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Clinical governance in Scotland: an
educational model
Murray Lough, Diane Kelly, Mike Taylor, David Snadden, Bill Patterson, Iain McNamara and Stuart Murray

Introduction

THE concepts underpinning clinical governance are simi-
lar in the four White Papers covering Scotland,1

England,2 Wales,3 and Northern Ireland;4 however, the struc-
tures for the implementation and monitoring processes vary
in their detail.

This paper relates to a model for Scotland. The size of its
population is roughly the equivalent of one large English
region. Scotland’s White Paper, Designed to Care —
Renewing the National Health Service in Scotland was pub-
lished in June 1998 with one paragraph (68) referring to clin-
ical governance. A working group, led by the chief nursing
officer, produced a consultation paper which was distributed
widely with resulting comments helping to produce the
definitive guidance on the implementation of clinical gover-
nance in the NHS in Scotland.5 However, despite this there
has been an increasing demand from local healthcare co-
operatives (LHCCs) for a more structured and definitive pro-
gramme.

There are five directors of postgraduate general practice
education in Scotland. They provide leadership and direc-
tion on all matters relating to education for general practi-
tioners and accredit educational material for the
Postgraduate Educational Allowance. They have an infra-
structure of associate advisers (course organisers in
England and Wales, tutors in Northern Ireland) to deliver
educational programmes. They therefore possess the nec-
essary experience to help the chief executives of the new pri-
mary care trusts to deliver clinical governance.

The five directors collaborated to produce a generic
model, which would provide a structured and cohesive
framework of a wide range of activities already in existence
and supported by current funding. The model aims to give a
sense of direction to those who may want something more
specific to build upon rather than some other models in exis-
tence.6,7 The objective is to specify governance tasks and
then to enable practices to identify areas where learning and
development are required, in order to deliver specific gover-
nance outcomes.

An educational model for clinical governance
The model for clinical governance consists of four domains
and three levels of attainment.

The four domains are clinical effectiveness, risk manage-
ment, delivery of patient services, and continuing profes-
sional development.

Clinical effectiveness and risk management (Boxes 1 and
3) cover:

— disease management;
— prescribing;
— significant event analysis; and
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SUMMARY
The concepts underpinning clinical governance are similar
throughout the United Kingdom but models for its implementa-
tion will differ widely. This model aims to enable practices to
identify areas for further learning and development against spe-
cific outcomes. Criteria sets and standards are suggested and a
governance plan is used to allow practices to prioritise their
objectives. Resourcing will always be a major issue and such a
model should be fully evaluated.
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— identification of at-risk groups.

Delivery of patient services and continuing professional
development (Box 2) cover:

— patient access;
— staff development and teamwork; and
— individual and multiprofessional continuing                 

professional development.

The three levels of attainment offer flexibility for all prac-
tices at any stage of their development, to address the high-
ly complex issues of collecting, analysing, and feeding back
data.

Level 1 provides a benchmarking exercise to allow LHCCs
to see the spread of activity in their constituent practices.
Much of these data will already be collected.8

Levels 2 and 3 will provide a framework to allow practices
to measure their progress towards the pre-agreed desired
standards. 

The practice will be the denominator for the model, as it is

the functional unit of care and therefore for clinical gover-
nance. However, the model also recognises the importance
of the individual within the practice team through consulta-
tion satisfaction, skills in information technology, and indi-
vidual continuing professional development.

There will be exemplar practices demonstrating areas of
high quality care, the ‘norm’ representing the majority of
practices, and a small number of practices with problems of
underperformance, who would require support and encour-
agement. It would be possible for a practice to be an exem-
plar in one category, the ‘norm’ in another, and potentially
under-performing in another.

Criteria and standards
A measure of the success of clinical governance will be the
achievement of explicitly set standards which should be in
the public domain. Full advantage was taken of the avail-
ability of the Scottish Intercollegiate Guidelines Network
(SIGN)9 for providing many of the review criteria which are
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Level 1 Level 2 Level 3  
Clinical effectiveness  
A. Disease management Disease register and practice Continued updating of 

protocol for diabetes, asthma, prevalences of chronic diseases.
ischaemic heart disease and 
one further option as decided 
locally, such as a fourth chronic 
disease, leg ulcer management, 
postnatal depression 
management.
Quality process and outcome Target set at 50% between Achieving or within 80% of 
measures for each disease baseline and standard of quality standards for process and 
(Box 4). process and outcome measures outcome measures.  

achieved. 

