EDITORIALS

Clinical governance — a new label for old
Ingredients: quality or quantity?

THE title ‘clinical governance’ is now part of our vocabulary, Funding problems leading to poor CG must be addressed
although it is not clear to many what it entails.is stated to  openly, although may well be more difficult to overcohieis
be a famework to enable clinicians to continuously improveinevitable that rationing care, because of PCGs’ imposed fixed
quality and safeguard standards of catén fact, it is a new budgets, will lead to poor CG in some areas; government and the
label for old ingredients. These ingredients include clinical auditNHS Executive must acknowledge openly what front-line clini-
guidelines, complaint procedures, clinical supervision, risk maneians know only too well. Clinical guidance from the National
agement, evidence-based practice, continuing professional ednstitute of Clinical Excellence (NICE) must be properly costed
cation, and reflective practi¢é.Despite being comprised of old so that PCGs, clinicians, and the public know the costs of inter-
ingredients, it is believed to be a helpful label to concentrate theventions as well as their clinical benefit€.Unless fully funded
minds of professionals and managers on the inter-relationshigentrally, such new NICE recommended care might only be pos-
between the ingredients, disciplines, and care sectors. Clinicalble to implement by restricting other clinically effective care.
governance (CG) will make clinicians, together with managersThe political rhetoric of ‘adequate funding through efficiency
accountable for the quality of patient c&r€his may result in  savings’ is no longer believable, even if it was at one time.
decisions on health care provision being more, or less, based onHow will CG be executed? Because it is a new label for old
clinical effectiveness and not just on cost effectiveness. ingredients, existing tools and structures can be used. Tools
Clinical governance should be patient focused, universallynclude audit templates, evidence-based guidelines, complaints
applicable, and encompass a partnership between cliniciangyocedures, health and safety regulations; structures include GP
managers, and the pubfié®There is a danger, however, that the tytors, medical audit advisory groups, and college faculties. Both
management agenda of CG will overtake the professionadlements need coordinated and cohesive integration to strengthen
agenda. The management agenda is concerned with making s@igq develop them, rather than the setting-up of new systems.
that _uniform, minimum standards are met, procedures and Ch‘?ckﬁ)minally there will be one person responsible for CG in any
are in place, and that budgets are adhered to. The professioRgt. This lead needs to be a practising clinician in order to have
agenda is concerned with the development of individuals angredence with colleagues. In practice, it is likely that the PCG CG
their teams, the educational requirements that they may havgad will chair a CG agenda across the whole breadth of primary
and the quality of care that patients recéi¥dlonitoring frame- 416 and across all disciplines. Perhaps the best model is for each
works will be appropriate for both agendas to improve existingoc to identify individual clinicians to advise on CG issues for
care agd to anticipate, prevent, and recognize poor perfoksertain parts of primary care (e.g. primary care gynaecology);
mance’ although details may be problematiThere must be a  hase individuals may also be their practice’s CG leads as well.
key relationship between CG and education, both uni-discipli- Primary care groups will need to ensure adequate support for
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nary and inter-disciplinary: o S clinical supervisiont®!4 continuing professional develop-
Clinical governance activity may highlight three types of ment31516 clinical audit, and access to evidence-based care to

problem areas: clinical competence, organization of care, or 1agk,qerpin practice. Primary care teams will require ‘new’ time in
of resources. These will each require a different solutiony,o \yorking week, both to perform CG activities and for related

ing f h other’ hs. Clinical idi Bducation. Just maintaining the practice’s previous service provi-
Ing 1r2)m each others strengths. Clinical supervistomentor- o0 will need the employment of ‘new’ clinicians to provide
ship}*tutors, and focused education will be required where Cl'n"clinical and management cover. Such clinicians will need
cal compkt)altence |stp?or. GPl;[jutorskghotulddhave ?hkey role. I\ée nding. Even if practices introduce ‘in service’ training days,
compk))ara feGnI;thseé u O'r:”CO# I\élvot: In tan; ?”& zvr:rofnhe;%aznﬁ e teachers, closing their practice for say one day each month,
humber o utors. All should be appointec 9 this strategy still has hidden costs: patients will need to be seen
versity system, have similar _standlng to existing .GP tutors, an ometime else in the month, so adding to the pressure on access
be primary care based. The ideal would be generic trained tuto_g%d clinician stress, and a skeleton staff will need to provide

who would assess the educational needs of all disciplines W'th'_'[‘,]ome form of emergency service for the practice’s patients.
their primary care group (PCG).

