to act to improve 

quality as a result. The goal of this work is to explore how those who lead 

data collection programmes can deliver their findings in such as way as to drive 

action, to lead and promote change. It is about how HQIP can improve the way 

it channels feedback and learning in order to encourage local clinicians to act on 

the information. 

The brief also raised a number of other matters, in essence relating to the 

primary goal of HQIP being not just simply to gather data, but more the wider 

issue of how clinical care in the NHS should be improved as a result. This was 

outlined in the brief: 

• HQIP commissions a vast range of very high quality data that should be 

used to influence clinical activity – both of individual clinicians, but also, 

more commonly, their wider clinical team or unit. 

• However, far too often, the results are not used. Clinicians do not act on 

findings. Why? 

• The purpose of the work is to explore how those who lead data collection 

programmes can deliver their findings in such a way as to drive action, to 

lead and promote change. Its about how they can improve the way they 
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channel feedback and learning in the best way to lead to local clinicians 

acting.  

• Our purpose is not to gather data on how to improve for the sake of it; we 

are concerned with improving clinical care. Commissioning a good study is 

not enough; we have to see action happening as a consequence. 

 
The brief also came as HQIP was preparing to bid for the next round of funding 

by the Department of Health tender for the provision of clinical audit services. 

While that tender was won by HQIP earlier this month, the issues raised in our 

work remain – and are now able to be better addressed more fully by HQIP with 

the certainty of five years of funding now in hand.  

 

Given the nature of the clinical audit uptake issue, it became clear that while 

there were matters relating to HQIP’s way of operating real progress was 

dependent on factors beyond HQIP itself. Because of that we focussed our work 

on gaining detailed feedback and comment on the issues from leaders within 

HQIP’s critical networks as well as across the NHS. This was preceded by direct 

contact and preliminary discussions with a number of key figures in the UK, 

including the HQIP Board chair and other board members, the HQIP Advisory 

group, and key NHS leaders. 

 

This report examines the work of HQIP during the period of funding from 

August to November 2012. The project evaluation was completed for the first 

stage and represents a significant step towards the development of a Board-

endorsed and supported recalibration of HQIP, its goals and strategy, its 

positioning, performance, governance and relationships with its stakeholder 

network. A narrative analysis of interviews conducted with more than 58 

stakeholders from across the system provided a baseline understanding of the 

issues and conflicts within the system.  

 

The 58 interviews covered a wide range of issues including the nature and 
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culture of the NHS and HQIP, partnerships, teams, professional identity and 

sub-cultures, systems integration, quality improvement and the effectiveness of 

HQIP. Beyond the HQIP Board, Staff, Advisory Group we interviewed national 

audit leads, CEOs and Medical Directors of Trusts, Academic researchers and 

quality improvement specialists, and others including College, GMC 

representatives, and consumers. 

 

We added to the interview perspectives from the extensive desk research that 

included a global and UK best practice scan of quality improvement around 

clinical audit, review of HQIP provided databases, and direct contact with key 

figures relevant to the HQIP project. We met with key HQIP staff and with CEO 

Robin Burgess extensively.  Brainstorming and strategy meetings were held in 

London and Sydney from which hypotheses were drafted and developed into a 

discussion guide used for the interviews.  

 

The participant interviews were central to the evaluations and verbatim quotes 

have been employed throughout this Report. The interviews were formally 

analysed using ‘narrative analysis’ to digest the views and perspectives of 

HQIP’s key stakeholders.  

 

The issues internal to HQIP were seen as crucial blocks to meaningful 

transformation around implementation of audit information by clinicians and 

include: 

1. HQIP capabilities, profile, Board governance, leadership and 
strategy  

The success of HQIP will be determined by its effective governance and 

independence. For the purpose of this report the quotes relate directly to HQIP 

and its current state of progress. The quotes represent a brief snapshot into the 

types of issues and perceptions that circulate within the narratives of the 

different professional sub-cultures of the NHS and other HQIP stakeholders. 

While some may argue that the feedback does not reflect the realities of HQIP 
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and its operation, for the stakeholders their perceptions are the reality for them. 

And it is on those perceptions that attitudes are formed which directly impact 

on HQIP’s ability to deliver on its core vision.  

 

It became clear too in our work that there are both internal and external matters 

that fundamentally influence, and in many ways constrain, the context within 

which HQIP needs to operate.  

 

There is widespread concern among the HQIP network of stakeholders that the 

Department ties HQIP’s hands and that this leads to an inability to be critical 

when needed and to low staff morale. Certainly, the reliance on the Department 

for funding meant that HQIP’s governance and executive have a challenging 

remit with relatively thin resources that make it difficult to attract and retain 

good talent.  

 

Clinical audit leads – the people on whom HQIP depends to deliver audits on 

the ground – often see HQIP as micro managers more interested in judgement 

than in improvement, not providing sufficient funding or support for them as 

leads. A fundamental issue is that HQIP does not (yet) have a Medical Director 

in place. The clinical leads see HQIP as focused on data collection rather than 

on the higher order goal of improving patient care, and implementation care 

changes. 

 

This failure to push implementation was a recurring theme in the feedback from 

a range of HQIP’s stakeholders. Academic researchers and Quality 

Improvement specialists did not see HQIP as being at the centre of the clinical 

audit/ QI push. Rather HQIP was seen as a fringe player not truly engaged in or 

leading change in the NHS.  

 

HQIP has, to this point, not regularly engaged with the CEOs or Medical 

Directors of Trusts on the issue of implementing clinical audit and QI. This is 
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key failing and must be part of any re-focus for HQIP’s success. A number of 

these operational leaders see HQIP as not adding value to their business 

operations and lacking the understanding of their needs and issues. Yet, these 

people are those best positioned to deliver operational change on the ground 

within Trusts.  

 

HQIP partners – among them the Royal Colleges – believe that without more 

clinical leadership HQIP cannot be effective in its role and that this had reduced 

its role to that of a functionary. They would prefer that HQIP did more to set 

agendas around clinical audit and implementation, patient outcomes and 

transparency.  Some believe that they can do audit better, and that they could 

engage clinicians more effectively, if they were more focussed on transparency 

than HQIP can possibly be given the constraints placed on it by the Department 

of Health. Essentially, there is a lack of trust in the capacity of HQIP to deliver 

an independent assessment of clinician’s work. This was compounded by 

concerns expressed about the need for improved Board governance.  

