Common themes from three US reports on standards and quality of care in the NHS submitted to the Department of Health in England (requested by the junior health minister Lord Darzi), 2008 
Three reports were submitted to the DH and Ara Darzi in Jan/Feb 2008 by the Joint Commission International (JCI), the Institute for Healthcare Improvement in Cambridge, MA (IHI) and the Rand Corporation (Rand), all in the USA. 
The three US Reports for Ara Darzi:-

On Policy Exchange website Jan 2010:
"Quality Oversight in England – Findings, Observations, and recommendations for a New Model." Submitted to Department of Health United Kingdom (England). Submitted by Joint Commission International. 30 January 2008."

http://www.policyexchange.org.uk/assets/JCI_report.pdf
NHS and Ara Darzi 2008 report by Rand Corporation "Developing, Disseminating and Assessing Standards he National Health Service. An Assessment of Current Status Opportunities for Improvement." Elizabeth A. McGlynn, Paul Shekelle, Peter Hussey. Prepared for the Department of Health. February 2008.

http://www.policyexchange.org.uk/assets/Rand_report.pdf
"Achieving the Vision of Excellence in Quality: Recommendations for the English NHS System of Quality Improvement." Submitted to the Department of Health by the Institute for Healthcare Improvement. January 31, 2008

http://www.policyexchange.org.uk/assets/IHI_report.pdf
On DH website 11 Aug 2010:

http://www.dh.gov.uk/en/FreedomOfInformation/Freedomofinformationpublicationschemefeedback/FOIreleases/DH_118548
Summary

1. Culture of fear pervades the NHS management - Managers “look up, not out.”
2. Light-handed regulation – ‘annual on-site review sample is approximately 4%...’ ‘This is generally worrisome, but it is of even greater import in the light of the fact that in the at-risk on-site evaluations, two-thirds of the assessments of standards compliance do not conform with the organization’s self-assessment findings,…’
3. Process of the Healthcare Commission is regulatory and gives no improvement advice or expectation of use of the core standards to drive improvement

4. Poor clinical data

5. Virtual absence of mention of patients and insufficient data for patients to make informed choices

6. Too much change and restructuring

Methodology of the three reports

· The JCI report was based on “findings and observations drawn from interviews with over 50 stakeholder interviews, personal observations, and review of Department of Health and NHS documents and Web sites.”

· The IHI report states: “In the course of this project, the team interviewed 58 individuals from a range of agencies, organisations, and roles related to the National Health Service, harvesting and summarising their opinions and observations about performance and quality improvement in the NHS.  In addition, we reviewed published literature, official reports, and other documents bearing on these questions, as well as a sample of theoretical papers and case studies on approaches to improvement in large systems.”
· The Rand report states: “The RAND Corporation was asked to conduct a high-level review of the current approaches to developing and disseminating standards, and the extent to which current data and information systems are adequate to support the assessment of standards. The project took place over about 6 weeks and included a review of existing documents produced by the Department of Health (DH), the National Health Service (NHS), various Royal Colleges, regulatory bodies, arms length bodies, and other organizations involved in the areas related to the remit. A list of documents and websites reviewed is contained in the bibliography section. In addition, RAND staff interviewed more than 35 individuals in various organizations to obtain their perspectives on the current status and opportunities for improvement in quality standard setting, dissemination, and assessment.”

I have summarised some of the common themes found in these reports (as direct quotes) below.
1. Culture of fear pervades the NHS management

a. A “shame and blame” culture of fear appears to pervade the NHS and at least certain elements of the Department of Health

1. This culture generally stifles improvement and the kinds of chief executive officer (CEO) risk-taking behaviours that are necessary for creating organization cultures of quality and safety.

2. This culture is affirmed by Healthcare Commission leaders who see public humiliation and CEO fear of job loss as the system’s major quality improvement drivers.