B. Prescribing45 Ratio of inhaled steroids to Improvement in ratio towards Steroid-bronchodilator ratio 0.75.
sympathomimetic bronchodilators 0.75.
for asthma. 
Defined daily dose (DDD) per  Minimum of 10% reduction in Maximum of 20% variation
1000 adjusted prescribing units the defined daily dose per 1000 between highest and lowest
(PUs) for hypnotics and PUs for hypnotics and prescribed DDD per 1000 PUs
anxiolytics. anxiolytics. for hypnotics and anxiolytics.

Top five non-steroidal anti- Variation in drug expenditure no
inflammatory drugs (NSAIDs) greater than 20% within a local
account for 85% of NSAIDs health co-operative (LHCC).
prescribed. 
Reduce by 50% prescribing of Variation in generic prescribing
two drugs of limited clinical value no greater than 5% within an
as decided locally. LHCC.

Evidence-based substitutions of 
two comparable drugs as 
decided locally.  

Risk management  
A. Significant event Three to be analysed to a set Further five to be analysed with SEAs analysed should involve
analysis46 format. previous three re-visited. hospital or community sector.  

B. Identification of List of  all asthmatics on a Justification for any asthmatic 5% reduction from baseline in
at-risk groups beta-blocker. on a beta-blocker. smoking population aged 16 to 

65.
Register of smokers aged 16 to Written protocol for smoking
65 years to be constructed. cessation with evidence-based 

interventions identifiable.47

Box 1. Clinical effectiveness and risk management.



broadly similar to those for the same diseases published
elsewhere.10

The standards set in the model are optimal, based on con-
sensus and achievable under ideal working conditions. The
need for minimal standards, based on actual evidence, will
be of increasing relevance as systems for collecting valid
and reliable data improve.

However, at present we acknowledge that there is still
much to debate about the process of setting and imple-
menting standards. Some examples of standards from the
model are:

• patients should be seen within three working days (sug-
gested standard 90%);11

• patients should be seen within 20 minutes of their
appointment time12 (suggested standard 80%);

• the average time spent with a patient should be eight
minutes13 (suggested standard 30%);

• the prevalence of identified diabetes should be between
1% and 2% of the practice population;14

• HbA1c should be recorded for patients with diabetes in
the past year15 with a target level of less than 7%16 (sug-
gested standards 95% and 30%);

• patients with coronary heart disease should be on
aspirin17 (suggested standard 90%); and

• there should be a reduction in the practice smoking
population aged 16 to 65 years over three years18,19

(suggested standard 5% reduction).

The practice governance plan
The directors’ responsibility is to facilitate the meeting of
educational needs. At present, the postgraduate education-
al allowance (PGEA) is at best a fairly crude system for pro-
viding continuing education for doctors with much emphasis
on didactic, lecture-based formats, and often supported by
the pharmaceutical industry in highly selected areas, such
as prescribing.20 The precise role of the latter as a provider
of education merits wide debate.

The educational element of the model will be achieved
through the governance plan. By stating specifically what is
to be achieved, the needs of a practice team can be more
easily identified and prioritised. The plan therefore enables
practices to establish and meet their governance objectives
through a continuing series of small focused tasks. The prac-
tice governance plan could be set out as shown in Box 4.

An example of how the plan might work in practice is
shown in Figure 1. The data from all four areas are collated
by the practice governance coordinator and sent to the
LHCC regional centre where they are analysed and prepared
for peer comparison and sent back to consider any differ-
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Level 1 Level 2 Level 3  

Practice structure  
A. Patient Access Surgery satisfaction questionnaire SSQ and CSQ or ‘enablement’50 Standard reached in each area. 

administered (SSQ).48 or general practice assessment 
survey (GPAS)51 questionnaires 
administered. 

Consultation satisfaction 
questionnaire (CSQ) administered 
for each partner.49

Appointment availability audit. Target set at 50% difference 
between baseline and standard.

Waiting time audit.
Consultation time audit.

B. Staff development A written health and safety Audit of health and safety policy Diagnostic tool to measure
and teamwork policy52 should be available. demonstrated. teamwork at higher level.53

A written staff appraisal system Actual appraisal of each member
for the whole practice should be of staff including medical and
available. nursing staff.
Protected time for team Training manual and diagnostic
development should be tool for assessing teamwork at
documented. basic level.

Continuing 
professional development  
A. Multiprofessional Needs assessment for Needs assessment for Needs assessment for

governance plan (level 1). governance plan (level 2). governance plan (level 3).  