 

2. Clinician engagement and support for improving their practice 

As seen form the ground level view, most of the national audits have the 

potential to produce quite useful information for change, but the feedback is 

often delayed and selective. Understanding the psycho-dynamics of what 

motivates clinicians and keeps them involved is key for HQIP’s mission.  It is 

clear that HQIP has endeavoured to engage clinicians but many are simply not 

open to participating; some are committed to using audit to improve patient 

care, most are defensive and worry about compliance and revalidation aspects. 

Clinicians are often in silos and many appear to lack understanding or are naïve 

about audit usage.  Often HQIP’s clinical leads are the flag-wavers for audit 

within clinical specialities – but these have told us that they could be better 

supported.  
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Academics are among the most critical, pointing to a lack of focus and rigour 

within HQIP on developing implementation plans as part of the audit process; 

and that led to questions about the commitment of HQIP to the wider agenda of 

Quality Improvement.  Some say that HQIP can only achieve its goals by 

working more in partnership at a local level and with scholarly academics, while 

others accuse HQIP of not applying sufficient rigour in the audit process itself.  

Growing evidence suggest that the present mandatory audit requirements for 

trainees lead to little learning and have an opposite effect of engendering 

negative feelings towards the audit process by trainees. All juniors take part I 

audit, but usually this involves retrospective collection of incomplete data, with 

baseline data presented just before they rotate to other posts. Little is learned 

either by the junior of the department, and little changes. HQIP should consider 

working more closely with the GMC, Royal Colleges and Academy, who have 

already identified more creative and meaningful ways to make audit 

requirements by trainees an educating and fulfilling experience. 

3. Stakeholder management, including patients and consumer, and 

more effective communication 

While there was much positive feedback from within the Board/Advisory Group 

that HQIP was doing what it could with limited resources within the constraints 

of the DH and the wider NHS, others were not so forgiving.  Clinical leads said 

that communication of audit with clinicians was variable, hit and miss; they 

would appreciate more assistance in communication management when their 

audit results are released. In general, HQIP had a low profile with clinicians and 

the website while dense with information was not used for QI.  

Academics said that HQIP simply wasn't known among the clinicians in the 

NHS and needed a more effective communication and engagement strategy. 

Our results support this perception.  The wider view across HQIP’s stakeholders 

was that HQIP needed to better engage those who can help implement its work 

based around audit findings. Carrying out audits, even when done exceptionally 

well, was simply insufficient to achieve real change. Stakeholders spoke often 
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about ‘the implementation gap’ and the role that HQIP could and should play in 

filling that.  

4. HQIP expertise in applying audit information and promoting 

quality improvement 

While the Board and other members of the HQIP ‘family’ blamed a lack of 

funding and resources on the shortfalls above, the clinical leads saw that while 

HQIP understood the technical process of audit, it did not demonstrate that it 

understood how it could be used and implemented for improvement. This is felt 

to be driven by the DH mindset and is a key barriers for clinician engagement. 

Academics suggested that HQIP needed to partner more with recognised 

experts in data management, audit and quality improvement. They saw external 

political pressure for more and more audits as leading to a lack of rigour and 

wasted resources; and that present Board governance lacked clarity.  

CEOs suggested that the best way forward for HQIP was to actively work with 

them and their Medical Directors, guided by experts in implementation and 

improvement sciences to develop ways of better using clinical data as a 

management tool to drive performance indicators.  

5. Implementation of audit information 

There was recognition that while HQIP may want to be more involved in the use 

of audit in quality improvement, this was limited by the centralised control of 

the DH to use it for judgement—this is a fundamental contradiction to be 

addressed; others complained that as HQIP did not appear to know how to use 

the audit information in implementation, data that was collected had rarely 

influenced change in practice.  

All of the key players around clinical audit – HQIP itself and DH among them – 

needed to focus more on implementation tools and mechanisms to drive change 

given the audit data. At the same time, HQIP needed to work with CEOs and 

Medical Directors or there would be no implementation within Trusts.  
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However at an external level, the HQIP network of stakeholders laid much 

blame on the culture of the DH and the NHS.  

The external factors to HQIP are related to: 

1.  The complexity of the NHS culture and support for HQIP and 

audit 

While it was expected that there would be criticism of the NHS, almost all of the 

58 people interviewed were highly critical of the DH – especially its culture of 

centralisation and control. At the root of the problem, shown by the history of 

its formation and the source of the funding, is that HQIP is not seen to be 

independent of Government and the DH, and therefore not listened to or even 

taken seriously. The DH was seen as insisting that HQIP focus on audit for 

judgement and not the wider agenda of QI, and that HQIP’s profile had 

deliberately been kept low – in effect a master-servant relationship.  

Examination of the funding structure of HQIP shows that ~70% of the funding 

is from the Department of Health and responders may be expressing their 

concern that an organisation that is producing data analyses, some of which 

could be seen as reflecting on the effectiveness or otherwise of Departmental 

policy, should be, and seen to be, independent of the Department of Health. 

Clinical leads were cynical about the real prospects of change given the 

dominance of the DH in the audit and QI process where there is a fear of 

speaking up around audit results. This lack of psychological safety was 

crippling. Academic researchers spoke at length about what they see as an NHS 

culture at the macro level that supports vested interests, is highly centralised, 

rigid and politicised and unaccountable. Whereas all improvement work 

happens at the microsystems level. The NHS lack of commitment to 

transparency impacts on HQIP and its reputation, role and profile.  
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2. Impact of NHS culture on HQIP culture and approach  

The culture that HQIP must support must be a culture of safety and of quality; a 

culture of openness and of accountability; a culture of public service; a culture 

in which collaborative teamwork is prized; and a culture of flexibility in which 

innovation can flourish in response to patients’ needs.  

Among HQIP’s network, some saw an inherent conflict created for HQIP by the 

DH/NHS culture; some commented on HQIP’s lack of autonomy, leading to the 

conclusion that HQIP had in effect been set up to fail; that it could not deliver 

on its wider goal of helping to achieve improvement in clinical care. Finally, it 

must do more than just count events, but make system-wide efforts to 

understand why and how adverse care continues to recur. 