3. This culture appears to be embedded in and expanded upon by the new regulatory legislation now in the House of Commons. [JCI]
b. The NHS has developed a widespread culture more of fear and compliance, than of learning, innovation and enthusiastic participation in improvement. [IHI] 

c. Virtually everyone in the system is looking up (to satisfy an inspector or manager) rather than looking out (to satisfy patients and families). [IHI] 

d. This culture generally stifles improvement and the kinds of chief executive officer (CEO) risk-taking behaviours that are necessary for creating organization cultures of quality and safety. [JCI] 
e. Creating more will and capacity for NHS organisational leaders to look “out” toward patient and families for signals about their priorities and ideas for improvement, instead of “up” to please the NHS hierarchy, will accelerate improvement, foster local cooperation, and, probably, decrease waste. [IHI]
f. Managers “look up, not out.” [IHI]

2. Light-handed regulation

a. The on-site evaluation of standards compliance is quite light-handed. The Healthcare Commission currently undertakes on-site evaluation of a 20% sample (10% judged to be at risk, 10% random) of acute trusts. During these on-site visits, organizations are evaluated against a 20% (approximate) sample of core Standards for Better Health that is felt to be particularly relevant to the individual trusts. This means that that annual on-site review sample is approximately 4% (20% of 20%) of the potential standards compliance assessment opportunity. This is generally worrisome, but it is of even greater import in the light of the fact that in the at-risk on-site evaluations, two-thirds of the assessments of standards compliance do not conform with the organization’s self-assessment findings, and that in the random on-site evaluations, one-third of the assessments of standards compliance do not conform with the organizations’ self-assessment findings. [JCI]
b. Trusts were allowed to “self declare” their level of adherence to the standards and these declarations were viewed with suspicion by outside observers. [Rand]
c. The Healthcare Commission does not set its own standards but rather assesses the performance of various NHS organizations using the standards developed by DH. [Rand]
3. Process of the Healthcare Commission is regulatory and gives no improvement advice or expectation of use of the core standards to drive improvement

a. The Healthcare Commission’s process is seen as regulatory rather than as an improvement strategy. It provides for inspection but not for advice to encourage and support improvement. [JCI]
b. The only quality oversight that regularly involves standards-based, on-site evaluations of essentially all acute trusts is that conducted by the Litigation Authority. This is also the only activity that regularly provides improvement advice to these organizations. [JCI]
c. The Standards for Better Health – at least those applied in the Healthcare Commission’s evaluation process (”core standards”) create no expectation or guidance for using performance measure data to drive performance improvement. [JCI]
d. Performance improvement is not otherwise an expectation articulated in the Standards for Better Health, nor does the Healthcare Commission see itself as having any role in facilitating improvement in the acute care trusts or in independent sector organizations. [JCI]
e. Rather, performance improvement is left to the acute care trusts to pursue individually. No guidance or other resources, such as methodologies or analytic tools, are made available by the Department of Health to support this work. A specific example is the absence of a requirement to conduct a root cause analysis of serious untoward incidents. The overall process should facilitate the translation of data into actionable information and then into performance improvement plans and actions. There is today not even a regular way in which the acute care trusts can share best practices. [JCI]
f. Although there is an emerging aspirational tone across the Department of Health (“world class commissioning”, “clinical excellence pathways”), there are few indications of sufficient attention being paid to basic performance improvements efforts. [JCI]
g. The lack of standardization is most evident in the commissioning process where each primary care trust appears to devise its own commissioning criteria, collect its own data, and set its own selection priorities. Absent access to relevant comparative clinical data – a stated concern of some primary care trusts - “…- commissioning decisions appear to be made primarily on the basis of financial considerations. This creates little incentive for clinical performance improvement in the acute care trusts.” [JCI]
h. Quality today does not drive or even influence commissioning decisions. In theory, the commissioning process could drive improvement, but that capability does not now exist and may take years to develop. To do this, the primary care trust will need more clinical leadership than is currently available, as well as skill in using improvement tools and access to standardised, reliable performance data. [JCI]
i. Many stakeholders felt that the methods of measurement and analysis of performance used in the NHS do not seem to be informed by actual measurement of patient-centred outcomes – i.e. the sorts of measures that would be required by Lord Darzi’s vision above – but rather, by process measures of performance. Most targets and standards appear to be defined in professional, organisational, and political terms, not in terms of patients’ experiences of care. [IHI]
j. Because NICE technology appraisals were part of core standards and NICE clinical guidance was part of developmental standards, these standards reinforced the concern that DH is more interested in costs than clinical quality. [Rand]
k. The standards themselves were written at a very high level making assessments of performance difficult … [Rand]
l. Others questioned the priorities that are emphasized by these assessments (seen as being motivated by political rather than health concerns). [IHI]
4. Poor clinical data

