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INTRODUCTION 

 

I am very grateful for this opportunity to deliver a ‘reflective contribution’ to this 

conference.  I hope that it is not quite my swansong but equally I am very conscious 

that, three years into retirement, I am beginning to get out of touch. 

 

Given what I have been asked to do, it is appropriate that – briefly – I should set out 

my credentials for the reflections that I am going to share with you. 

 

My training and my first job was as an academic political scientist, specialising in 

what was then called public administration.  Having moved in the mid-1980s into 

NHS management, my introduction to the quality agenda came in the mid-1990s 

when I was appointed lead in the Scottish Health Department for what in those days 

was called Health Gain.  In that capacity I wrote the first Scottish guidance on clinical 

governance and supported Professor Sir Robert Shields in the quality assurance 

workstream of the Acute Services Review. 

 

In 1999 I was appointed founding Chief Executive of the Clinical Standards Board for 

Scotland and three years later of NHS QIS which was given responsibility in Scotland 

for patient safety alongside its other roles (about which more later). 

 

I was involved from the outset – as an extra rather than a main player - in the Health 

Foundation’s Safer Patients Initiative, particularly in the evaluation programme. In 

2006 I was responsible for commissioning the Scottish Patient Safety Programme and 

played an active part in its development, until my retirement in 2009. 

 

Finally, in retirement I have chaired the Priority Areas Panel of the NIHR SDO 

Programme and now the Prioritisation Panel of the Health Services and Delivery 

Research Programme, including commissioning a number of projects on patient 

safety; and I am an adviser to a comparative study of patient safety policy and 

practice in Scotland and the Republic of Ireland led by Lorna McKee and Patrick 

Flood. 

 

So, with some justification, I feel that I can claim ‘I was there’ at least during the 15 

year period from 1995 until 2010; that I had some influence on what has happened in 

Scotland; and that to varying degrees I was involved in equivalent developments in 

England, Wales, and both parts of Ireland.  

 

I am not of course claiming any more than this and pay tribute to the leadership of 

many others – individuals and organisations – but my role has given me privileged 
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access to what has been happening.  Inevitably, many of my examples will come from 

Scotland - the system I know best - but I hope my comments will draw upon 

experience elsewhere and will be of relevance to other systems.  I am aware also that 

for almost 30 years I have been a policy-maker and manager not an academic, and 

plead your forgiveness for any lack of familiarity with contemporary academic 

literature. 

 

I want to spend the next 20 minutes or so, addressing two questions, both of which 

have a ‘looking back to look forward’ theme: 

 

 First, as a former political scientist, I want to try to understand why patient 

safety came to the top of the political and health service agenda over the last 

decade, and to use the answers to that question to consider what may be 

needed to keep it there in the very different circumstances of the current 

decade. 

 

 Second, as a former Chief Executive, I want to reflect on the lessons we have 

learned from recent major patient safety interventions about the processes of 

change and improvement in healthcare; and to consider how we can apply 

them in the future. 

 

 

 

PATIENT SAFETY ON THE POLICY AGENDA 

 

My starting-point is the assertion that patient safety is not in essence a ‘new’ issue.  

Technological advances may have increased risk and magnified the consequences of 

error but they have also made many procedures much safer.  It would be a complex – 

if not impossible – exercise to make a comprehensive assessment of whether 

contemporary healthcare is inherently safer or more dangerous than previously.  My 

premise is just the obvious one: healthcare has always been and will always be an 

activity that carries risks. 

 

Given that premise the intriguing question is why patient safety emerged as a major 

issue on the healthcare agenda around 2000?  Looking back, I am struck that the 

phrase ‘patient safety’ doesn’t appear in the original guidance on clinical governance 

in Scotland or England. Managing risk yes; poor clinical performance yes; critical 

incident reporting yes; but not patient safety.  

 

All this changed very shortly afterwards with publication of the Institute of 

Medicine’s seminal reports To Err is Human, and Crossing the Quality Chasm in the 

US; and of An Organisation with a Memory in the UK; with the launch of the Save 

100,000 lives Campaign by IHI and the Safer Patients Initiative by The Health 

Foundation; and with the establishment of NPSA in England and Wales and the 

vesting of responsibility for patient safety in NHS QIS in Scotland.  Nor was this 

merely a change in terminology or just a new fashion: it represented a significant 

change in focus away from individual error (and usually fault) to systemic failure.  
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Why did this happen then?  Partly events, of which Bristol and the subsequent inquiry 

were only the most prominent in the UK.  Partly the leadership of a number of far-

sighted and inspirational individuals such as Don Berwick and Liam Donaldson. 

 

But it was also a natural extension of developments that had been evolving for the 

previous 10 or 15 years.  The 1990s had seen transformation in the quality agenda.  

Building upon a long-standing research base, first clinical audit, then clinical 

guidelines and later quality assurance and health technology assessment had been 

added with parallel developments in patient involvement stemming from the Patient’s 

Charter initiatives of the early 1990s. 