Exacerbating this is the DH/NHS culture of secrecy and selective transparency 

and compartmentalisation of information. The lack of implementation plans 

and too little sharing of knowledge regarding audit management compound 

this.  

There was a strong undercurrent within some groups and individuals that HQIP 

is not perceived to be independent; that it has been captured by the DH/NHS 

politics and culture; that it was at risk of being seen simply as an arm of the DH 

which is not trusted and could affect the level of access to data. Finally, there 

was criticism that HQIP is not sufficiently committed to transparency of 

information as part of its core vision when events and the reality of politics and 

policy change are pushing in that direction.    

3. Insufficient knowledge, investment and genuine commitment by 

DH/NHS and HQIP to using clinical audit data to trigger real change 

HQIP needs reinvigorated and transformative leadership. This theme was 

played back to our group – a lack of resources for HQIP to truly take leadership 

of the audit/ QI issue; that HQIP is not engaged with key players at high levels 
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of DH/ NHS and politics; that the HQIP strategy is unclear and dated, putting 

into question its remit and vision.  

Some referred to a lack of ability or willingness of HQIP to break down these 

blockages by partnering with external groups and individuals; that HQIP 

doesn't partner well, doesn't publish patient outcomes and findings, and 

appears disinterested in translating what the audit data means; that it is locked 

into the mechanics of audit. 

The division of the key emerging issues into external and internal issues is 

arguably an artificial one and in fact there is a great overlap among these 

themes. We therefore choose in the report to combine them into six major 

themes as highlighted in the main body of the report and table 1 of key findings.  

Support for a new role for HQIP, audit, and transparency 

Despite the criticism across a range of issues, one clear theme emerged that 

should provide an opportunity for HQIP. It needs to re-define and reshape its 

role into one of an independent leader in audit as in integral part of QI, a 

genuine catalyst for change among NHS clinicians and patients. This will 

support the ultimate goal of improvement in outcomes for patients and across 

the NHS.  

Based on our analysis of the 58 interviews and our experience with quality 

improvement and clinical engagement, we have framed a series of 

recommendations to help achieve this through a more pro-active, engaging 

approach.  Our strong advice is that if these recommendations are embraced by 

HQIP, its Board and staff. this would represent a fundamental and positive shift 

in both its impact on QI and its reputation beyond clinical audit.  

The recommendations will require detailed work involving the Executive and 

the Board prioritising and working through what implementation really means. 

It would also drive real change through better implementation of clinical audit 

by engaging not solely clinicians but also the people who can support and drive 
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QI and achieve improved patient outcomes—managers, patients, and the 

communities in which care is delivered.  
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Key Recommendations 
 
In making our recommendations our guiding principles were: 
 
• The complexity of the DH/NHS as an organisation must be recognised. 
 
• Patients must be at the centre of the NHS, and thus the patient’s perspective 

must be included in all HQIP policies, planning and delivery of services. 
 
• The quality of healthcare must include all aspects of care: clinical and non-

clinical. 
 
• Patients’ safety must be the foundation of HQIP audit and quality services. 
 
• Systems of care, and facilities, as well as individuals, affect the quality of 

healthcare. 
 
• Learning from error, rather than seeking someone to blame, must be the 

priority of HQIP in order to improve safety and quality. 
 

• Openness and transparency are as crucial to the development of trust 
between healthcare professional and patient, as they are to the trust between 
the HQIP and the public.&

 

Sixteen recommended strategies in two key action groups are identified to build 

on HQIP’s success having just been awarded the 2012 Department of Health 

tender for clinical audit services. These trust-building efforts across system 

boundaries require devising a coherent, achievable quality improvement 

program of action research, to improve the quality and safety of health and 

social care across the NHS. 
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Recommendations  Group I– HQIP Strategy, Governance, Culture  

Recommendation 1: The Board and Executive should review and redefine 

the HQIP vision, its strategic goals, priorities, projects and Board governance to 

achieve an independent leadership position for HQIP on quality improvement 

and enhanced health outcomes for patients.  

Recommendation 2: The Board and Executive need to focus HQIP on being 

recognised for the adoption of quality information in health and social care, 

clinical audit for QI – collaborating, facilitating relationships, running events, 

campaigning for the right balance of topics/volume/participation/practical 

reporting of audits. 

Recommendation 3: The Board of HQIP, as a matter of priority should use 

all available resources of the Board, sponsors and supporters to negotiate a 

mutually beneficial relationship with the Department of Health to allow HQIP 

to undertake a clear and unambiguous leadership role in advancing QI in line 

with its long stated core aim of ‘Promoting QI of Clinical care through data led 

processes’. How this data is analysed, framed and presented is essential. We 

recommend this to be facilitated by an external commission given too much 

mediation involved between troubled stakeholders. 

Recommendation 4: The Board and Executive need to build - and in some 

cases re-build - trusted relationships with key stakeholders including 

commissioners to achieve higher levels of engagement, more effective use of 

clinical audit, and implementation of QI in health outcomes  – especially with 

Medical Directors and CEOs of hospital Trusts, as they are responsible for 

operationalising the system.  

Recommendation 5: Hire a Medical director (at least 0.5 FTE) to spearhead 

partnerships with Colleges, Academy and Trust Medical Directors, mentor 

clinical audit leads, and support integration of local approaches. 
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Recommendation 6: The Board and Executive need to re-build the HQIP 

culture to refresh the organisation and by building robust partnerships linking it 

to professional bodies (including but not limited to the Royal College, Academy, 

GMC, etc.) make it capable of delivering this leadership role and position in QI 

for health outcomes.  

Recommendation 7: Identify, consolidate and celebrate the successes and 

challenges of HQIP with the entire HQIP family—Board, Staff, Advisory Group 

and the National Clinical Audit Leads, by building internal recognition and 

loyalty to identify barriers, and widen HQIP reach and impact. 

Recommendation 8: The HQIP Board and Executive should build on 

present efforts should work more closely with the GMC, Royal Colleges 

and Academy, to identify more creative and meaningful ways to make 

audit requirements by trainees an educating and fulfilling experience.  

The work done by Deaneries especially South West and London is a 

good model to inform effort forward. 