ot : : But as PCGs are to have fixed budgets, one can envisage a sit-
Organizational problems may require better primary or sec- __. h . . !
ondary care management or wider National Health Servicgalion where, to provide high quality care through CG, PCGs

(NHS) structural or policy changes. A commitment from all NHSm?’mW‘leél ?:ﬁgrtﬂgsguoceegggﬁz (Szgﬁlr(]jt 82 dﬂrﬁ;%tagigegégﬁree';zo
organizational levels is required to enable nurses and doctors Fﬁat frl)main s availagle to enable clin?cians to Ii oroﬁsl
truly inform and influence the development of health policies, erform CGgin the area of primary care coronar heagrt diseage
organization, and quality care in the widest seffs€learly, po without new overnm(fnt fur?ldin we will %Ihen have the .
individual primary care teams can work together and so can GPY d f hiah 9 i for f 9, ient |

from neighbouring practices, as demonstrated by the success fgfffadox of higher quality care for fewer patients, or usual care
GP cooperatives for out-of-hours care. More substantial prod©" the many — which option would the government like to
lems will need to be overcome if PCGs are to introduce share@f®Mmote?
prescribing and clinical care policies to improve care. The key

may be to enhance practice management; the initial and ongoing; -, LINDSAY F P SuITH .
education of managers lacks any national framework and ha eneral practitioner, East Somerset Research Consortium
been studied far less than medical and nursing education. DENISEHARRIS
Perhaps the time is right to re-dress this imbalance. Nurse practitioner, lichester
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Partnerships or power struggles? The ‘Crown’
review of prescribing

-I-HE relationships between the different disciplines of theoffering a comprehensive alternative to the medical model.
primary health care team can, at times, be somewhat tribal. At Thus, no profession remains static, but that medicine (and
the level of individuals there is rarely a problem, but trouble carespecially general practice) is also dynamic has perhaps been
arise when their national bodies start to posture and seek powenderplayed. Most of the talk is of removing work from doctors
for their particular faction. At one level, ti@nal Report of the to others, although each discipline has its distinct ethos and, gen-
Review of the Prescribing and Supply of Medicinesuld erally, nurses and pharmacists do not want to be mini-doctors
provide an opportunity for those who wish to create power strugany more than most GPs want to be mini-specialists. Within
gles of this sort, although that is not its intention. Europe, the United Kingdom (UK) may have a relatively low
There are three broad types of change — ‘within role’ ratio of doctors to populatiohNevertheless, doctors are expen-
‘extended role’, and ‘new role’ — that form a likely hierarchy of sive and, rather than train more doctors, some health care plan-
ease of implementation. ‘Within role’ changes are those that semers would prefer other solutiofs.
sibly consolidate the ability of a health professional to carry out The main recommendations of the ReVigwovide a frame-
the range of tasks he or she normally undertakes (such as therk under which new groups of ‘independent’ or ‘dependent’
recent nurse prescribing legislation). Other professionals arprescribers could safely emerge. Possible examples given by the
unlikely to object and these changes should be easy to impl&eview include that family planning nurses, tissue viability
ment. ‘New roles’ imply new responsibilities, an associatednurses, chiropodists, and physiotherapists might become inde-
change in training requirements, and usually — but not necessgrendent prescribers strictly in relation to their specific areas of
ily — a transfer of existing responsibility from some other pro-expertise. Specialist diabetes, palliative care, and asthma nurses
fessional (usually a general practitioner [GP] in the presenmight become dependent prescribers, usually within the frame-
context) that might generate opposition and make implementavork of care plans for individual patients. Pharmacists might
tion difficult. ‘Extended roles’ are intermediate ground, wherealso become dependent prescribers in specific areas such as
change might be easier to implement and new training might nahemotherapy, asthma, and diabetes.
necessarily be required. How is this likely to affect general practice? Independently of
What generates the pressures for role changes? One legitimalte Review, several developments already threaten the estab-
pressure must certainly be for increased efficiency, where it caiished UK concept of medical generalism. The monopoly on pre-
be shown that an equivalent (or better) service might be providestribing by doctors has already been brékemd a number of
at lower cost by transferring roles from, for example, doctors tgilot schemes are already exploring new models of delivery of
nurses: a phenomenon euphemistically known as ‘improveg@rimary care and extensions of existing professional roles.
skill-mix’. Moreover, the available ‘skill-mix’ does not remain These include nurse prescribifighe extension of the role of
static but is driven, in particular, by educational changes. Theharmacistd? and ‘nurse-led primary care’, in which doctors are
progressive development of a graduate nursing profession iseamployed by nurse practitionéfs.
good example of this. Pharmacy is already an all-graduate pro- The special input of doctors can be seen as being about ‘diag-
fession with high standards of scientific education and profesnostic skills’ rather than therapeutic expertise. This lays the way
sional training, including well-developed programmes of post-open for others to assume therapeutic expertise where ‘diagnostic
qualification continuing education and imaginative propdsals skills’ are less important, such as with most minor iliness, while
that illustrate particularly well how a profession might makeignoring the fact that both minor and major illness may present
major alterations in its role while using existing education andn the same ways. It is also always possible to argue that
training. Other professions, such as podiatry and optometry, asomeone who concentrates on one area of care, however limited,
equally forward-looking in their education and training and somewill become more expert in it and provide higher quality care in
(e.g. chiropracty, homeopathy, herbalism) see themselves #sat area than someone who attempts to maintain a broad portfo-
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lio of skills. However, the substitution of a cheaper professionathese terms. As strongly as we should be open to beneficial
(e.g. nurse practitioner) is only more cost-effective if they deathange we should equally look out for the ‘weasel’ changes that
with the same problems in the same time as GPs, who operateght damage the system of which, for all its faults, we should
very quickly because they are highly skilled. A more importantstill be proud to be a part of. One of the key tests will be: ‘part-
argument is the need for comprehensive care. Increasinglyership or power struggle?’.

