Commission for Health Improvement

I have been asked to write this article with the aim of explaining the CHI review process, but from the perspective of being a member of a CHI review team.  Prior to taking up post as the Chief Executive at West Suffolk Hospitals I applied to CHI to be a “managerial representative” on a review team, and have consequently undertaken several reviews.

CHI was originally created with the aim of focusing on the quality of patient care, rather than just looking at the cost, and its creation was very much in response to the need to reassure the public after confidence had been rocked by several major service failures.  Perhaps even more importantly there was a desire to understand why there is considerable performance variation in terms of service delivery, both within individual Trusts and across the NHS.

CHI has four key roles: firstly, to undertake clinical governance reviews, and these at the moment are planned to be on a four year cycle and form part of normal routine review process for the main institutions within the NHS, ie, hospitals, PCTs, and ambulance services.  The role of CHI is being extended to also include the review of the independent sector and when it becomes the Commission for Health Improvement and Audit, as recently announced, it will also include an element that is designed to ensure that the resources allocated to the NHS are being used effectively.  The second role that CHI undertakes is with special investigations, such as the one that it has recently completed on the breast screening services at Hammersmith Hospitals.  The Secretary of State can direct CHI to undertake a special investigation or a concern can be raised from either individuals or organisations within the NHS.  CHI also undertakes particular studies and will work with other institutions to help develop appropriate guidance, such as with NICE and the development of the NSFs.  It is also worth noting that as part of the normal review process a Trust’s adherence to implementing national guidance, such as NSFs, NICE drugs, is something that would be routinely monitored within the review.  The final role that CHI undertakes is to provide advice and information and to in effect share good practice within the National Health Service.  

The main area of exposure to CHI will be through the normal review process.  The aim of the review is to look at the effectiveness of the organisation’s clinical governance arrangements and identify both best practice and areas for improvement.  CHI review teams really do want to identify good practice that can be shared with the rest of the NHS within their reports.

The review takes place in two phases.  If we use the impending West Suffolk Hospitals review as an example, the first phase, known as the pre-review, runs from now until 28th June 2002 and lasts 12 weeks.  This phase primarily involves data collection by the Trust.  The second phase, known as the review phase, starts 1st July 2002 and lasts for 15 weeks, with an important one-week on site visit taking place in the week commencing 19th August 2002.

Whilst CHI acts as an independent organisation it does respond to views expressed by colleagues in the NHS and as a result the review process has been changed.  Under the former system a huge amount of documentation and data was sent to CHI and this was then analysed and a review brief was developed and the content was only known to the review team members.  There would then have been a weeklong visit by the review team at the Trust.  At the end of that week the findings of the team would have been kept confidential and would have only been known to the Trust when the report was written and shared with them for the purposes of accuracy.  

Within the revised review process the documentation and data that a Trust has to submit for analysis has been reduced and the hypothesis that is developed is then shared with the Trust and the review team prior to the actual review week.  It is this hypothesis that is then tested during the review week through a process of evidence gathering that comes from interviews with staff and observations of working practices within the Trust.  On the last day of the review week the findings are shared with the Trust and a report is then written.  

Detailed below is a summary of the different elements that form part of the overall review process, again using West Suffolk as an example.

Key dates

8th April 2002 – start of the pre-review phase 

15th April 2002 – information submission (deadline 1) 

· District audit release letters

· Annual report

· Stakeholders contact list

· Staff survey data

26th April 2002 – information submission (deadline 2)

· Sample PAS data

· Management information letters

21st June 2002 – information submission (deadline 3)

· Final submission of all information to be received at CHI – part 1, part 2 (PAS information)

· Trust clinical governance arrangements questionnaire 

1st July 2002 – start of the review phase – week one

3rd July 2002 – initial meeting between CHI and the Trust

· Observations in specific departments, eg, out patients, A&E

7th August 2002 – briefing day

· CHI and the reviewer team brief the Trust on issues identified from the data analysis and interviews with key stakeholders

· The Trust gives evidence update

19th August 2002 – review week – week eight

· Interviews and observations

· With verbal feedback to the Trust at the end of the review week

TBA - Weeks 9 to 16 of the review process are when CHI produce their draft report, which is then considered by the Trust in terms of accuracy and it is then published, culminating in an action plan being agreed.  The overall review process therefore takes a total of 28 weeks.

The data required by CHI is considerable and whilst the review process has been changed as a result of CHI being a learning organisation, you cannot underestimate the demands that this work will put on staff within any Trust.  CHI’s reviews of clinical governance incorporate six key principles that guide all its work.  These being:

· The patient’s experience is the central focus.
· CHI has designed the review process to be independent, rigorous and fair.
· The review process is about development and support for continuous improvement.
· CHI’s work is evidence based and focused on achieving improvement.
· CHI has a commitment to being open and accessible about every aspect of the review process.

· CHI applies the principle of continuous improvement to itself and its review methods.

