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In the 60th anniversary of the National Health Service
(NHS), the ﬁnal report of the next stage review, High
Quality Care for All, puts quality and quality improvement at the centre stage of the NHS.1 As Lord Darzi
puts it, ‘The common theme of these new measures for
patients is improving quality. It must be the basis of
everything we do in the NHS.’
If high-quality care means the extent to which
health services are consistent with best evidence and
improve outcomes in striving for health care that is safe
(no needless harm), eﬀective (evidence-based), patient
centred (no feelings of helplessness and in accordance
with patients reasonable expressed wishes), timely (no
needless delay), eﬃcient (no waste and with realistic
outcomes) and equitable (fair to all patients)2 then, to
some extent, the review focuses on all these areas.
Whatever the quality of care we provide or receive it
can be improved; and to create the highest quality
service we need to be constantly thinking about how to
improve care. Don Berwick, Chief Executive of the
Institute for Health Improvement in the United States
and Professor of Health Management at Harvard described, in his keynote lecture at the International
Forum on Quality and Safety in Health Care 2008 in
Paris, the four prevailing theories of quality improvement: set goals and targets; create better markets; increase resources to the current system; redesign the
system for better performance. Berwick went on to
describe how the ﬁrst three of these methods have
failed.
Targets have produced some spectacular failures
due to perverse incentives and gaming which produces
distorted systems or distorted ﬁgures.3 We all remember the issue of GP waiting times highlighted in the last
election. Here is a quote from John Hutton expounding the advantages ... ‘Patients want to see their GP as
quickly as possible. The target has helped ensure that
this happens ... the longer a patient has to wait to see a
GP, the more anxious they are likely to become’. But
the rhetoric is very diﬀerent from the reality that
patients and staﬀ experience. The new 48-hour access
target to see a GP actually led to diﬃculties for patients
booking appointments in advance, blocked practice

phone lines each morning and the bizarre practice of
receptionists telling patients to phone the next morning
for an appointment. As Deming observed almost three
decades ago ‘management by numerical goal is an
attempt to manage without knowledge of what to do’.4
Markets and increasing resources have not fared
much better. Robert Kuttner in a damning indictment
of the US healthcare system which costs 16% GDP and
where the outcomes of care are amongst the worst in
the developed world explained how the market system
had failed due to a reliance on high tech care, fragmentation of services, passing on costs to patients and
restricting treatments; he describes a market system
that pushes people to make proﬁts at the expense of
less time with patients and this seems to be true in notfor-proﬁt organisations in the US as well as those with
shareholders.5
Although these obsolete strategies remain a legacy
of previous polices, thankfully these are not a large
part of the vision for the new quality focused NHS. ‘No
new targets’ is an important mantra of the new regime.
The goal is system redesign. How the system is redesigned will of course determine whether the quality
improvement and transformational change that the
new vision aspires to will occur.
The next stage review report focuses on positive
action for change but what is the evidence that it will
produce the transformation in the quality of health care
that the vision espouses? This, when previous initiatives such as clinical audit have arguably had limited
impact,6 because we have been measuring the wrong
things,7 conducting the process ineﬀectively8 or not
implementing change.9
The report has a number of speciﬁc recommendations to consolidate and develop existing services:
promoting comprehensive wellbeing by strengthening
primary prevention through existing programmes
such as the Quality and Outcomes Framework and
new work-related initiatives to improve cardiovascular risk assessment and reduce risk; tackling speciﬁc
key health issues such as obesity, smoking, alcohol and
drug misuse, sexual health and mental health; and
addressing long-term conditions.

306

AN Siriwardena

The structural mechanisms for improvement focus
on a number of themes: choice, access to and personalisation of primary care and other services informed
by public available data; personalisation of long-term
care with funding through personal budgets; collaboration through voluntary coalitions between Government, private and third sector organisations to deliver
improved health outcomes.
The quality improvement methods advocated include a number of carrots and sticks: quality and quality
improvement will be commissioned for; ﬁnancial incentives such as funding for quality through best practice
tariﬀs focused on areas of improvement, innovation
funds and prizes; professional sharing of best practice
through ‘Quality Observatories’; increased public availability of quality information through ‘Quality accounts’;
increased assessment quality indicators and accreditation schemes greater regulation through the new
‘Care Quality Commission’. Expert advice to ministers
will be provided through a ‘National Quality Board’
which will set independent quality standards and also
set priorities for development of clinical quality standards to be deﬁned by National Institute of Health and
Clinical Excellence (NICE).
What is less evident is a coherent framework for
implementing improvement. If the aim is to put
quality improvement at the heart of the health service
there needs to be clarity of method and evidence about
how this might be achieved for patients and staﬀ to
believe that the vision is achievable.
For example, emphasis is placed on the Quality and
Outcomes Framework, but published evidence suggests that it has had limited impact,10 which is partly
because a number of the systems improvements that
led to improvement were introduced before the Quality
and Outcomes Framework came in. We need to
remember that the framework only addresses 25% of
morbidity seen in general practice11 and because of the
way the system works, with its emphasis on achieving
targets, pay for performance, the lack of focus on
improvement and the failure to involve stakeholders,
is likely to produce incremental rather than dramatic
changes.12
The public feel uninformed by currently available
health performance data because they do not know
how to access or interpret information and when they
are able to it is too vague to be useful in making
choice.13 Both public and professionals are sceptical
about the information and its use for encouraging
competition.14 Moreover, the eﬀect of publishing data
on improving quality is uncertain15 and there is little
evidence that allowing patient choice actually helps
drive quality improvement.
It is not clear that professional accreditation schemes
or setting minimum standards of care will drive up

quality16 or inspire aspiration to high standards. Multiprofessional education and training for future clinicians, although theoretically attractive, also has little
evidence for eﬀectiveness, perhaps because we do not
understand when and where to use it to best eﬀect.17
Clinical and opinion leadership are also emphasised
and these factors are an important precondition for
transformation because professionals need to believe
in and understand changes that they carry forward18
but also because they need champions to help bring
about change; the evidence for how this could or
should happen to improve outcomes is unclear.19
What is becoming clearer is that the health system is
complex and multidimensional; the external environment has a key eﬀect on internal dynamics of the health
system. The evidence we produce and outcomes we
achieve are speciﬁc to the context of practitioners
and service users and the beliefs of professionals and
patients about evidence and health outcomes fundamentally aﬀect behaviour. Organisational interactions
lead to unpredictable responses to interventions but
they can also lead to learning and change. Professionalised organisations are complex and knowledge based
organisations where ‘knowledge is power’ to carry forward or subvert change. Interaction makes the system
respond more unpredictably but, if harnessed in the
right way also encourages learning and transformational
change.20
The challenge of creating real quality is that we need
to embrace the complexity of the system we are working
in, enable the diﬀerent parts of the health system pulled
apart by competition to join up and work together and
with front line staﬀ and service users to create genuine
quality that everyone can understand and feel. In order
to be able to do this the government needs to reduce
the vicissitudes of policy and reorganisation, build real
capacity for quality improvement through education,
help to break down organisational barriers and adopt
a systems approach.21 An educational approach rather
than a carrot and stick approach is, I believe, what will
lead to real and lasting improvements to health care ...
an approach which sees doctors, nurses, allied health
professionals and other parts of the health and social
care system work together with service users to get real
improvements in health. The new emphasis on quality
oﬀers a tremendous starting point.
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