 

Recommendations Group II – HQIP Processes, Transparency, Brand   

Recommendation 9: Continue and strengthen a culture of real transparency 

within HQIP in relation to clinical audit outcomes for patient groups—this must 

be the key goal of HQIP.  It must work with clinical and community groups such 

as Dr. Foster and others to widen public debate and discussion in relation to QI 

in health outcomes.  

Recommendation 10: Enhance and expand current patient involvement and 

empowerment with the NCA’s and via engagement with CCGs and ensure active 

participation of patients and patient advocacy groups on the HQIP board. 

The principles which should inform future HQIP policy about involving the 

public and patients in HQIP should include: 

 
• The involvement of patients and the public must be embedded in the 
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structures of the HQIP and permeate all aspects. 
• Healthcare professionals must be partners in the process of involving the 

public. 
• There must be honesty about the scope of the public’s involvement, since 

some decisions cannot be made by the public. 
• There must be transparency and openness in the procedures for involving 

the public and patients. 
• The public should be represented by a wide range of individuals and groups 

and not by particular ‘patients’ groups’. 

• The mechanisms for involvement should be evaluated for their effectiveness. 
 

Recommendation 11: Find, support and measure clinical and non-clinical 

drivers (both at macro and meso levels) for clinical audit and QI– essential for 

robust methodology, implementation and learning while moving from quality to 

value (at the micro level) as measured by clinician engagement, informed 

patients, and wide and transparent use of data.  

 

Recommendation 12: The Board and Executive should build the HQIP brand 

and reputation using grass-roots dissemination of information around 

providing a value-adding role in clinical audit and QI rather than being 

primarily focussed on audit process management and policing. This will require 

a major cultural shift, facilitated by external commission. 

 

Recommendation 13: Develop an aggressive and bold communications 

strategy to enhance HQIP trust, reputation, best practices dissemination and 

leadership across the NHS; messaging needs to be clear, succinct and targeted 

using innovative, graphical as well as communication methods to convey the 

audit data (including stories, useful information, summaries).  

 

Recommendation 14: Build robust and strong linkages between local and 

national audits, and report back to Board on regular basis to increase 

interdependency, learning and understanding of key stakeholders. 
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Recommendation 15: Identify variation drivers while working and funding 

improvement efforts with grassroot groups. Lead on clinical audit and partner 

on continuous QI demonstration projects with relevant partners – such as in 

Wales, the UK military, Shelford Group members, National Hip Fracture 

Database, and the Vascular Society (Carotid audit).  

 

Recommendation 16: Consider elevating HQIPs credibility and impact by 

working with national research funders such as MRC, NIHR and with academic 

units, research units, European and other international quality and audit 

agencies, to support scholarly action research in which robust use of audit 

stimulates quality improvement cycle of change, review and evaluation by front-

line clinicians, managers and other service providers leading to service redesign 

of specific national priority topics. 
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Definitions 

 

Clinical Audit A process that has been defined as "a quality 

improvement process that seeks to improve patient 

care and outcomes through systematic review of care 

against explicit criteria and the implementation of 

change". 

Patient Safety A system approach to minimizing harm affecting 

patients, clinicians and management extending the 

idea of 'clinical risk management' 

Quality Cycle This is a repeated cycle, often expressed graphically 

of quality improvement, and often abbreviated as 

Plan, Do, Study (Check), Act (PDSA or PDCA). 

Quality Improvement “QI” is part of a quality system focusing on 

continually increasing the effectiveness and 

efficiency. Clinical quality improvement is an 

interdisciplinary process designed to raise the 

standards of health delivery.  

Clinical Microsystem “The small, functional front-line unit that provides 

healthcare.”  The microsystem includes the people 

who work together, the defined setting in which they 

work, the individuals who receive the care, the 

processes and activities needed to accomplish the 

work, and the information and information 

technology that supports the work.  

Community of Practice     A Community of Practice is a collaborative strategy 

for change designed to bring teams together in a 



Actions and Not Words 

%
JBara%Innovations%–%2012% Page%21%
 

process of continual, reflexive system redesign.  It 

brings together people who share the common 

purpose of addressing common problems in a 

process of mutual learning and knowledge 

development.  

Evaluation The systematic examination of a policy, program or 

project aimed at assessing its merit, value, worth, 

relevance or contribution 
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“The success of organizations depends on their ability to design 

themselves as social learning systems.”    Etienne Wegner 

Introduction 

Stakeholder landscape for HQIP  

The NHS is by its very nature large and complex. It is continually evolving, with 

a wide range of both internal and external bodies and individuals influencing its 

development. Many of these groups play some role in the planning and delivery 

of Quality Improvement.  For HQIP to achieve a more tangible and valuable role 

in QI in the NHS, it needs to develop a new approach to the content and 

strategy of its engagement with its key stakeholders. This will be predicated on a 

good understanding of the stakeholder landscape, focusing on how quality 

improvement is driven and influenced, by whom and how the key individuals 

and organisations perceive the role of both audit and HQIP. 

The make-up and structure of the NHS is in a state of flux as the reforms set out 

in 2011 start to take shape. This makes for an added layer of complexity, in the 

sense that many NHS organisations are either changing or disappearing, and 

many senior individuals are either moving roles or uncertain of where they will 

be in six months time. A consequence of this and the very scale of the NHS, is a 

degree of confusion about which organisations are the key players in QI, what 

their roles are and how they interact both now and in future. And even if the 

reality is clear, perceptions and levels of understanding among clinicians and 

executives vary considerably. 

This situation presents a good opportunity for HQIP to build a stronger 

platform for the use of clinical audit and to develop its role in QI over the 

coming months and years, helping to bring both coalition and better use of 

evidence to the delivery of QI. This requires as clear an understanding as 

possible of the stakeholder landscape in which it exists. The following section 

describes this across three interrelated dimensions, each critical to HQIP’s 

future plans: 



Actions and Not Words 

%
JBara%Innovations%–%2012% Page%23%
 

1. NHS commissioning bodies 

2. Quality improvement organisations 

3. Individual NHS Trusts. 

I. NHS commissioning 

 

The Government’s Health and Social Care Act sets out a new commissioning 

framework for the NHS, devolving the responsibility for commissioning the 

majority of services to local Clinical Commissioning Groups (CCGs), which will 

be clinically led. These would be overseen and held to account by a new NHS 

Commissioning Board (NHS CB) that is independent of Central Government. 

