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Variation in access to best care has
prompted major reforms of the NHS,
with greater emphasis on the quality
agenda. In the 1999 revised Perform-
ance Assessment Framework1, the NHS
Executive proposed the establish-
ment of benchmarking mechanisms
to improve the monitoring of NHS
organisations, by allowing compari-
sons between similar organisations to
be made.

Benchmarking has been widely
applied within the business sector as
a means of learning and applying
knowledge to deliver high-quality
products and services. The NHS
defines benchmarking as:

the continuous, systematic search for,
and implementation of, best practices
which lead to superior performance.

Benchmarking is a proactive and
dynamic quality improvement tool by
which services compare themselves
with ‘the best’. It may be used as a
performance management tool but
its primary function is develop-
mental, so that services achieving
standards of excellence identify the
processes by which this has been
done. It allows meaningful service
comparisons and promotes reflection
on how these achievements can be
transferred to the local setting and
thus generate improvement and
deliver ‘excellence’.

Benchmarking does require
accurate and meaningful clinical
information and this must be tailored
to the areas under scrutiny. It is
important, therefore, to decide at the
outset which processes, services or
areas are going to be benchmarked,
and to ensure that relevant and
robust information is collected to
support this exercise.

Benchmarking may be used
internally to look at the performance
of different clinical teams within a

service but it can also be used to com-
pare services within an organisation
against those of other organisations.
To make a success of the process,
support from all key players, includ-
ing the executive team, is needed, as
is a commitment to implementing
the changes necessary to improve the
overall quality of any given service.

Some NHS hospitals use the
services of benchmarking organis-
ations, but they rely on currently
available NHS information, such as
national performance indicators; the
information has not been gathered to
examine a particular process or service.
The establishment of a benchmarking
network for a particular discipline
may be more helpful, as participants
agree the measures to be used and
are committed to transparent sharing
of information and results.

In this issue of the Bulletin, we
have included a paper on neonatal
intensive care to illustrate the benefit
of benchmarking (see p. 8). Other
topics covered are process mapping,
quality development in general
practice, and audit, as well as the
reporting of adverse events. Future
issues will cover appraisal, clinical
networks and guidelines, and will
also revisit topics examined in
previous issues. Please share your
experience with the wider NHS and
continue to send in your contributions.
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■ Process mapping can be used to
clarify all significant actions
involved in a patient intervention.

■ It is able to highlight areas which
are inefficient, illogical, or both,
and so, for example, can help
managers to eradicate duplication
of work practices.

■ It can also help to clarify the roles
and responsibilities of staff.

■ Process mapping may be used to
enhance team working between
managers and clinicians.

Bourn Hall is a private infertility
clinic in Cambridgeshire. It was
founded by the pioneers of in vitro
fertilisation (IVF), Mr Patrick
Steptoe and Professor Robert
Edwards, shortly after the birth of
Louise Brown in 1978. The more
‘high tech’ treatments for infertility,
such as IVF and intracytoplasmic
sperm injection (ICSI), are practised

in the clinic. The majority of patients
have to self-fund their treatment, but
couples are also taken under NHS
contracts and a considerable number
of research projects that are carried
out at Bourn Hall provide treatment
free or at reduced cost.

In addition to the regulatory
bodies that deal with all private
hospitals and clinics, clinics practis-
ing assisted conception are subject to
the Human Fertilisation and Embry-
ology Act and are regulated by the
Human Fertilisation and Embryology
Authority (HFEA). The HFEA
requires that all licensed clinics put
in place a process of clinical govern-
ance, as for all NHS facilities.
Clinical governance, risk manage-
ment and quality control systems are
protocol driven.

In setting up our clinical govern-
ance programme at Bourn Hall, it
was decided that we should develop

process maps in order better to
understand the flow of work and of
patients through treatment (see
Figure 1 for an example). Thus, we
would be able to identify exactly what
was being done and how, and it
would also provide a check on
whether all the required protocols
were in place.

The technique of processThe technique of processThe technique of processThe technique of processThe technique of process
mappingmappingmappingmappingmapping

A process map is a flowchart that
identifies not only all of the stages of
patient care but also the order in
which things are done; it helps to
make sense of the way the process
fits together. As the Senior Admini-
strator and Scientific Director at
Bourn Hall, we began by working on
our own functional areas. It is not
easy to record in detail what you do
every day, simply because you do it

Figure 1. Example of a process map. The unit’s protocols are identified by italic code numbers.
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every day and the details which are
significant for mapping the process
are easily overlooked. It was there-
fore necessary to ‘walk through’ the
process, both virtually and actually.

Once the process maps had been
drafted, they were reviewed by
representatives working in the
different departments, to confirm
their accuracy. As managers, we
were liable to make assumptions
about the way things happen and to
omit sufficient detail of the
processes.

