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The perceived benefits of this approach are that it offers scope for:

more time to review each system and probe significant issues in depth

providing sufficient evidence for the Minister to challenge NHS Boards and
seek assurance about their governance arrangements as part of the
annual Accountability Review cycle

“earned autonomy” whereby NHS QIS can target resources at those
systems which need greater support to help them improve.

Recommendations

NHS QIS should:

pursue further the possibility of closer cooperation between the
audit/inspection/review agencies/SEHD to achieve a more comprehensive
and coherent approach to governance issues by drawing on all the
available resources and intelligence

pursue with SEHD, the possibility of future review findings becoming part
of the routine evidence used to support Accountability Reviews

consider, with all stakeholders, the options for introducing a system of
clinical governance and risk management reviews that balances the
tensions between the need for assurance, support and sustainability.

4.4 A consistent, open and transparent process that promotes continuous

improvement

Characteristics required

A consistent, open and transparent process that promotes continuous
improvement is one:

where NHS Boards would have the same results from the process
regardless of which analysts or review teams are involved or when the
review is carried out

that promotes effective dialogue between the reviewers and the NHS
Boards at every stage in the process

that makes it clear how NHS Boards are to be assessed and where the
level of assessment is sufficiently detailed to allow NHS Boards to

o identify what issues need to be addressed
0 be able to demonstrate progress over time.
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Consistency

Reviews are human processes so a degree of judgement and subjectivity is
inevitable. Nevertheless, NHS QIS aimed to achieve consistency wherever
possible by, for example:

being specific about what evidence should be submitted to support self
assessments

introducing the concept of the position statements to provide an
assessment framework and report format and to provide an overall
assessment of the NHSScotland position

having the same membership for review teams and support wherever
possible.

However, the experience of the interim review provides useful lessons for the
future. For example:

all NHS Boards were asked to submit their evidence at the same time.
This meant that there were considerable delays between submissions and
some NHS Board reviews, by which time some of the evidence was out of
date. This was extremely frustrating for all participants. Some NHS
Boards tried to overcome this by issuing updated materials which
sometimes meant considerable additional work late in the day for NHS
QIS staff and review teams

some NHS Boards failed to provide the required evidence apparently
because they did not have it in the form that was requested by NHS QIS.
The request seems to have been taken too literally, especially where NHS
Boards appeared to have delegated the collation of the evidence to more
junior staff who did not fully understand the governance agenda

The limited timescales and resources for the review meant that:

0 guidance, underpinning assessment templates and position statements
were being developed as the process evolved and some elements
were only finalised as the reviews got underway

o there was insufficient time to QA the NHS QIS analysis, except on an
ad hoc, informal basis, so any analysis document itself only represents
the views of one analyst

o it proved impossible to always have consistent teams and, on some
occasions, it was even necessary to replace reviewers or, less
frequently even the chair, at the last minute

the interim review teams were learning “on the job” and several NHS QIS
and reviewer participants are of the view that reviews got tougher as
teams got more experienced.
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Openness and transparency

All QA participants support the concept of openness and transparency to
achieve effective dialogue and recognise that capacity issues and the rapid
pace of change at NHS Boards limited this for the interim review.

As a result reviewers and NHS QIS members were frustrated when NHS
Boards:

e did not submit sufficient evidence or swamped the process with irrelevant
documentation, especially if it was at the very last minute

or

e confused their governance and risk management aspirations for the future
with what was actually happening at the time of the review.

Equally, NHS Board QA participants welcomed the NHS QIS guidance but
everyone acknowledged that it evolved during the process and that, on
occasion, communications were not always as clear as they might have been.