This will be fully established by April 2013 when it will take full control. Up 

until then, an interim body, the NHS Commissioning Board Special Health 

Authority, has been set up to prepare for the NHS CB while key planning and 

management for the NHS has remained with DH, Strategic Health Authorities 

and Primary Care Trusts. 

 

Primary Care services will be commissioned by the NHS CB rather than by 

regionally based PCTs as they are now. A key aim for this is to bring a more 

consistent approach to services across the country, and plays to the value of 

clinical audit in underpinning a more uniform, evidence-based approach.  

 

The CCGs will commission the bulk of secondary and emergency care services 

for their local population, including much of what is provided in hospitals, by 

the ambulance service etc. (Ref 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/

documents/digitalasset/dh_134569.pdf). The NHS CB will retain responsibility 

for commissioning more specialist services which are often provided on a less 

localised basis. 
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Secondary care is provided by NHS Trusts. In England there are over 150 acute 

trusts that between them manage some 1500 individual hospitals. Many of these 

trusts have moved to Foundation Trust status by which they have greater 

financial and decision making autonomy from the centre. The same model 

applies to mental health, community and ambulance Trusts. All trusts are 

regulated and monitored by the Care Quality Commission to ensure they are 

meeting Government standards, while Foundation Trusts are also regulated by 

Monitor to ensure high standards of governance and financial management. 

II. Quality Improvement  

 

There is a wide range of organisations that are (or are perceived to be) involved 

in quality improvement in healthcare. This is because it is a complex network of 

interrelated entities, with connections to different stakeholder groups whose 

views differ as to what constitutes quality improvement. A key confusing factor 

is the two streams of (i) service improvement (which can include clinical 

elements) and (ii) improvement in clinical practice per se. Since we are aiming 

to build HQIP’s role and profile in QI, it is important that we plan an 

engagement strategy that recognises and takes account of the complexities and 

anomalies in the system. 

 

The principal QI stakeholder organisations are perceived to be as follows: 

 

a) NHS Improvement 

NHS Improvement aims to provide support to Trusts and primary care in 

practical service improvement, across clinical patient pathway redesign in 

cancer, diagnostics, heart, lung and stroke leading to improved patient 

experience and outcomes. It also oversees the QIPP programme (Quality, 

Innovation, Productivity and Prevention) which is a national Department of 

Health strategy for improvement, involving all NHS staff, patients, clinicians 

and the voluntary sector. In April 2013 NHS Improvement will become part of 



Actions and Not Words 

%
JBara%Innovations%–%2012% Page%25%
 

the newly formed Improvement Body, formed of a merger between itself and 

the NHS Institute among others. The name and make-up of the new 

improvement body are not yet finalised. 

 

b) NHS Institute for Innovation and Improvement 

The NHS Institute works closely with organisations across the NHS to support 

staff in their efforts to improve both the quality of patient care and the 

productivity of healthcare services they provide. Much of this to do with systems 

and processes rather than clinical care per se but many people perceive a 

considerable overlap and the Institute is seen as a key driver organisation for 

quality improvement. 

 

c) HQIP 

HQIP was established by the Royal College of Physicians, Royal College of 

Nursing, Academy of Medical Royal Colleges and National Voices. HQIP is best 

known for its role in clinical audit, although it aims to play a growing role in the 

delivery of quality improvement as a result of the audits it is involved in. Its 

primary relationships with healthcare providers is through the individuals who 

are involved with audit – rather than with clinicians more broadly.  

Clinical audit is one of a number of quality control related functions within the 

NHS. But despite the validity and usefulness of the audit information, audits in 

themselves have not been able to help reduce large and unjustified variations, 

continued patient harm, growing disenchantment among clinicians and the 

public, and runaway costs. HQIP is intended to close the evidence-practice gap 

and improve learning about process and outcome failures using clinical audit to 

drive change.   

The core business of HQIP – as defined by HQIP itself  
 
 
Excerpt from the HQIP Draft Business Plan 2012-13 (HQIP website)  
 
The following model and text sets out the key elements of what HQIP does: 
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Core business: Promoting QI (and related clinical governance) of health and 
social care through data led processes - audit, confidential enquiries etc. This is 
expressed through: 

• Commissioning national, regional and local programmes of this type, and 
activity listed below 

• Involving patients/consumers in QI - getting them involved in process 
and management, and as users of QI results 

• Encouraging wide use, through wide access to results, of such processes 
for various purposes - including accreditation, commissioning, patient 
choice, clinician revalidation and accountability, research etc 

• Promoting or running good governance of clinical effectiveness and QI - 
within providers, and at national policy level (through accreditation of 
providers/learning etc) 

• Promoting learning in QI (audit and broader QI and clinical governance) 
• Helping clinicians improve their practice - learning, as above; 

networking; promoting QI as a professional discipline, helping assess the 
effectiveness of clinicians (supervision, appraisal, revalidation etc); 
organising professional associations for groups of professionals; 
providing tools and systems for helping professionals in difficulty to 
improve; supporting professional organisations. 

 



Actions and Not Words 

%
JBara%Innovations%–%2012% Page%27%
 

Clinical audit support divides broadly into three areas: 

• Local audit driven by local clinicians and involving junior doctors as part 

of their training. HQIP provides support, tools and advice to these 

programmes 

• National audits funded centrally through HQIP under NCAPOP 

(National Clinical Audit and Patient Outcomes Programme). 

Participation in these audits is mandatory for Trusts working in these 

areas, comprising 31 current audits 

(http://www.hqip.org.uk/assets/National-Team-Uploads/2012-

NCAPOP-programme-list-2012-13-updated-13-Aug.pdf) 

• National audits specified for inclusion in trusts’ annual Quality Accounts. 

These number around 70 audits, including the 31 NCAPOP audits 

(https://docs.google.com/a/atkinsoncowan.com/spreadsheet/ccc?key=0

Ar_I1hBHe1mMdDlveC11cDllX1hRMk9aRUpUX3ZKV0E#gid=0). While 

they are not strictly speaking mandatory, since Trusts have to report on 

their performance in these areas, they are effectively bound to take part.   

d) Public involvement through empowerment 

The public are entitled to expect that means exist for them to become 

involved in the planning, organisation and delivery of healthcare. A patient-

centred HQIP strategy service is one that is designed and planned to address 

the needs of the particular sectors of the public it exists to serve. Strategic 

planning at national level, and decisions at local level must involve the 

public.  