When the consultation process
was over and the maps had been
finalised, the numbers of the relevant
protocols were recorded on the maps
(see Figure 1). This allowed us to
clarify which protocols were in place
for each part of the process. It was
also possible to identify areas where
there were no protocols and where
they were required.

After the list of missing protocols
had been compiled, the heads of the
different functions were asked to
update all protocols and to create
new ones where the need had been
identified. The process is ongoing
and will be a continuous one, since
the process maps and the protocols
are under constant review. Changes
in clinical and laboratory techniques,
changes in regulations and our con-
stant efforts to seek improvements in
the service offered to patients mean
that protocols need to be altered
frequently, sometimes even weekly.
The procedure for developing new
protocols and changing protocols has
also been mapped!

RRRRResults of process mappingesults of process mappingesults of process mappingesults of process mappingesults of process mapping

In recording exactly what we do, it
was also possible to identify areas
where the processes were inefficient,
illogical, or both – for example, areas
where there was duplication of effort
(as the four functional areas at
Bourn Hall – medical, scientific,
nursing and administration – tend to
operate in physically separate
environments, such duplication can
go undetected). We were also able to
see where responsibilities for par-
ticular tasks were not well defined
and needed to be emphasised.

Some areas of the process were
already well served with protocols,
notably laboratory tasks; scientists
are used to working to protocols, but
they tend to be less well adapted to
developing protocols for administrat-
ive procedures. Our administrators

are also well used to working to
protocols, as they have detailed
written procedures for the majority
of their tasks. The medical and
nursing functions were the most
lacking in written protocols and they
found it hardest to pin down their
own processes. This appears to be
something of a cultural problem for
doctors and nurses; it is related to
issues of clinical freedom and the
caring nature of their professions.
However, the need for standardis-
ation and to be protocol driven is
just as great in clinical areas as in the
scientific and administrative areas.
Working by protocol was never
intended to stifle creativity, but it
does prevent uncontrolled practices
and the consequent risks.

Early on in the development of
our process maps, we found an area
that had been particularly neglected
from the point of view of structured
processes. This involved communi-
cation with patients, even down to
the detail of how they should be met
and greeted, and how they were
handled at the reception area. This
was such a simple thing that it had
been overlooked. Initially, it might
seem strange that protocols were
needed on how to greet patients.

However, licensed assisted concep-
tion units have to address issues such
as the very strict rules relating to
confidentiality which are contained
within the Human Fertilisation and
Embryology Act, which make the
handling of patients and their infor-
mation at all stages of the process
more complex. It has to be made
absolutely clear when information
about patient care can and cannot be
discussed on the telephone, with
whom it can be discussed and to
whom letters and other information
can be sent.

ConclusionConclusionConclusionConclusionConclusion

The development of our process
maps and their use in the develop-
ment of clinical governance at
Bourn Hall has been an interesting
and educational experience, and it
has enabled us to see what we do
with much greater clarity. We will
continue to use our process maps to
identify areas of inefficiency and
areas where new protocols need to be
developed, and also to promote
greater understanding of how the
activities of the different functional
groups come together to make the
whole an efficient and caring unit.
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Table 1. Sections and categories of the Rushcliffe clinical governance matrix

Matrix items

Section 1 Management responsibility and organisation
Category
1.1 Audit
1.2 Professional and practice development
1.3 Team working
1.4 Performance awareness
1.5 Standards/quality assurance: guidelines; item of service targets
1.6 Clinical and computer records
1.7 Risk management
1.8 Health and safety
1.9 Emergency procedures
1.10 Communication
1.11 Information security
1.12 Access: exploration and management
1.13 Child protection
1.14 Patient, carer and public involvement

Section 2 The National Service Frameworks
Definitions See Table 3

Category (annex)
2.1 Coronary heart disease
2.2 Mental health
2.3 Older people
2.4 Diabetes

A clinical governance matrix for a primary care
trust – a framework to support quality
development in general practice
Jane OJane OJane OJane OJane O’Brien’Brien’Brien’Brien’Brien11111, Pip Dean, Pip Dean, Pip Dean, Pip Dean, Pip Dean22222 and Ian McCulloch and Ian McCulloch and Ian McCulloch and Ian McCulloch and Ian McCulloch33333

1Quality Improvement Coordinator, Rushcliffe Primary Care Trust, Barclays Bank Chambers, Tudor Square, West Bridgford,
Nottingham NG2 6BT, email jane.obrien@rushcliffe-pct.nhs.uk; 2National Primary Care Collaborative Project Manager, Rushcliffe
Primary Care Trust; 3General Practitioner and Primary Care Clinical Governance Adviser, Rushcliffe Primary Care Trust

■ Clinical governance requires a
sharing, learning culture.

■ A clinical governance matrix is a
tool with which to support and
monitor quality improvement.

■ A matrix can bring together
national and local quality
initiatives within a consistent,
coherent framework.