a. … the preponderance of the data regularly provided to the Department of Health by the acute care trusts is essentially “claims data” and generally lacks direct clinical relevance for health care professionals and other professional users. This creates a separate need (or opportunity) for others to mine this large database – such as the Dr Foster data dissemination initiative – to identify meaningful information, particularly patient outcomes information. [JCI]
b. The NHS currently has a substantial amount of data that could support quality based commissioning, but the data are not accessible [JCI]
c. A major concern across many of the standards is the lack of clear metrics for evaluating performance against standards. [Rand]
d. The standards were developed within DH and do not appear to have engaged a broader community of providers or patients in their development. Standards that are viewed as “top-down” are generally less well accepted. [Rand]
e. Some types of data that would be useful are not routinely collected (e.g., procedure-specific mortality, patient outcomes, patient experience); [Rand]
f. A common theme throughout the interviews was the need for outcomes data. [JCI]
5. Virtual absence of mention of patients and insufficient data for patients to make informed choices

a. Although Standards for Better Health is a stated goal of the NHS, there is insufficient data available about disease-specific care for patients to make informed choices. [JCI]
b. Public engagement in the commissioning process is lacking. [JCI]
c. We were struck by the virtual absence of mention of patients and families in the overwhelming majority of our conversations, whether we were discussing aims and ambition for improvement, ideas for improvement, measurement of progress, or any other topic relevant to quality. [IHI]
d. Despite claims of equity, many observers report significant variation in care across the country. [JCI] 
e. “The risk of consequences to managers is much greater for not meeting expectations from above than for not meeting expectations of patients and families.” [IHI]
6. Too much change and restructuring

a. “Stop the restructurings. The only thing they generate is redundancy payments.” [IHI]
b.  “It would be interesting to speculate what the impact would have been if the bill for redundancies could instead have been invested in improvement.” [IHI]
c. The sheer level of change in the NHS creates perhaps one of the greatest impediments to improvement. Much of the change does not create forward progress rather it results in chaos, loss of institutional knowledge, time required to learn new processes, and general disengagement with the process. [Rand]
Brian Jarman

January 2010.
The reports have been available of the Department of Health website from Aug 2010:
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/FreedomOfInformation/Freedomofinformationpublicationschemefeedback/FOIreleases/DH_118548

The three reports commissioned by Ara Darzi on the NHS.

Response
Please find attached the following three reports:

1. Achieving the Vision of Excellence in Quality: Recommendations for the English NHS System of Quality Improvement (submitted by the Institute for Healthcare Improvement);

2. Quality Oversight in England – Findings, Observations and Recommendations for a New Model (submitted by Joint Commission International); and

3. Developing, Disseminating, and Assessing Standards in the National Health Service: An Assessment of Current Status and Opportunities for Improvement (submitted by RAND).

Please note that the PDF files attached below are available for print only and have not been tagged for accessibility
· Download IHI report achieving the vision of excellence in quality (PDF, 588K)
· Download JCI report Quality oversight in England (PDF, 216K)
· Download Rand report (PDF, 202K)
· Download Rand Annex A - Netherlands (PDF, 89K)
· Download Rand Annex B - Germany (PDF, 61K)
· Download Rand Annex C - Australia (PDF, 52K