 

Patient groups are the most accessible route to engaging with patients 

directly on issues such as quality. They range from large, influential and well 

known groups through to much smaller, often issue-specific groups. Both 

categories are potentially valuable, since they could operate across QI 

initiatives in the round, or in support of individual audit recommendations 

relating to particular disease areas, for example. 
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Other stakeholder groups with interests in QI 

 

There are a number of other bodies with an interest in QI and who are 

potentially influential in its delivery and therefore of importance to HQIP in 

building its engagement strategy: 

• Royal Colleges – as well as being sponsors/owners of HQIP, the Royal 

Colleges play a key role in QI in that an important driver for delivery is 

through professional peer groups, for which the colleges are ideally placed 

• Specialist clinical groups such as the British Orthopaedic Association, 

Vascular Society etc. 

• King’s Fund – an arms length body which undertakes research and policy 

work including in relation to QI. It aims to help shape policy, transform 

services and bring about behaviour change.  

• The Health Foundation - an independent charity working to improve the 

quality of healthcare in the UK across a range of dimensions. 

• Academic Health Science Networks – these regional bodies will be 

established in 2013 as a result of the NHS CEO report entitled “Innovation 

Health and Wealth” and will aim to use innovation to improve the quality of 

patient care and patient outcomes. 

• National Institute for Health and Clinical Excellence (NICE) – has a wide 

ranging remit including development of quality standards for patient care as 

well as recommending on reimbursement policy for the NHS 

• Dr Foster – independent assessment, ranking and reporting of hospital 

performance 

• National Advisory Group for Clinical Audit & Enquiries (NAGCAE)  - set up 

to provide policy and strategic advice to the Department of Health on clinical 

audit and national confidential enquiries, to drive the reinvigoration of 

clinical audit, both nationally and locally and to stimulate improvements in 

clinical practice and service delivery. It also advises on topics for new 

national clinical audits, on topics to be discontinued and on the selection of 

tenders for supplying national clinical audits 
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III. NHS Trusts – internal structures relating to QI 

 

NHS Trusts are overseen by a Trust Board made up of a chair, non executive 

directors, a chief executive and executive directors that include medical 

director and director of nursing. The chair is appointed by the secretary of 

state. The chief executive is appointed by the chair. The key directors 

accountable for quality standards relating to patient care and outcomes are 

the CEO, medical director and director of nursing. Generally speaking the 

medical director has overall responsibility for clinical governance which 

includes clinical risk management, clinical audit and delivery of the quality 

accounts. The local clinical audit team will generally reside within a clinical 

governance department, providing support to all audit activity in clinical 

specialities, both local and national. Clinical directors or their equivalent 

head up each specialty from a clinical point of view and represent their 

colleagues in management forums. Individual clinicians are all involved in 

audit to an extent, either by setting up their own local audit initiatives or 

through participation in national audits. Junior doctors have to participate 

in audit activity as part of their training but often move on before the 

conclusion or feedback on their participation – so this leads to poor levels of 

engagement. 
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IV. HQIP stakeholder landscape in summary 

 

 

The culture of the NHS.  The Avedis Donabedian structure - process - outcome 

model provides the fundamental conceptual framework for evaluating the 

culture, innovation in the delivery and organization of health care .and is 

encapsulated in the PDSA cycle of quality improvement (Figure 2).1 

                                                   
1 Donabedian A. Evaluating the quality of medical care. Milbank Quarterly. 1966(44): 166-203. 
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Figure 2: Quality Cycle – The Model for Clinical Quality 

Improvement 

 

Source:  The Model for Improvement, Associates in Process Improvement. 

Management of Clinical Risk and Quality Improvement  

It is widely understood today that the first step toward improving the safety and 

quality of care is addressing the varying mental models held by care providers 

and state agencies.2 ,3 Effective hazard reduction and risk management requires 

a reframing of care from one that is task oriented at the level of the practitioner, 

to a systems based, patient-centred one that looks to the actual relationships 

within the socio-technical microsystems in which care is delivered.4,5   

                                                   
2 Senge, P. et. al. (1994) The Fifth Discipline Fieldbook: Strategies and Tools for Building a 
Learning Organization 
3 Bognar A, Barach P, Johnson J, Duncan R, Woods D, Holl J, Birnbach D, Bacha E. Errors and 
the Burden of Errors: Attitudes, Perceptions and the Culture of Safety in Paediatric Cardiac 
Surgical Teams. Ann Thoracic Surgery. 2008; (4):1374-1381 
4 Mohr J, Batalden P. Integrating approaches to health professional development with 
approaches to improving patient care.  In: McLaughlin C, Kaluzny C A, editors. Continuous 
quality improvement in healthcare: theory, implementations and applications. 3rd ed. Boston: 
Jones and Bartlett; 2006. P.281-96 
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At the most basic, this involves a re-conceptualization of the patient from the 

passive object of medical intervention to an active ‘consumer’ or ‘user’ of health 

services who co-produces and “owns” their own health. 6,7 Healthcare services 

are currently too fragmented for effective application of this patient centred 

model of quality improvement.  This is due in no small part to the worldwide 

trend in hyper-specialization, an ongoing impediment to more team based, 

collaborative ways of thinking about the patient/service user.8,9  

Two strategies identified by J Bara to address this fragmentation and drive 

transformational quality improvement are:  

• Approach quality improvement as a system problem, not solvable at the level 

of the individual alone; and,  

• Adapt the community of practice model towards improving care.   

These innovative ways of thinking are explored further in the next section. 