■ Participation of users in the
development of a matrix ensures
local sensitivity and relevance.

Rushcliffe Primary Care Trust’s clinical
governance matrix (CGM) is a
locally developed, continuous quality
improvement framework; it has been
built upon an earlier matrix, devised
in 1999 by Nottingham clinical
governance facilitators and leads. It
has been developed in collaboration
with the clinical and other staff of
the Rushcliffe Primary Care Trust
(PCT) to promote, facilitate and
monitor progress within clinical
governance, to enable practice teams
to enhance and sustain the quality of
services. It brings together local and
national initiatives, including the
National Primary Care Collaborative
Programme1, personal medical
services2 and local implementation of
National Service Frameworks
(NSFs). It adds value by providing a
consistent and coherent message
across the PCT within a single
framework. The matrix has encour-
aged the adoption of key principles
underpinning a culture of quality
improvement and the PCT’s vision
of team working, sharing and
learning.

BackgroundBackgroundBackgroundBackgroundBackground

Rushcliffe general practices under-
took self-assessments during 2000
against the earlier Nottingham CGM.
In 2001, non-reciprocal practice
‘buddy’ visits took place: teams con-
sisting of a GP, practice nurse and
practice manager from each practice

visited another practice to carry out
a formal assessment against the matrix.
The host practice was charged with
‘demonstrating’ achievement of the
relevant quality standards through
discussion and production of docu-
mented evidence.

The visit assessments demon-
strated overall quality improvement
compared with the self-assessments
and highlighted areas where resources
and training were needed to support
future progress. The benefits from
this approach were evident, as par-
ticipants who received and made
‘buddy’ visits found them a valuable
opportunity to share experiences and
ideas and offer support to each other.

Consultation andConsultation andConsultation andConsultation andConsultation and
participationparticipationparticipationparticipationparticipation

The results of the ‘buddy’ visits were
discussed at a multi-professional
meeting of practice teams and PCT

staff in April 2002. Group work was
used to generate ideas to develop a
new, locally relevant and agreed
Rushcliffe CGM to support the
growing national quality agenda3,4,
Department of Health targets for
access and NSFs, PCT and practice
priorities, and to address areas of am-
biguity in the original matrix that had
been identified from the ‘buddy’ visits.

Content and structurContent and structurContent and structurContent and structurContent and structure of thee of thee of thee of thee of the
CGMCGMCGMCGMCGM

As a result of the above, the Rush-
cliffe CGM was developed and
implemented. Standards from the
original matrix have been expanded
and updated to fill gaps and to be in
line with current targets and
priorities (see Table 1). To enhance
its acceptability and relevance for
both organisational and clinical leads,
the Rushcliffe CGM has been divided
into two sections:
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The NSFs for Mental Health,
Older People and provisional
standards for diabetes have been
added to coronary heart disease in
Section 2. New NSFs will be added
when they are introduced. The
matrix is intended to support
delivery of the NSFs by providing a
consistent structure and format,
which is lacking in some of the full
NSF documents. The following
principles have been applied:

■ Level 1 is defined (Table 3) and
set as a minimum requirement for
all NSFs. Practices will default to
‘Level 0’ if this is not achieved.

■ Higher levels are based on the
cumulative number of standards
met in addition to Level 1. The
standards for Level 2 and above
have been arranged in a logical
sequence based on the standards
or milestones for each NSF.

The framework enables practice
teams and PCT staff to approach and
manage multiple NSFs in a simple but
systematic way. It encourages practices
to achieve minimum requirements and
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Society of Medicine Press Limited, London, and is sent free to targeted
health-care professionals working in the NHS.
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tel. +44 (0)20 7290 2927/8
fax +44 (0)20 7290 2929
email rsmjournals@rsm.ac.uk

Full text online: www.clinical-governance.com
This publication is funded by the Department of Health.

Table 2. Example from Section 1 (Management responsibility and organisation) of the Rushcliffe clinical governance matrix:
category 1.3, Team working

Level 1 Level 2 Level 3 Level 4

Evidence of regular inter- Evidence of regular inter- Evidence of whole practice Evidence of involvement of
professional meetings of professional meetings, includ- team training and develop- other groups to progress
practice staff and evidence ing staff attached to the ment, such as practice practice development
of an action plan via meet- primary health-care team, professional development (e.g. community pharmacists)
ing minutes and evidence of, for plans, quarterly practice

example, discussion, development meetings
agreement, outcomes,
action plans via meeting
minutes

Table 3. Example from Section 2 (NSFs) of the Rushcliffe clinical governance matrix: Definitions (for all NSFs)

Level 1 Level 2 Level 3 Level 4

The minimum standards Level 2 is achievable using This requires specific actions All standards must be met;
require that: using current evidence and the practice to be there must also be evidence
(i) there is documented (use of templates, proactive of user/carer involvement to
discussion of NSF-specific health promotion and inform and influence service
issues in team meetings; current targets) provision where specified in
(ii) there is an accurate an NSF
disease/patient register
specific to the related NSF;
(iii) there are structured
auditable care programmes
specific to each NSF (i.e.
structured use of policies/
protocols/templates to ensure
evidence-based care, as well as
call/recall systems)

Note that NSF-specific standards are detailed in the Section 2 annexes of the clinical governance matrix document.