B. Individual 30% of postgraduate 70% practice-based for PGEA Own self-directed learning plan
educational allowance (PGEA) 
as practice-based. 
Information management Complete IM&T course or
and technology (IM&T) skills exemption
diagnostic checklist 
completed.54,55

Box 2. Practice structure and continuing professional development (CPD).



ences and perceived difficulties the practice may have in
moving towards levels 2 and 3. The practices are all asked to
bring their results to the next meeting of the LHCC to explore
the best way of helping those practices who are struggling
and to begin to address issues of data collection and quality,
and staff training, e.g. with information technology. 

This process is continued at intervals for the other areas of
level 1 until the LHCC are ready to move on to levels 2 and
3. Those practices who require help with specific areas are
offered the support of the local governance team who can
call on the wider educational network as needed.

Discussion
Clinical governance must become a continuous but evolving
process. This model follows the advice given by the Scottish
Executive although the model content reflects aspects of
daily general practice as performed throughout the United
Kingdom. The model is intended to offer direction and
encourage discussion about the ‘best mix’ which will repre-
sent the many interpretations of clinical governance at a
local level. It should not be taken as being prescriptive.

The clinical governance process
The setting up of a local clinical governance infrastructure
requires a strong focus on the identification of educational
needs. The strength of clinical governance will be deter-
mined by the ability to deliver on explicitly set national stan-
dards involving the many political and patient groups in
existence. There is conflicting evidence from the scanty
published literature on the subject of whether a ‘top
down’21 or ‘bottom up’22 approach affects performance in
meeting a standard, although we felt that suggestions for
the former would produce a more rigorous debate about
the latter.

The concept of a ‘managed clinical network’23 with close
co-ordination at practice, locality, and trust levels, can only
effectively inform plans for health improvement if there is a
system of strong educational support resulting in a sound
peer review system based on valid and reliable data. The
accuracy, precision, and completeness of clinical coding will
need to be given a high priority.24 The introduction of clinical
audit in the 1990s25 led to the unfocused collection of huge
amounts of data26 at significant cost27 with little meaningful
change.28 Accountability, which is such a vital part of clinical
governance, should ensure that such mistakes are not
repeated. 

The skills needed to review existing standards, develop
new ones, and provide for the wide range of educational
needs that will arise, will be beyond the scope of many
LHCCs. Existing resources, such as postgraduate education
departments, the Royal College of General Practitioners,
and various audit groups are well-placed to meet many of
these needs, while the Clinical Standards Board for Scotland
will ensure that adequate processes are being implemented.
The ability to feed back reliable comparative data on out-
comes of the quality of care being provided at a local level
may require a centralised database system which, in
Scotland, is currently lacking.

The model, education and change
Many of the techniques used in this model draw on evidence
from the few reviews available on successful educational
interventions in continuing medical education.29-31 Strategies
for implementing change, such as audit with targeted feed-
back, are reinforced over the three levels.32,33

Educational need should be based on evidence from a
range of sources.34 The model builds a more cohesive edu-
cational approach for practices around audit, clinical effec-
tiveness, outcomes of research, and continuing education.35

In many ways the ultimate attraction of the model is its
emphasis on relating education to the work that doctors
actually do.36,37

Learning, not teaching, is more likely to result in changes
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Box 3.

Asthma: process and outcome measures56

Review in past year
Peak flow recorded once in past year
Peak flow within 80% of best achievable rate
Inhaler technique recorded as checked in past year
Spacer device used for preventer MDI
Smoking status (active or passive) recorded

Ischaemic heart disease: process and outcome measures57

Review in past year
Systolic and diastolic blood pressure recorded in past year
Last blood pressure recording less than 140/85
Smoking status recorded in past year
Total cholesterol recorded in past five years
Total cholesterol less than 5.0 in past three years
Aspirin prescription status recorded

Diabetes: process and outcome measures58

Review in past year
HbA1c recorded in past year
HbA1c less than 7%
Systolic and diastolic blood pressure recorded in past year
Blood pressure less than 140/80 in past year
Proteinuria recorded in past year 
Fundi checked in last year
Feet checked in last year
Smoking status recorded in past year

Leg ulcer management59

Register of current leg ulcer patients
Ankle brachial pulse ratio recorded for each by Doppler
Use of graduated compression bandaging defined
Five year follow-up plan

Postnatal depression management60

Procedure for screening with Edinburgh Postnatal Depression
Scale (EPDS)61

Register of patients scoring greater than 10
Written educational material available
Referral and follow-up policy

Stage 1: Initial meeting with all staff to discuss and explain
governance and its implications.