In addition, NHS Board participants were surprised that there was so much
focus on the availability of evidence in the form of structures, strategies,
policies, procedures and minutes. The net effect was that NHS Board
participants tended to feel that the meeting was a tick box “test for executives”
that focused on processes rather than the dialogue they had expected. This
was especially true for those NHS Boards who did not have the advantage of
having a member of staff with reviewer experience. Consequently, they would
have welcomed formal prior indication of the issues that would be raised on
the day. Most QA participants are of the view that providing NHS Boards with
information about the issues to be raised in advance of their review would
have improved understanding and dialogue at the meeting. However, they
also highlighted issues with the interim review approach that would need to be
addressed if this is to happen in future. For example:

e review team members received copies of the analyst’s report in advance
which summarised the main issues that the analyst had found. However,
the review team only discussed and agreed the issues that that they
wished to raise with the NHS Board on the morning of the day of review
meeting itself. If the issues are to be shared in advance with NHS Boards
in future, this has implications for the timing of review team meetings and
the “ownership” of the analysis

e the analysis records resume documents were designed as internal
documents, initially for use by NHS QIS to brief reviewers. Early on in the
process, NHS QIS agreed to provide the analyses to reviewers for those
NHS Boards that they were covering. These documents need to be quality
assured in future to a degree that was simply not possible in the time
available for the interim review. NHS QIS also needs to beware that any
briefing papers do not become sanitised and hence a less useful tool for
reviewers if they are created for a wider audience.
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Assessment criteria

In terms of assessment criteria, the usual condition specific review approach
could not apply since there were no standards against which to make
“Met/Unmet” assessments. Instead, NHS QIS developed a series of four
broad “position statements”’ to provide standard assessments for each
element of the review.

Most QA participants could see the benefit of having position statements for
this type of review and they expect the concept to be carried over into the
reviews against the new standards. However, all QA participants agreed that
the statements require more refinement if they are to be used in future to
permit comparisons and provide an assessment, including trends, of the
overall NHSScotland position.

They also believe that NHS Boards need to have access to the underpinning
assessment documentation and rationales so that they can take appropriate
action on the issues raised in the interim review. In addition, they highlighted
the need for some stability once the new position statements are finalised so
that NHSScotland can demonstrate progress. This has not been possible to
date because the review systems have been changed.

Recommendations

For future reviews, NHS QIS should ensure that:

e the assessment criteria and underpinning assessment templates are
developed, piloted and agreed prior to the start of any future reviews

e the NHS Board evidence is submitted on a phased basis to match the
timing of meetings

e requests for evidence should allow for different approaches from NHS
Boards and not assume a “one size fits all”

e review teams only accept documentation that has been formally approved
by the NHS Board as evidence

e the NHS QIS analysis process is developed with built-in QA

e the approach and supporting project plans take account of timescales that
promote better dialogue between the participants

e the approach is developed to move beyond being seen as a “tick box
paper chase” towards ensuring that NHS Boards are really focusing on
their leadership, direction and control issues in line with paragraph 4.1.

" See appendix 2 for details.
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4.5 Agreed outputs that meet the requirements of the audience(s)

Meeting the needs of the audience(s)

There are 2 distinct outputs from the interim review process — the local reports
and the national report — which will be published in June 2005. However, QA
participants had mixed views on who is the main audience for each of these
and what the reports are trying to achieve. Some assume that reports are
principally for the NHS Boards; others assume that the target audience is the
Minister, parliament and the public. They also gave a range of responses to
guestions about the aim of the reports such as:

e to provide external assurance

e to confirm and challenge

e to identify capacity and capability across NHSScotland
e to highlight strengths and weaknesses

e to provide benchmarks for comparison between NHS Boards and for
individual NHS Boards to be able to demonstrate progress over time

e to highlight and share best practice
e to promote change and provide a basis for moving forward.

All of these are legitimate, but it would be useful to have agreement upfront
about what the outputs are intended to achieve to ensure that they do not
miss the mark.

From an NHS Board perspective, a desired output from the process is the
development of a specific, prioritised action plan that ensures that the NHS
Board is aware of and addresses any challenges identified during the review.
However, many QA participants, (mainly, but not exclusively, from NHS
Boards), did not feel that the local interim review reports themselves are
sufficiently useful for this purpose. This further emphasises the need for them
to see the supporting documentation as described in paragraph 7.4.
Nevertheless, all NHS Board representatives in the QA review indicated that
their relevant governance committee(s) would review their local interim review
report and that an action plan would be submitted to the NHS Board for
approval.