 

However, their impact on patient care had been patchy in part because these activities 

had been seen as voluntary or optional – primarily for enthusiasts – and thus neither 

mainstream nor linked to the priorities of the NHS.  Clinical governance, introduced 

across the UK with statutory underpinning in the Health Act 1999 was designed to 

address this.  But there was a further weakness.  Quality initiatives had been framed 

largely as the provision of advice and guidance; implementation was seen as a matter 

for clinicians and managers locally.  The consequences of this approach were 

demonstrated very clearly in early research on the implementation of clinical 

guidelines by researchers such as Jeremy Grimshaw. 

 

The patient safety campaigns of the ‘noughties’ threw off these fetters and took a 

much more proactive stance in facilitating and supporting implementation.  On patient 

safety, IHI’s rapid cycle change model was the preferred approach but this was just 

one of a range of quality improvement models - TQM, Lean, Six Sigma to name just 

three - that have become increasingly common in healthcare. 

 

Patient safety remained high on the agenda across the UK and internationally 

throughout the first decade of this century – even if there was some disappointment 

about limited progress – and its prominence was reinforced by high profile individuals 

such as Lord Darzi, whose report High Quality for All in 2008 argued that quality 

should be the prime focus of the NHS and identified patient safety as its ‘first 

dimension’; and by continuing public concern notably about healthcare associated 

infection.  In Scotland, the centrepiece of Government strategy for the NHS is a 

Healthcare Quality Strategy published in 2010 with safety as one of the three Quality 

Ambitions. And in Wales safety is prominent in the recent Quality Delivery 

Framework 

 

But you don’t need me to tell you that the NHS today is in a very different place than 

it was in 2001.  Brendan McCormack yesterday had a useful slide that listed all the 

contextual changes that have occurred.  This month the NPSA has gone, and its 

impact has been very limited since its demise was announced in 2010; and the agenda 

is dominated by financial pressures and in England at any rate by radical 

restructuring, marketisation and new forms of regulation. As I was beginning to think 

about this presentation last month, the cover of the HSJ posed the question: ‘Has the 

NHS dropped the quality ball?’  And, in the quality agenda, other issues – albeit 

important ones such as the care of older people - are competing with patient safety for 

attention. 
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Was patient safety a passing fad?  Was it a ‘luxury item’ that commanded political 

and managerial attention only during a time of financial plenty?  What I have heard 

over the last 24 hours, particularly about Scotland and Wales, encourages me in my 

view that neither is the case but, to the extent that they do have some validity, it is 

important to restate the case for a continuing focus on patient safety. 

 

First, there can be no question that it remains- and will always be - the prime 

responsibility of healthcare systems to minimise harm to the patients in their care. 

And importantly, now that the public has become so aware of this issue, it cannot be 

put back ‘in the box’ by politicians or managers. 

 

Second, there is good evidence, set out by John Ovretveit among others, that safer 

systems, as well as being better for patients, also contribute to efficiency and thus 

have the potential to save money. 

 

And third - and this links with the second question I want to address - whilst the 

impact of the patient safety initiatives of the last decade may have been more limited 

than their proponents had hoped, they have changed - in my view irreversibly - the 

way in which change and improvement are approached in healthcare; and they have 

altered the relationships between the centre (politicians and officials) and the NHS, 

and between clinicians and managers.  Bold claims perhaps but ones that I will try to 

substantiate by reflecting upon our experience of recent patient safety programmes.  

 

        

 

EXPERIENCE OF LARGE-SCALE INTERVENTIONS 

 

SPI, Patient Safety First, SPSP, 1000 Lives and 1000 Lives Plus … all ambitious, 

large-scale interventions in healthcare with a focus on whole system change; and, 

whilst not unique, a very striking innovation in the application of this kind of 

approach to healthcare. What lessons have we learned? 

 

This is not an easy question to answer for at least two reasons.  First, to the extent that 

these interventions have been initiated and funded by governments, there has been 

some reluctance in the past to probe too closely into their actual impact.  Yes, 

Ministers want good soundbites – and there are plenty of good stories to tell – but 

they and their officials have been wary of rigorous and independent evaluation that 

might suggest that money has not been well-spent or could have been deployed more 

effectively.  That said, I have been encouraged by what I have heard at this 

conference that this may be beginning to change. 

 

But even when this complicating factor is removed, rigorous evaluation of a large-

scale intervention is complex and challenging, as the experience of the Health 

Foundation in relation to SPI – on which there were a couple of excellent 

presentations at last year’s conference – testifies.  That experience is excellently 

brought together in the Foundation’s Learning Report published in February last year 

and it was put in a wider context by Jonathan Benn and colleagues from Imperial in 

Social Science and Medicine in 2009:  different starting-points; underspecification of 

programme contents and deliverables; difficulties of defining outcomes and of 

measuring them in large and complex organisations (‘needles in haystacks’ etc). 
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So, before moving on, can I reiterate Dale Webb’s plea last year for us not to give up 

on evaluation and for ‘more synoptic, integrated approaches’.  There is no one right 

way and this is too important an endeavour for us to abandon.  From the perspectives 

of better public policy and better and safer healthcare, we need to know what works, 

why it works and in what circumstances – and to understand why some places have 

been more successful than others – which is why approaches based on realistic 

evaluation are proving so attractive. 