In order to be accepted as a member of a review team, you have to go through a formal application and selection process.  This then results in training being given, and only after you have completed the training will you then be included within the CHI database as a review team member.  Whilst you would need to give up in effect 7 working days to undertake a review, I would encourage anyone with an appropriate level of experience to consider applying to be a review team member.  Being on a review is hard work but I have always found the experience to be both intellectually challenging, and also rewarding as by the end of the week you should have identified areas of good practice and also areas for improvement.  The salary cost of the person undertaking the review is reimbursed by CHI to the organisation concerned and a number of the clinical colleagues that I have undertaken reviews with use the reimbursement from CHI as another form of income to support particular projects.  The minimum number of reviews to be undertaken within a year is one, with a maximum of three. 

The review team will consist of a CHI review manager, who leads and supports the CHI reviewers during the site visit, ensures that all the relevant evidence is collected and analysed and writes the report.  The review manager is also supported by a CHI review co-ordinator who ensures the efficient running of the review, liaising closely with the Trust.  The review manager and the review co-ordinator are full time employees of CHI.  The six CHI reviewers come from multi-disciplinary backgrounds, and each team normally comprises of a nurse, a doctor, an NHS manager, a lay member and another clinical professional who is not a doctor or a nurse.  The reviewers look at seven components of clinical governance.  These being:

· Patient/service user and public involvement

· Clinical audit

· Risk management

· Education, training and continuing personal and professional development

· Clinical effectiveness programmes

· Staffing and staff management

· Use of information to support clinical governance and health care delivery

Within each of the seven components particular aspects are then measured and reviewed.  These being:

· Accountabilities and structures

· Strategies and plans

· Application of policies, strategies and plans

· Quality improvements in learning

· Resources and training for staff

On each of the reviews that I have been on, a team member has been given two of the above topics to structure their questions and evidence gathering around.  The review team will interview a cross-section of staff from within the Trust and will concentrate on testing the hypothesis with three clinical teams.  The Trust has the opportunity to suggest three to five clinical teams who it believes have good clinical governance processes in place and from this list CHI will normally choose one team.  The remaining two will come the analysis that CHI has undertaken of the evidence submitted and from the stakeholder interviews, eg, with the PCTs, CHCs, Regional office.  During the review week, there will be a mixture of observations and interviews, and during my last review at the end of the week 124 interviews had been undertaken.  Two members from the review team, who will be interviewing either an individual or a group of staff for normally 30 minutes, will undertake each interview.  The findings of these interviews, whilst anonomised to ensure individual confidentiality, are coded and put into a computerised database that looks to triangulate the evidence that is being collected against the seven key pillars of clinical governance as detailed above.

The observations are designed to look at issues of privacy, dignity, respect and communications between professionals.  One of the elements that CHI routinely looks at is whether there is effective multi-disciplinary team working, and this includes elements such as training and education and audit.  Again, in a recent review a Trust was able to show that there were no professional barriers preventing it from providing appropriate care to its patients.  So, for example, a number of nurse consultant posts have been developed, SHOs in a particular department had nurse mentors, and there was an openness and willingness to work as part of a multi rather than uni-professional team.

The challenge for the Trust being reviewed is to not only demonstrate that it has developed appropriately a clinical governance system that incorporates the seven key elements mentioned above, and to also show that the inter-dependence between the seven key elements has been appropriately addressed.  So, for example, at a recent review the risk management system had identified a problem with administering low molecular weight Heparin.  An audit was then carried out which showed that the Heparin was being obtained from a number of different manufacturers who required a different dose to be administered for the same weight patient.  As a result of this situation mistakes could have been made.  The medicines committee then decided to rationalise the source of the Heparin and produced a training programme for the doctors involved.  The results were then re-audited to ensure that both a theoretical and actual risk had been removed. This is a good example of how risk, audit, training and education, were all working together in order to benefit patients.  

My own personal view is that in addition to the systems, structures, accountability and decision making processes, an equally important aspect is for you to be able to show that clinical governance is embedded within the way in which you provide services to your patients, and that the principles are owned by the staff.

So what sort of questions would normally be asked of doctors in training?  These would look at areas such as induction, ensuring that systems were in place to provide appropriate training, to make sure that a correct level of supervision was being followed, to ensure that you are aware of how the different aspects of governance are applied within that particular Trust.  There would then probably be some general questions around opportunities to attend educational events, opportunities to undertake multi-disciplinary audit, what you would do if you were concerned with a particular practice, or had identified a particular risk.  There would of course be questions on your understanding of the consent process and are rotas compliant.  It would not be possible to give you a complete set of questions as evidence is gathered against each of the seven clinical governance pillars and once you realise this you are probably in a good position to work out, not only the type of question that would be asked in terms of what you are actually doing, ie, how the Trust policy is being applied, but to also cross reference whether you know what the Trust policy is on a particular subject, eg, obtaining consent.

Despite some reticence within the NHS, CHI as an institution is willing to learn and to improve its methodology and certainly from my experience the aim of the review is to try and understand what would it be like to be a patient at that particular Trust.  CHI’s aim is to bring about demonstrable improvement in the quality of NHS patient care throughout England and Wales, and it will do this by spotting good practice and identifying areas for improvement.  The most noticeable mistake that I see an individual making is for them not to be bringing to CHI’s attention examples of really good clinical governance that already exists within their work place.  Beware an individual or an organisation that lacks insight and is unwilling to see if practices can be improved! Remember that a normal CHI review is designed to help an organisation to improve its service delivery and governance arrangements and in so doing will improve the health of patients.