Producing and agreeing the local reports

NHS QIS produced draft local reports on the basis of the agreement reached
by the review teams at their meeting on the morning following each NHS
Board peer review. They issued the draft report for comment to members of
the review team with a quick response time so that, wherever possible, they
could amend and issue it to the NHS Boards for comment on factual accuracy
and agreement within 10 days of the meeting. Review team members
(excluding chairs) have had no further input to the process.
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The main learning outcomes from the interim review are:

the need for clear communication and the benefit of face to face feedback
when it comes to signing off high profile reports such as these. This is
because some NHS Boards felt that their initial draft report did not fully
reflect their meeting with the review team and a number sought to appeal
the results, believing they were unduly harsh and demoralising. By
contrast, NHS QIS and review team participants tended to feel that the
reports were positive wherever possible and fair to the NHS Boards

the need to formalise any appeals process so that all parties, (or their
formal delegates) are aware of any issues that arise and agree and own
any changes to the draft report.

Recommendations

For future reviews, NHS QIS needs to ensure that:

outputs from the process are tailored for the intended audience(s) and are
clear in terms of what they are intended to achieve

NHS Boards are clear about what they are doing well, where they need to
improve, how these improvements could be made and what external
support is available. If it is not intended to have this level of detail in the
local reports, then they need access to the supporting documentation

NHS Boards produce and agree an action plan as an explicit part of the
review process

the process for agreeing reports is clear and any appeals are dealt with in
a transparent way.

4.6 Sound planning, management and administration

Given the size, complexity and timescales involved in the interim review
process, sound planning, management and administration were required
especially from NHS QIS and the NHS Boards to ensure a smooth operation.

For NHS QIS, this meant the need for timely and accurate:

project planning

issuing of guidance and responding to requests for further information
receipt and recording of evidence

preparation of assessment criteria

preparation of NHS QIS analyses

copying and issuing of papers

organisation of meetings and accommodation

drafting and issuing of reports.
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Despite the volume of work and no slack in the project plans, the NHS QIS
team worked together to achieve most of these activities on time and to
standard. However, participants highlighted a number of learning points from
the interim review that should be taken up to improve future reviews such as:

e having a senior member of NHS QIS overseeing the whole process

e involving a wider group in the NHS QIS planning process so that plans can
be subject to more challenge and risks identified and managed

e identifying and only signing up to realistic timescales and resources
required to achieve the desired outcome

e agreeing templates for letters and other standard documents upfront to
simplify and automate administrative processes as far as possible

e having time to pilot documents and processes to ensure that messages
are clear and consistent

e ensuring that NHS Boards have access to appropriate tools for their
presentations

e avoiding the use of tele-links unless the technology can be guaranteed
and all parties are comfortable with using it

e agreeing a process for issuing the local report with chief executives so that
they can ensure that all relevant parties have access to the draft for
comment prior to sign-off.

NHS QIS team members and reviewers also highlighted the characteristics of
those NHS Boards that seemed most well prepared for the interim review
process as:

e having someone senior overseeing the process to ensure that those given
the task of pulling together the self assessment and supporting evidence
were on track

e proactively seeking clarification from NHS QIS where necessary and using
judgements about what evidence to submit if the specified standard return
was deemed to be inadequate to fully reflect the NHS Board position.

e delivering the assessment and supporting evidence on time

e presenting the documentation in a format to support the review process,
with clear signposting to the evidence that would support the self
assessment

e ensuring good document control in the event of having to submit updated
evidence.

Recommendation

Both NHS QIS and the NHS Boards should review their administrative
practices in the light of the requirements for future reviews.
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5. Conclusion

All participants in the interim review QA exercise are clear about the need for
robust and effective governance reviews which are owned by all the parties
involved in the process. There is no doubt that the interim review process was
very challenging and many felt that it was untimely because of the enormous
change agenda facing NHS Boards. Nevertheless, it does provide a basis for
developing future reviews and it has provided useful learning outcomes to
inform both the next stage of the development of standards and the review
process for the finalised standards.