 

What, then, have we learned from the evaluative work that has been completed and 

from other less rigorous assessments of recent interventions? 

 

First, the impact has not been as great as predicted.  Whilst there have been significant 

improvements  - for example falling HSMRs and impressive reductions in HAI rates - 

other targets haven’t been achieved and it is very difficult to isolate the specific effect 

of patient safety programmes alongside the many other interventions that have 

occurred. 

 

Second, it is too soon to tell whether these improvements will be sustained.  There is 

also the question of spread.  The evidence is that the impact has been greater – as one 

would expect – in the clinical areas and among the staff most directly involved.  The 

challenge – as yet unresolved is to make improvement universal and permanent: only 

then can we say that we really have changed ‘the way things are done round here’. 

 

But, even before we can begin to claim that, I do detect signs of a change in relations 

between clinicians and managers in the increasing number of clinical areas in which 

patient safety programmes have touched – which I have not seen in most other 

national initiatives:  a stronger consensus about the relevance of programme goals and 

about the means of putting them into practice; in summary a better balance between 

top-down and bottom-up.  I look forward to seeing the results of research already 

under way on organisational culture which will elucidate whether this is just wishful 

thinking on my part. 

 

Third, there can be no question that there has been a significant impact on the agendas 

of government and of healthcare organisations.  The former I have discussed already; 

as far as the latter are concerned, initial examination of board agendas shows a 

marked change in emphasis which needs to be explored further to see whether it 

signals a real change in priorities and focus.  In conversation recently with the chair of 

one of the largest Foundation Trusts in England, I was impressed just how seriously – 

and personally - he takes achievement of their quality targets.   

 

Fourth, and here I am not aware that any hard evidence is yet available, there are 

lessons to be learned about the relationship between patient safety and quality, and 

between quality improvement on the one hand and regulation and inspection on the 

other.  Here devolution provides a tremendous opportunity for cross-border research 

(despite the difficulties of obtaining comparative high quality data – another hobby-

horse of mine on which I will resist the temptation to digress).  

 

Thus NPSA had the advantage of focus but, in my view, suffered from isolation from 

the rest of the quality agenda.  My former organisation – NHS QIS now Heathcare 
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Improvement Scotland – had the benefit of a more holistic perspective but arguably it 

suffered because of the breadth of its agenda and because of ‘contamination’ between 

different parts of its remit. 

 

QIS made a virtue of this, developing a cycle of improvement with three components: 

evidence, improvement, and scrutiny.  I think it is unique – certainly in the UK and 

probably worldwide – in seeking to make a success of combining the last two 

components (in other words going far beyond the mantra that all regulation is 

designed to lead to improvement), and of challenging the dichotomy between 

measurement for improvement and measurement for assurance.  This caused Don 

Berwick great puzzlement when he visited us (in part because he claimed that 

inspection contributed less than 5% to improvement).  Someone needs to research this 

thoroughly and also to test the effectiveness of different approaches to scrutiny and 

inspection.  

 

My own view is that viability of the Scottish approach is contingent upon inspection 

being clinically led and linked explicitly to improvement support.  Since I retired, HIS 

has acquired a more inspectorate-like arm in the Healthcare Environment Inspectorate 

which now also inspects services for older people, but I was interested - and pleased - 

to see in The Herald a couple of weeks ago the current Chair reaffirm the 

improvement focus of their work despite the stronger scrutiny focus they have now 

adopted.  

 

This is perhaps too close to my heart for me to investigate dispassionately, but I hope 

that someone will pick up this challenge for - and this is my final point - although I 

detect greater caution now about some of the more evangelical claims made for the 

quality improvement models that have been in vogue over the last decade, there has 

been a step change in attitudes to health service improvement which will not in my 

view be reversed.  This makes it all the more important that we learn the lessons of 

the increasing amount of healthcare experience that is now available and redouble our 

efforts to learn relevant lessons from other sectors; and that we avoid the risk of 

becoming wedded to conventional wisdom around what we have been doing and are 

open to new approaches that challenge contemporary orthodoxy. 

 

 

 

CONCLUSION 

 

Thank you for indulging me in these reflections. On both questions I remain 

optimistic about the future.  I hope that at least some of what I have said will 

encourage you to persevere with this important agenda whether as researchers, policy-

makers or health service practitioners. 

 

But I will quite understand if you feel – in Cromwell’s words quoted by Leo Amery in 

1940: 

 

“You have sat too long for any good you have been doing lately.  Depart, I say, and 

let us have done with you.  In the name of God, go!” 