Quality Improvement as a Systemic Problem  

A systems perspective powerfully enables the alignment of interests in the 

redesign of trauma and rehabilitation care.  It encourages the cross-disciplinary 

collaboration and problem solving that builds organisational resilience, reduces 

risk and promotes improved patient outcomes.10  The CoP model provides the 

                                                                                                                                                     
5 Barach P, Johnson J. Understanding the complexity of redesigning care around the clinical 
microsystem. Qual Saf Health Care. 2006; 15 Suppl 1:i10-i16 
6 Wagner EH, Austin BT, Davis C, Hindmarsh M, Schaefer J, Bonomi A. Improving Chronic 
Illness Care: Translating Evidence into Action. Health Affairs. 2001; 20(6):64-78 
7 Wagner EH, Glasgow RE, Davis C Quality improvement in chronic illness care: a collaborative 
approach. Jt Comm J Qual Improv. 2001; 27(2) 63-80 
8 Baker D, Battles J, King H, Salas E, Barach P. The Role of Teamwork in the Professional 
Education of Physicians: Current Status and Assessment Recommendations. Jt Comm J Qual & 
Saf. 2005: 31(4):185-202 
9 Barach, P. and Johnson, J. "Teams, Teamwork, and Team Training in Health Care: Building 
and Assessing High Performance Teams." Ottawa Conference on Medical Education. New York, 
NY. May 22, 2006 
10 Hollangel E, Woods DD, Leveson NG, editors. Resilience Engineering: Concepts and 
Precepts. 2006: 238-256. Aldershot, England: Ashgate 
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capability to coordinate cross system engagement and create an integrated body 

of research stretching from pre-hospital care to long-term rehabilitation.11   

The risks and hazards of health care are known to frequently be the result of 

systems design rather than poor performance by individual providers.12 

Preventable errors occur in health care because of the interaction between 

“latent” organizational system failures and “active” errors by frontline actors, 

possibly in ignoring or responding inappropriately to those system failures.13   

Multiple latent conditions, or “organizational pathogens”, may be designed into 

the processes and structures of care thereby increasing the likelihood/risk of 

failure/error at the patient-provider interface, sometimes because of unforeseen 

interactions between pathogens.14  Safe, quality care and avoidance of 

compromising “non-routine events” requires a study of the structure and 

process of an ‘arc of work’ so that changes needed to avoid patient harm can be 

developed from a sound evidence base.15  

The implementation and evaluation of changes in structure and process are 

bound together in a recursive learning cycle of continuous quality 

improvement.16  As shown in Figure 3 the Plan-Do-Study-Act (PDSA) model 

builds on the Donabedian framework (Figure 3) and provides clinicians with a 

structured theory-praxis methodology for routinely evaluating performance and 

answering the following questions: 

(a) What are we trying to accomplish?  

(b) Are we achieving what we claim and how effective and efficient are we?   

                                                   
11 Zuiderent-Jerak T, Strating M, Nieboer A, Bal R. Sociological refigurations of patient safety: 
ontologies of improvement and ‘acting with’ quality collaboratives in health care. Social Science 
& Medicine. 2009 Dec; 69(12): 1713-1721 
12 op cit. 28 
13 Perrow C. Normal Accidents: Living with High Risk Technologies. 1984. New York: Basic 
Books Inc.  
14 Reason J. Managing the risks of organisational accidents. 1997. Aldershot: Ashgate 
15 Strauss A, Fagerhaugh S, Suczb, Wiener C. Social Organization of Medical Work. 1997. New 
Brunswick: Transaction Publishers.  
16 Argyris, C. and Schön, D. Organizational learning II: Theory, method and practice. 2006. 
Reading, Mass: Addison Wesley 
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(c) From where we are now, what changes can we make that will result in 

improvement?  

(d) How will we know that we have achieved the change and that it is an 

improvement? 

Figure 3: The PDSA cycle 

 

 

 

 

 

 

 

 

Adapted from: Langley G, Nolan T, and Provost L, (eds.) 2nd Ed. 2009, The 

improvement Guide, Jossey-Bass, San Francisco, CA. 

The PDSA continuous quality improvement cycle is founded on a thorough 

understanding of the process being evaluated, gained by detailed mapping of 

the process of interest, selection of appropriate measurement tools and 

identification of an acceptable range of variance.17   

The PDSA consists of a four stage process:   

1. Plan – What is to be changed, in what way and how is subsequent 

performance to be measured and recorded?  

2. Do – Implement the plan and collect measurement data on process and 

outcome     

                                                   
17 op cit 17 



Actions and Not Words 

%
JBara%Innovations%–%2012% Page%35%
 

3. Study – Analyse the data and amend the plan to address the results of the 

analysis.  Rework the process map to identify new nodes, connections 

and issues. 

4. Act – Implement the amended plan and collect the measurements – 

again…     

Despite the best of efforts to date, implemented changes have not reduced the 

frequency or severity of events that should not happen as part of the process of 

care.18 This lack of progress may be attributable to numerous causes, including a 

lack of research into the role of human factors in trauma care failures19; a poor 

understanding of the complexity of interactions between the technical task, the 

stressful trauma setting, the rigidity of staff hierarchies, and the hurriedness of 

briefing and debriefing20; organizational resistance to change; and rigid 

structural boundaries between disciplines that impede the continuity of care as 

the patient progresses through the system21.   

Building Trust for Organizational Resilience 

The foundation of any successful cross-disciplinary collaboration is the building 

of a culture of trust. Trust building is a slow, staged process dependent on 

people’s willingness to give of their time in the pursuit of collective goals.  

Confidence building requires years of collaborative effort.  With increasing 

interpersonal familiarity comes inter-professional understanding and ultimately 

strong levels of commitment and engagement.22,23,24,25  

                                                   
18 Australian Commission on Safety & Quality in Health Care. Windows into Safety and Quality. 
2008. Sydney: ACQSHC 
19 Barach P, Ahmad A, Galvan C, Bognar A, Duncan R et al. A prospective observational study of 
human factors, adverse events and patient outcomes in surgery for paediatric cardiac disease. J 
Thoracic Cardiovascular Surgery. 2008: 136(6): 1422-1428 
20 Amalberti R, Auroy Y, Berwick D, Barach P. Five Systems Barriers to Achieving Ultrasafe 
Health Care. Annals of Internal Medicine. 2005; May 142(9): 756-764 
21 op cit 40 
22 op cit 3 
23 op cit 10 
24 Braithwaite J, Westbrook J, Ranmuthugala G, Cunningham F, Plumb J, Wiley J et al. The 
development, design, testing, refinement, simulation, and application of an evaluation 



Actions and Not Words 

%
JBara%Innovations%–%2012% Page%36%
 

In the health sector, health professionals, particularly within medicine, are used 

to functioning within specialist ‘silos’. Rarely do they have the time or the 

opportunity to interact with other specialties and health professionals.  