Rhona B Jack

May 2005
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Appendix 1

The QA Process for the Interim Review

| am extremely grateful for the full and frank input from all the participants
involved in the QA process.

Those marked with an (*) chose to respond by email. | interviewed all other
participants on a face-to-face basis.

NHS Boards

Board Rationale Contact

Orkney (Island Board) Ken Harris Jones. Planning and
Communications Officer. (*)

Grampian (Teaching Board area) | Ewan Robertson, Director of
Performance Improvement &
Roelf Dijkhuizen Medical
Director.

Forth Valley (Medium DGH type Hazel Soutar, Head of Planning

Board) & Fiona McKenzie Chief

Executive

Dumfries & (Previous single Carole Reece, Head of Clinical

Galloway system) Governance & Angus Cameron,

Medical Director

Lanarkshire

(large DGH type
Board)

John Browning Medical Director

NHS Education

(Non patient contact
Special Health Board)

Bill Cullen, Assistant Director of
Finance & Caroline Lamb
Director of Finance

State Hospital

(Patient contact
Special Health Board)

Andreana Adamson Chief
Executive; Angela Robertson,
Clinical Effectiveness Manager

Scottish
Ambulance
Service

(Patient contact
Special Health Board
and Chief Executive
Involvement in
development of
Clinical Governance
and Risk Management
standards
development)

Adrian Lucas Chief Executive;
Pauline Moore, Director of
Finance
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Reviewers 13 people (20% of total)

Lay

Bill Wilson ( Nairn)

Alison McGilvary ( Stirling)
Tom Haswell ( Glasgow)
Mairi Brown (Greenock) (*)

Chief Executive

Gerry Marr ( Tayside)
D Pigott ( Lanarkshire)

Medical Directors

Bill Mutch ( Tayside)
Mike Lyall ( Tayside)

Risk Managers/Clinical Governance Managers

Maureen Stevenson (D&G)
Wayne Gault ( Grampian) (*)
Andrea Wilson ( Fife)

Directors of
Nursing

Alna Robb
(Lanarkshire)
Anice Gillespie
(Glasgow)

Name Role Contact site
Anne Hanley Team Manager NHS QIS, Edinburgh
Karen Tarn Senior Project Officer NHS QIS, Edinburgh

Elaine McRae

Healthcare Governance Co-
ordinator ( Secondee)

NHS QIS, Edinburgh

Brian Kennedy

Analyst - Divisional Director of
Risk Management Willis Ltd

Willis Ltd, Glasgow.

Donna O’'Boyle | Analyst — Previous Risk ( Willis Ltd)
Management Executive Willis Ltd.
— current Director, C3 Health
Solutions

Brin Jardine Project officer ( Full process) NHS QIS, Edinburgh

Susan Downie

Acting Project Officer ( Full
process)

NHS QIS, Glasgow

Norma Smith

Project Administrator

NHS QIS, Edinburgh

Wendy Forbes

Project Administrator

NHS QIS, Edinburgh
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Appendix 2
Position Statements

Strategic development and operational delegation of clinical governance/risk
management/service planning is not in line with the principles of single-
system working and thus is not yet reflected in current organisational
frameworks and arrangements for implementation and feedback.

Strategic development and operational delegation of clinical governance/risk
management/service planning is in line with the principles of single-system
working but is only partly reflected in organisational frameworks and
arrangements for implementation and feedback.

Strategic development and operational delegation of clinical governance/risk
management/service planning is in line with the principles of single-system
working and is predominantly reflected in the organisational frameworks and
arrangements for implementation and feedback.

Strategic development and operational delegation of clinical governance/risk
management/service planning is underpinned by the principles of single-
system working and is fully reflected in the organisational frameworks and
arrangements for implementation and feedback.
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