■ Section 1 – Management
responsibility and organisation
(see Table 2 for an example)

■ Section 2 – The National Service
Frameworks (see Table 3 for an
example)

Standards within each category have
been restructured to facilitate pro-
gression from one level to the next,
ensuring that foundations, for
example team meetings, are in place
to support subsequent task activity.
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prioritise service delivery through
quality improvement according to
practice and patient needs.

No category or level is taken in iso-
lation. For example, a practice level
for section 1.3, Team working (Table
2), would overlap with Level 1, Stan-
dard (i) of the NSF section (Table 3),
as well as with documented progress
in levels on the NSFs. This provides
confidence that the overall process
involves a systematic and sound
approach to quality improvement.

Supporting informationSupporting informationSupporting informationSupporting informationSupporting information

Information to support the achieve-
ment of the standards is contained in
annexes to the CGM. This gives
flexibility and permits updates when
new recommendations, resources and
support mechanisms are introduced,
which avoids the need to make major
changes to the matrix itself.

Continuous qualityContinuous qualityContinuous qualityContinuous qualityContinuous quality
improvementimprovementimprovementimprovementimprovement

The Rushcliffe CGM has an initial
lifespan of four years, with review due
in April 2006. During this time, pro-
gress will be monitored annually by:

■ practice self-assessments against
the standards in 2002 and action
plans for the following 12 months

An audit of patient journeys from general practice
to the community mental health team
Janet A. WJanet A. WJanet A. WJanet A. WJanet A. Warararararddddd1,21,21,21,21,2, David G. W, David G. W, David G. W, David G. W, David G. Warararararddddd11111, Sue P, Sue P, Sue P, Sue P, Sue Pulmanulmanulmanulmanulman33333 and Anna Bak and Anna Bak and Anna Bak and Anna Bak and Anna Bakererererer44444

1General Practitioners, Honiton Surgery; 2East Devon Clinical Governance Leads Team, and East Devon Local Implementation
Group for Mental Health; 3Computer Systems Supervisor, Honiton Surgery, Devon; 4Clinical Audit Coordinator, Primary Care
Audit Group, Dean Clarke House, Southernhay East, Exeter EX1 1PQ, email anna.baker@nedevon-ha.swest.nhs.uk

■ Forty per cent of the patients
referred to the community mental
health team (CMHT) did not
attend their appointment, and
even after being given a further
opportunity none of these patients
took it up. Discussion with the
Local Mental Health Implement-
ation Group, GPs and CMHT
members showed that the reasons
for this are multifactorial and
include long waiting times for
assessment, location of the assess-
ment and uncertainty about what
counselling involves.

BackgroundBackgroundBackgroundBackgroundBackground

Around 90% of mental health-care is
provided solely by primary care1. A
quarter of routine GP consultations
are for people with mental health
problems2. Indeed, around 30% of
people in the UK may be expected to
experience symptoms of anxiety or
depression at some time, of sufficient
severity for these symptoms to affect
their daily lives. The National
Service Framework (NSF) for mental
health3 recognises that the main
burden of this workload falls on

■ There should be more liaison
between GPs and CMHTs to
improve team working.

■ The GP referral rate was low: the
average whole-time equivalent
(WTE) GP in this study referred
only five patients in six months.

■ There remains confusion about the
role of CMHTs: they have been
directed to concentrate on those
with enduring mental illness, but
this leaves primary care with the
high demand from and variable
support for new patients with
acute problems.

■ further ‘buddy’ visits and action
plans in 2003, 2004 and 2005

■ evaluation of the Rushcliffe CGM
as a framework to support and
enable progressive improvement

The four-year lifespan will allow
the PCT to direct resources so as to
enable practices to improve the quality
of their services and to provide some
stability in an environment subject to
constantly changing (generally
political) demands.

The success of the CGM has been
such that a similar framework has
been developed for other clinical
services within Rushcliffe PCT.

ConclusionsConclusionsConclusionsConclusionsConclusions

The Rushcliffe CGM was developed
in collaboration with general practice
and PCT staff to provide a framework
for continuous quality development.

Because of this:

■ it is locally sensitive, acceptable
and relevant

■ it avoids duplication of effort by
drawing together local and
national quality initiatives

■ it provides a coherent, consistent
and structured approach to
continuous quality improvement
in the clinical environment (i.e.
clinical governance)

■ it allows practice teams to
prioritise areas of quality develop-
ment pertinent to their specific
context and patient needs

■ it enables progress to be measured
and mapped over time

■ it identifies training and resource
needs to inform the PCT agenda
and philosophy of supporting
continuous quality improvement
in service delivery.
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primary care and states that second-
ary care services have a duty to
provide support and education for
primary care health workers.