With the advent of the patient advocacy and the quality and safety movements, 

the concept of the ‘patient journey’ across the specialties provides an 

opportunity for health reform at the level of clinical practice and policy.  The 

metaphor of travelling through a system is no more apt than in the experience 

of the patient journey through the NHS.  

The project brought together an extensive network of professionals caring for 

service users as they progress through the system, from the illness through 

emergency pre-hospital retrieval to inpatient interventions such as surgery, 

rehabilitation, long term care, and reintegration into the community.  The goal 

of maximizing the health outcomes and self-efficacy of injured persons, and 

ensuring their safety as they progress through the system, is one that is shared 

by all who have been involved thus far.    

The project was designed to identify existing gaps in the translational process 

and to give policy users a direct understanding relevant to health policy and 

service delivery outcomes. The findings of the HQIP will be applied to facilitate 

knowledge transfer to improve patient care and planning in the NHS.    

At the heart of the dilemma are controlling structural interests that deny the 

legitimacy of an initiative driven by clinicians and funded by agencies from 

outside of the NHS. This perception is in sharp contrast to the findings of the 

Bristol and Francis Inquiries that clinician led initiatives emerging from the 

“bottom up” were essential for any real change in health system performance.26 

                                                                                                                                                     
framework for communities of practice and social-professional networks. BMC Health Services 
Research. 2009; 9: 162  
25 Short A, Jackson W, Nugus P. Expanding clinical research capacity through a community of 
practice (CoPER). Nurse Education in Practice. 2010; 10: 52-56 
26 The British Royal Infirmary Inquiry, see 
http://webarchive.nationalarchives.gov.uk/20090811143745/http://www.bristol-
inquiry.org.uk  
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Developing A Common Purpose  

The NHS care delivery system is costly and lacks service integration with 

virtually little feedback between elements of the system along the patient’s 

journey.  The patient experience is fragmented and isolating, with information 

on outcomes incomplete and with little feedback on the effectiveness of 

interventions.27  The Bristol and Francis Inquiry (interim) Reports found that 

compartmentalization of service delivery hindered the quality and safety of 

patient management and wasted an inordinate amount of resources.  The HQIP 

CoP addresses these challenges head on.  

There is also an opportunity to overcome the traditional animosity between 

practitioners and theoreticians, between ‘praxis and theory’, by bringing the 

clinicians with problems into a partnership with academic researchers able to 

define the problem in a researchable form and devise a structured methodology 

of investigation.   

 

 

 

                                                   
27 Robert Francis Inquiry report into Mid-Staffordshire NHS Foundation Trust, ISBN 978-0-10-
296439-4 
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Methods  
The project began as a ‘Virtual team’ project with management & 

communication tools to provide seamless working between London and Sydney. 

We blended quality Improvement, management, communication & stakeholder 

relations expertise. We spent first month doing extensive desk research that 

included a global and UK best practice scan of quality improvement around 

clinical audit, review of HQIP provided databases, and direct contact with key 

figures relevant to HQIP project. We met several times with key HQIP staff and 

had 4 meetings with CEO Robin Burgess. We continued with information 

gathering through face-to-face meetings, interviews, team sessions, 

brainstorming and strategy workshops in London and Sydney. Finally we 

drafted hypotheses and developed a discussion guide that was used for the 

interviews.  

Narrative Analysis 

Social scientists studying the spheres of politics and organizational life have 

drawn on the theoretical study of narrative to gain insight into how beliefs and 

attitudes are formed, circulated and ultimately assume the status of truth. As 

‘stories’ about occupational life are agreed upon and circulate we learn and gain 

insights about the values, aspirations and motives of the participants and the 

organizations they inhabit (Table 1). 28,29 

Participant interviews were central to the evaluations and verbatim quotes have 

been employed throughout this Report. The interviews were formally analysed 

using ‘narrative analysis’ to digest the views and perspectives of the HQIP key 

stakeholders.  This included direct contact and preliminary discussions with a 

number of key figures in UK including HQIP Board chair and other Board 

members, HQIP Advisory group, and key NHS leaders. 
                                                   
28 Weick KE. Sensemaking in Organizations. 1995. California: Sage 
29 Weick KE, Sutcliffe KM. Hospitals as cultures of entrapment: a reanalysis of the Bristol Royal 
Infirmary. California Management Review 45(2):73 
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Results 
Given the nature of the clinical audit uptake issue, it became clear that while 

there were matters relating to HQIP’s way of operating real progress was 

dependent on factors beyond HQIP itself. Because of that we focussed our work 

on gaining detailed feedback and comment on the issues from leaders within 

HQIP’s critical networks as well as across the NHS. This was preceded by direct 

contact and preliminary discussions with a number of key figures in the UK, 

including the HQIP Board chair and other board members, the HQIP Advisory 

group, and key NHS leaders. 

 

We added to the interview perspectives from the extensive desk research that 

included a global and UK best practice scan of quality improvement around 

clinical audit, review of HQIP provided databases, and direct contact with key 

figures relevant to the HQIP project. We met with key HQIP staff and with CEO 

Robin Burgess extensively.  Brainstorming and strategy meetings were held in 

London and Sydney from which hypotheses were drafted and developed into a 

discussion guide used for the interviews.  

 

The 58 interviews and informant discussions covered a wide range of issues 

including the nature and culture of the NHS and HQIP, partnerships, teams, 

professional identity and sub-cultures, systems integration, quality 

improvement and the effectiveness of HQIP. Participant interviews included 

HQIP Board, Staff, Advisory Group, national audit leads, CEO’s and Medical 

Directors of Trusts, Academic researchers and quality improvement specialists, 

and others including College, GMC representatives, and consumers. 

 

The following verbatim quotes were obtained from interviews that were 

conducted from late August till early October and have been employed 

throughout this Report. The range and intensity of the interviews dictated the 

analysis and reporting back.   
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For the purpose of this report the quotes relate directly to HQIP and its current 

state of progress. The quotes represent a brief snapshot into many of the issues 

that circulate within the narratives of the different professional sub-cultures of 

the NHS. 

 

In the following section we will concentrate on the six major areas of concern as 

expressed by the interviewees as seen in table 1. Following the key themes, are 

the verbatim quotes. 

 