Stage 2: Prioritise areas requiring action.
Stage 3: Construct specific questions around the priorities.
Stage 4: Create an action plan to include allocation of 

learning activities.
Stage 5: Agree on a date for feedback.

Box 4. Stages for constructing a practice governance plan.
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in practice.38 Geboers recommends a task-orientated
approach to continuing quality improvement and successful
implementation of change39 The governance plan is based
on this premise and marks a shift away from traditional
styles of expert-led teaching to a more focused experiential
learning style.40

The widespread passive dissemination of SIGN guidelines
is in itself insufficient to induce change.41 Integrating effec-
tive strategies for implementing change, such as education-
al interactive meetings and practice visits42 within the gover-
nance plan, might increase the opportunity for a relevant
guideline to be adapted to local circumstances, thus pro-
moting its uptake by an LHCC more effectively. The key is to
ensure that all stakeholders involved in the guideline are

included in the discussion.43

Limitations of the model
While recognising that the model offers a wide range of
staged activities, we accept that high-achieving practices
may not be adequately challenged by those offered. It is
more likely, however, that many practices will struggle to put
in place even the basics for the first of the three levels. One
reason for this could be the exposure of dysfunctional teams
with individuals who may try to block any move to imple-
menting change. Governance has a vital role in supporting
those within such practices who may be, or may become,
despondent at their thwarted efforts to achieve task-orientated
goals. Crucial to this will be the development of team

B: Risk management
At-risk groups

A: Clinical effectiveness
Chronic disease management

Practice meeting of all staff to ensure understanding of pre-circulated directors’ model

Stage 2 - Priorities agreed

Stage 1

Stage 3

Stage 4

Stage 5

D: Continuing professional
development

PGEA for governance 
activities

C: Practice structure
Patient access

(B)
There is no practice strategy

for helping smokers quit

What is a feasible 
evidence-based approach 

to motivate and help a 
smoker to stop?

(A)
62% of IHD patients are
found to be on aspirin

Of the 38% remaining
who should be on aspirin

and who are buying it over
the counter?

(D)
PGEA approval 

available for some 
governance activities

Which activities 
can be recognised 

for PGEA?

(C)
Pressure on appointments

system and harassed doctors
who often run late

How should relevant 
audit data be collected with

minimum irritation for all staff?

• Disseminate and
customise most recent
guideline on stopping
smoking (health visitor)

• Written protocol for
identifying and motivating
smokers aged 16–65 years
(doctor and health visitor)

• Agree on best method for
stopping smoking and how
success will be monitored
(practice nurse, health
visitor and doctor)

• Disseminate and
customise relevant
information from SIGN
guideline (doctor)

• Written protocol on
safe prescribing of aspirin
in IHD (doctor and practice
nurse)

• Produce patient
information leaflet on
IHD (practice nurse and
patient)

• Contact Director’s
office (doctor)

• Contact local associate
adviser or course organiser
for advice on methods
(doctor)

• Contact UKCC for post
registration education
and practice (PREP)
advice (practice nurse)

• Advice from local audit
group on data collection
sheets (practice manager)

• Audit plan to be collated
(practice manager, doctor
and receptionist)

• Performance data fed
back against governance
standards (practice
manager)

Within five monthsWithin three months Within two months• Audit plan within four
weeks

• Data collected two weeks
later for two weeks

• Feedback of comparative
analysis two weeks after
data collection

Figure 1: Example of clinical governance plan in action.
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building, small group working, and leadership skills, all of
which are essential for effective quality improvement.44 By
providing direction and addressing areas of practice need
through the governance plan, the model can drive develop-
ment of these skills.

It is also acknowledged that protected time will be
required for practice teams to give adequate attention to the
monitoring of their governance objectives. A formal evalua-
tion of a governance plan over a period of three years would
be helpful in informing discussion on the time and resources
needed to support clinical governance in a wider context.

This paper aims to inform discussion on practical ways to
measure certain aspects of the quality of care (quality assur-
ance). It also reinforces the imperative for LHCCs and Trusts
to respond to the many problems — human and technolog-
ical — which will undoubtedly accrue (clinical governance).
The latter offers a bewildering choice of options and poten-
tial obstacles which will require a sophisticated level of man-
agement, and possibly funding, which much of general
practice currently lacks. If education is the driver then good
practice by all will be encouraged and poor practice, where
identified, will be addressed and, where possible, rectified.
The need to avoid creating a culture of blame is paramount.
Governance should be seen as an opportunity, not a threat. 
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