In order to take a closer look at
what was happening in this area, a
large Devon general practice reviewed
its patients’ psychiatric care. To do
so, the notes of patients who had
embarked on a journey into the
mental health services were reviewed.

SettingSettingSettingSettingSetting

The Honiton surgery is the only
general practice in the market town
of Honiton in East Devon. It covers
most of the population in the town
and the surrounding villages, which
amounts to some 16,500 people.
There are 12 doctors, who cover 8.75
whole-time equivalent (WTE) posts.
The surgery has been fully computer-
ised since 1990.

Method and sampleMethod and sampleMethod and sampleMethod and sampleMethod and sample

Patients who had been referred to
the local community mental health
team (CMHT) in a six-month
period, July–December 2001
inclusive, were identified. Their

records were scrutinised to establish
which therapies were offered and the
role of the GP in supporting the
patients during the journey. This was
done retrospectively. Reasons for
referral, waiting times to be seen and
the various outcomes, including
referral to other agencies, were
recorded. Patients who did not
attend (DNA) their appointment
with the CMHT were included.

Results

The results are summarised in Figure
1. The following points represent the
key findings:

■ The average waiting time for
assessment was 6–8 weeks. There
was an assessment coordinator in
post during this period. There was
further waiting before the patients
began to receive therapy.

■ Forty per cent of patients who
were given an appointment with
the CMHT did not attend for
assessment.

■ Patients who did not attend the
CMHT appointment and who
were offered further appointments
still did not take them up.

■ Two-thirds of patients attended
the GP 2–11 times before being
referred and over half the patients
continued to attend the GP after
the referral.

■ Seventy-two per cent of the patients
who attended their CMHT appoint-
ment were signposted to other
therapists or discharged after short
therapy programmes (three or four
sessions). Only 28% remained in
contact with the team.

■ Patients who did not attend their
CMHT assessment attended the
GP 15% more frequently.

■ The GP provided considerable
support for patients before and
after referral.

■ There were long delays (up to six
months) for some of those who
were referred on to other agencies.

■ Many other agencies were used
and there need to be better links
with these.

ChangesChangesChangesChangesChanges

A meeting to discuss these audit
findings was held with the psychi-
atrists, CMHTs and GPs. Much of
the data, especially the low referral
and high DNA rates, seemed to

Figure 1. Summary of the referrals from the Honiton general practice surgery to the community mental health team,
July–December 2001.
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come as a surprise to the CMHTs,
which suggests that they had not
been reviewing their own readily
available data on these.

The proposals for change that
were put forward included:

■ the introduction of a rapid one-
stop referral service;

■ an investigation of the high DNA
rates;

■ the development of a local mental
health website giving descriptions
of the various types of therapy on
offer, as this could help both
patients and GPs to develop a
more realistic expectation of what
is involved and what can be
achieved (lists of contacts and
details of the other agencies to
which GPs could consider refer-
ring patients were to be included
on the website).

ConclusionsConclusionsConclusionsConclusionsConclusions

■ A GP-based audit allows a real
picture to be obtained of what is
happening to a specific group of
patients. It requires ready access
to records. It is a useful tool for
highlighting opportunities to
improve care.

■ There should be more regular
meetings to discuss cases and
further audits between the GPs
and members of the CMHT.

■ Better use should be made by the
CMHTs of the data, which
involves so much effort in
collection.

■ Patients who are depressed or
anxious and worried about a label
of ‘mental illness’ may be reluc-
tant to attend appointments that
may seem a long way off when
they are seeking support. Un-
fortunately, since the audit,
waiting times have increased to
12–15 weeks, following cessation
of a full assessment service.
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■ Benchmarking provides valuable
data with which to target specific
areas for further audit and quality
improvement.

■ Neonatal intensive care is well
suited to benchmarking, as pre-
term babies have a fairly narrow
repertoire of common conditions
and outcomes.

■ Strict definitions are essential to
ensure that accurate comparisons
are made.

■ Internal benchmarking allows trends
within the local population to be
observed; external benchmarking
is valuable for quality assurance.

■ International comparisons are valid
in a clinical specialty where diag-
nostic and therapeutic facilities are
similar in the different countries.

Southmead Hospital in Bristol was
the first neonatal unit in the UK to
join the Vermont–Oxford Network
(VON). We have now completed our
second year of data collection on all
babies with a birth weight of 401–
1500 g. Quarterly and annual reports
have revealed strengths and weak-
nesses in our service, which have
enabled us to target specific areas for
further audit and quality improve-
ment. Comparing our performance
and outcomes against over 400 other
neonatal units has been interesting
and stimulating, and has widened our
approach to clinical governance.