patients do not have just one problem; they may have one or
more acute problems, some of which may be unrecognized, and
they usually have ongoing problems and needs for opportunistic
health promotion and education on how best to use the primary
care systent It is relatively easy to find other professionals who
could do specific individual tasks that the GP carries out, buby Taylor was a member of the main Review Team and con-
only the generalist can do them all in “one stop’. The fact thagrred with the recommendations of the Review. These views
other professionals could do specific components of generglre, however, entirely personal and do not necessarily reflect
practice does not necessarily mean that they should. those of the Review Team, the National Health Service
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To the ill-informed and ill-advised, therefore, many aspects ofyeacutive, or the UK Departments of Health.

the work of general practice appear simple and amenable to
changes in ‘skill-mix’. In addition, other professions see them-

selves as perfectly capable of doing much of the work that GPReferences

do!® Discussions about ‘skill-mix’ can be a thin disguise for 1.
attacking the perceived monopoly that GPs have over primary,
medical care. Also, the advantages of the system of general prac-
tice can be undermined by anecdotal dissatisfaction with the
quality of an individual general practitioner’s service. In a 3.
system that is so pervasive and frequently used, it would be sur;
prising if most people had not at least one unsatisfactory experi-"
ence. Rather, it is a striking thing that public satisfaction with the
system is so higH, given its ubiquity. 5.
There would be grave disadvantages in moving away from ourg
integrated system of delivery of comprehensive primary care,
much admired in most other countries, towards pluralistic access.
to ‘specialist’ primary care practitioners of various sorts, a 8
system already substantially discredited and highly unpopular in
the United Statédand elsewhere, mostly because it benefits the g.
practitioners more than the patients. It is therefore crucial that
subdivision of the generalist function takes place within the
context of the primary health care team, a proviso that might b
possible to ensure within the National Health Service (NHS), but
not necessarily in the private sector. 11.
The extent of GP control over prescribing is nonetheless now
set to change, for good reasons, and should precipitate a watgp-
shed in our consideration of the discipline, principally its worth
to the public. This is not a threat, but an opportunity. UK general3-
practice has a commendable record of innovation and response.tp
the challenge of change. Within the context of weII—deveIopec}
primary health care teams (PHCTs) and NHS re-organization
(primary care groups, LHCCs and PCTSs) there is probably little
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to fear and much to anticipate with approbation. It is the effecAddress for correspondence
on non-NHS practice and the possibilities for erosion of NHSr Ross J Taylor, Foresterhill Health Centre, Department of General
values that may create cause for concern. In this context tH@actice and Primary Care, University of Aberdeen, Westburn Road,

Review advises that the Department of Health should looK
closely at the issues raised for accountability in the private
sector. Conversely, the recommendations of the Review strongly
support the development of new models of NHS primary care
based upon the strengths of our existing system, with very strong
provision that innovation should take place only within a frame-
work which ensures public safety, increased efficiency, expan-
sion of a holistic model of care supported by assured education
and training of all professionals involved, effective quality assur-
ance, and using the likely prospect of secure and reliable infor-
mation technology.

There is, however, a final caveat. These changes are intended
to result in safer, more efficient, and more effective care for our
patients. But everyone knows that this is the way to ‘sell’ a pro-
posed change in practice to the NHS. All or any of the proposals
for new prescribing rights are likely to be carefully couched in
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