HistorHistorHistorHistorHistory and background ofy and background ofy and background ofy and background ofy and background of
the VONthe VONthe VONthe VONthe VON

The VON was established in 1989 by
a group of neonatologists in Burling-
ton, Vermont, USA. Their vision –
inspired by the ideas of the Cochrane
Collaboration (Oxford, UK) – was to
develop a network through which
systematic data collection would
support research and quality improve-
ment in neonatal care. In 1991,
there were 50 participating neonatal
intensive care units (NICUs) involved

in the network, all in the United
States. In 2002, there were 413
NICUs involved, including 48 from
21 other countries.

Data collection enables individual
units to monitor their own activity
and outcomes, and also to benchmark
against other centres. The inevitable
next step was to look at areas where
the incidence of certain outcomes
varied widely and to see how improve-
ments could be made. Thus the NIC/
Q collaborative quality improvement
programme was born (see below).

The mission of the VON is:

[to] improve the quality and safety of
medical care for newborn babies and
their families through a coordinated
programme of research, education
and quality improvement projects.

In support of this, there are two
databases: the VLBW database for
babies with a birth weight of 401–
1500 g, and (since 2000) an
expanded database for all NICU
admissions of babies weighing over
401 g. All members submit data to
the VLBW database – either on
paper or electronically. The option
of the expanded database is available
only if data are submitted electron-
ically.

The VON hosts a two-day annual
event in Washington, DC. The first
day – the annual meeting – is
devoted to aspects of the database:
outcomes, modifications and clinical
trials. The second day – the ‘quality
congress’ – deals with issues arising
from network results and activities,
such as risk management, quality
improvement, evidence-based
practice, communication and
education – in fact, by another
name, ‘clinical governance’.

Data collection andData collection andData collection andData collection andData collection and
submissionsubmissionsubmissionsubmissionsubmission

Data are collected on all live-born
babies, including those who die in
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the delivery room, and are submitted
at two time-points: 28 days after
birth and on discharge from neonatal
care. Information on any inter-
hospital transfer is also collected and,
for babies transferred back to a local
hospital for convalescence, contact is
maintained until discharge home,
death or the child’s first birthday (if
still in hospital).

Data fall into six main areas:

■ demographic/maternal
■ delivery and resuscitation
■ neonatal diagnoses
■ neonatal interventions
■ neonatal outcomes
■ discharge information

A total of 37 data items are collected
on all infants who survive to dis-
charge, with up to an additional
eight for transferred infants.

RRRRReportseportseportseportseports

Each participating unit receives four
quarterly reports and an annual
report. Quarterly reports compare
the individual unit against its own
performance and network perform-
ance for the previous year, for each
variable. The annual report provides
a detailed graphical analysis of the
results, and shows individual
outcomes by gestation and birth
weight, quarterly and annual trends,
as well as centile ranks and com-
parisons with network quartiles.
Comparisons are made with units
with similar work activity.

The NIC/Q collaborativeThe NIC/Q collaborativeThe NIC/Q collaborativeThe NIC/Q collaborativeThe NIC/Q collaborative
quality improvementquality improvementquality improvementquality improvementquality improvement
programmeprogrammeprogrammeprogrammeprogramme

This was introduced in 1995, to take
data collection and benchmarking
one stage further – to making positive
change in practice. Lessons were
taken from industry, and a four-stage
approach to change management
was developed:

■ habit for change
■ habit for systems thinking
■ habit for collaborative learning
■ habit for evidence-based practice

Through this four-stage approach,
better clinical, organisational and
operational practice can be achieved.
A collaborative study was performed,
involving 10 ‘participant’ and 66
‘control’ NICUs (all within the
VON), which demonstrated that

improvement was possible for two
important clinical outcomes1:

■ nosocomial sepsis
■ chronic lung disease

RRRRResearesearesearesearesearch and publicationsch and publicationsch and publicationsch and publicationsch and publications

The database provides a number of
research opportunities. Participating
units are encouraged to enrol babies
in large randomised controlled trials
to address areas of clinical uncertainty
regarding optimal management.
Examples include a trial of early
systemic steroids to reduce chronic
lung disease2 and a trial of the effect
of different skin care regimens on
infection rate3. By its nature, the
database generates valuable epi-
demiological data, and can show
trends in the incidence of disease
and the effects of treatment4. This
information can in turn raise
questions for further randomised
controlled trials.

Southmead’s experienceSouthmead’s experienceSouthmead’s experienceSouthmead’s experienceSouthmead’s experience

Southmead NICU has a long history
of data collection, and an annual
report has been published for over 20
years (these are now available on the
Trust’s website5). This has provided
useful data for observing trends in
activity and outcomes; however, such
individual data are limiting. We were
attracted to the VON because of the

facility for comparing our outcomes
with those of other centres and thus
being able to target our programme
of audit and quality improvement.

We were the first UK NICU to
enrol in the VON (which was sub-
sequently joined by St Michael’s
Hospital, Bristol, and the John Rad-
cliffe Maternity Hospital, Oxford).
Inevitably with something new, there
is a learning curve. The network
aims to have data error rates of less
than 5%, and initially there was a
high return rate for correction. We
also had to be prepared to ‘bare all’ –
initially we were being compared
against units which had had 10 years
to benefit from both comparative
working and a well developed quality
improvement programme, and so
they had inevitably made more
progress than we had.

In 2001, 70 babies were enrolled
(five of whom had died in the
delivery room). Our gestational ages
and birth weights (Figure 1) were
similar to the network average, as
were place of birth, frequency of
antenatal care, use of antenatal
steroids and delivery by Caesarean
section (Figure 2). In terms of diag-
noses, interventions and outcomes,
we found some areas of good practice
and some areas of concern. Our unit
was shown to have a low incidence
of patent ductus arteriosus, necrotis-
ing enterocolitis and retinopathy of
prematurity, and to have low use of

Figure 1. Birth weight distribution: performance of Southmead Hospital NICU in
comparison with the Vermont–Oxford Network (VON) average in the first year
of benchmarking (2001).
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systemic steroids for babies with
chronic lung disease (their use is
associated with an increased risk of
cerebral palsy).

Areas where performance was less
good included timing of first dose of
surfactant, incidence of chronic lung
disease and nosocomial infection rate

(Figure 3). Our incidence of coagu-
lase negative staphylococcal (CNS)
infection was shown to be extremely
high – 35%, compared with a net-
work average of 14% (97th centile).

We therefore identified noso-
comial infection as our main target
for action. Although not a member

unit of the NIC/Q project, we were
kindly granted access to the ‘FBI’
(‘fight bacterial infection’) resource
kit. This identifies eight areas for
‘potentially better practice’, includ-
ing hand washing, babies’ skin care,
management of central venous
catheters and provision of parenteral
nutrition. A multidisciplinary team
consisting of neonatal medical and
nursing staff, infection control and
audit staff has developed a framework
for audit, guidelines and education to
try to improve our performance. In
the third quarterly report of 2002,
our incidence of CNS infection was
18%, compared with 33% at the
same point the previous year.

ConclusionsConclusionsConclusionsConclusionsConclusions

Despite differences in the structure
of health provision between the USA
and the UK, clinical problems and
the management of preterm infants
are similar. We have found our first
two years of reporting to the VON to
be an interesting and constructive
experience. The British Association
of Perinatal Medicine is currently
developing a similar system for use
within the UK, which will help to
address issues of quality assurance
and resource management in the
care of high-risk newborn infants.
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Figure 2. Antenatal and delivery data: performance of Southmead Hospital NICU
in comparison with the Vermont–Oxford Network (VON) average in the first year
of benchmarking (2001) (‘inborn’ indicates the infant was not transferred).

Topics for future issues

• Appraisal
• Guidelines
• Clinical networks

See page 3 for guidance on the
submission of contributions.

Figure 3. Incidence of sepsis: performance of Southmead Hospital NICU in com-
parison with the Vermont–Oxford Network (VON) average in the first year of
benchmarking (2001) (includes all babies in hospital for more than three days).
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The process of gaining support for
the use of such a system is a complex
one and needs to be approached with
care and cautious targeting. Evidence
suggests that management exhor-
tations to use the system will largely
be ignored by practitioners, who are
more likely to be influenced by the
behaviours of their peers2. Ideas for
encouraging the use of the NPSA
web-based reporting system are
shown in Box 1.

What about other forms ofWhat about other forms ofWhat about other forms ofWhat about other forms ofWhat about other forms of
rrrrreporting?eporting?eporting?eporting?eporting?

Factual reports tend to be analysed
and trends reported in various
statistical ways. This can be useful in
gaining an understanding of the big
picture, but it is not necessarily
effective in helping practitioners
understand more about the errors
and the system they work within.
More qualitative methods, such as
role play, can be useful in gathering
information about adverse events
and near misses. This can supple-
ment the quantitative data gathering
in a way that fits with the learning
styles of many practitioners and can
thus help influence organisational
culture for the better3. Sharing
stories is one of the most powerful
ways of learning from each other.
However, this is difficult to do when
the issues of confidentiality and

blame are foremost in many
practitioners’ minds.

Reporting systems can raise aware-
ness and provide the information
necessary to focus on reducing error;
however, they cannot be relied on to
generate the appropriate behaviours
to fix the problems. The develop-
ment and refinement of protocols
and educational programmes are
examples of activities that may
encourage a culture of safety in an
organisation4. The national reporting
system in the NHS is just a start, a
lever for change. Organisations need
to pick up the baton and continue to
develop a safety culture.

The issue is not about which form
of reporting is the best. The real issue
is whether anything is being noticed,
discussed and acted upon, in what-
ever way seems the most constructive
for the individuals and organisations
at the time (Box 2).

■ A safety culture is achieved when
the whole organisation is involved
in identifying and reporting
adverse events and in ensuring
clinical and organisational changes
are sustained.

■ Training is essential to ensure that
reporting on the web-based system
of the National Patient Safety
Agency is accurate.

■ Qualitative methods are useful to
supplement quantitative data
gathering and to influence organis-
ational culture.

■ Success stories in relation to
patient safety should be shared
with the trust’s board.

The National Patient Safety Agency
(NPSA) has developed a new web-
based reporting system to capture
information about adverse events
and near misses. So what?

RRRRReporting the facts iseporting the facts iseporting the facts iseporting the facts iseporting the facts is
a good starta good starta good starta good starta good start

First, this is a step in the right direc-
tion. Although it will take some time
to move from a paper-based system
(if you had one in the first place) to a
web-based system, there are some
distinct advantages, among which are
the elimination of illegible entries,
improved security and confidenti-
ality, as well as completeness of the
report1.

Box 1. Ideas for encouraging the use of the NPSA web-
based reporting system

••••• The role of organisation-wide implementation strategies is likely to be
limited; instead, work through respected practitioners and support them
in gaining confidence in the use of the system.

••••• Ensure that all those who are expected to use the system have appropriate
access to the technology that will enable them to make the reports.

••••• Provide short training sessions on how to use the web-based technology;
keep these running at frequent intervals throughout the year.

••••• Test out the system with a few sceptics and listen carefully to their views.
Discuss with them how to overcome some of the difficulties.

Box 2. Ideas for encour-
aging other forms of
reporting

••••• Can you provide a safe and
confidential haven in which
staff can talk through a possible
adverse event or near miss that
they experienced?

••••• Listen out for the stories being
told in the coffee lounges and
corridors. Can you find a non-
threatening way to ask questions
and to encourage someone to
speak out, by using your active
listening skills?

••••• If appropriate, provide a forum
for staff in small groups to talk
about patient safety.

••••• Discuss one patient safety issue
at each meeting of the trust’s
board; suspend judgement and
avoid the need to decide a course
of action. Just listen and learn.

••••• Learn from industry – spend
time testing scenarios and
assessing your reactions to
difficult events.
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Who is rWho is rWho is rWho is rWho is responsible foresponsible foresponsible foresponsible foresponsible for
rrrrreporting?eporting?eporting?eporting?eporting?

The quick answer to the question of
who is responsible for reporting would
be ‘any individual who is aware of an
adverse event or spots a near miss’.
What do we mean by ‘individual’?
You are likely first to suggest the
practitioner – the doctor, nurse, GP,
dentist, radiologist, pathology tech-
nician, physiotherapist, etc. Where
do managers fit in?

A safety culture is one where the
whole organisation is tending to
the issues5. Everyone needs to be

involved and in a practical way (Box
3). Safety (and reporting) is not just
for those working directly with
patients. Evidence suggests that
organisations in which the board
takes an active role in safety improve
their performance more quickly and
more sustainably. Involvement is
more than just an action item on the
agenda of the monthly board meet-
ing. Think about active involvement.
Think about the board carrying out a
regular self-assessment, reflecting on
the organisation’s performance with
regard to safety, and their own
contribution towards it6.

Box 3. Ideas for encouraging the involvement of top teams
in developing a patient safety culture

••••• Show how the links between quality, improvement and safety can all work
together to produce great results7.

••••• Top teams can carry out safety audits of their own work areas. These
should cover data capture, reporting of adverse events and near misses, as
well as of actions taken. While it may seem petty to spend time reviewing
the near miss when a secretary nearly tripped over a filing cabinet door
left open, the safety concepts, and attitude, are not different from those
for a needlestick injury.

••••• A senior leader (or it could be on a rotational basis) can be devil’s
advocate at all meetings and represent the patient safety agenda by
questioning all board decisions to ensure there is no predictable adverse
consequence for safety as a result of decision making.

••••• Think hearts, not minds. Sometimes it is useful to step away from the
mechanistic tasks of implementing things (like the use of reporting
systems) and reflect on how to engage the hearts and passions of those
involved8.

••••• At each board meeting, ensure one success story relating to patient safety
is shared. Analyse the success and discover what really works.
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ConclusionsConclusionsConclusionsConclusionsConclusions

Reporting is an essential part of the
process of developing a patient safety
culture. It is not the only way, and
certainly cannot be such. Organis-
ations need to take responsibility for
embedding not just the mechanical
processes of reporting, but also for
developing complementary activities
that support appropriate behavioural
change. This is as much an issue for
the board as it is for the practitioners
who deliver care.
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