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1.  BACKGROUND 

1.1 Context 
 
The need for strong clinical1 leadership and for a system wide focus on improving clinical and personal 
social services performance across the HSE has never been greater. The full implementation of a robust 
quality, safety and risk management programme is one of the strategic objectives identified in the 
organisations Corporate Plan for 2008 - 2010. This will deliver higher quality and safer services to patients 
and service users and is in line with the Transformation process currently underway. 
 
A review of HSE structures carried out in 2008, articulated in a report entitled ‘Emerging Perspectives on 
Organising for the Next Era of Integrated Care,’ recommended the appointment of a National Director 
Quality and Clinical Care (CCO). The stated mission of the CCO was ‘To work closely with the CEO and 
senior team, to define and support the delivery of high and consistent standards across care settings, and drive the clinical 
governance agenda’. This proposal was adopted by the HSE Board and now forms the basis for defining the 
purpose and functional design of a new Quality and Clinical Care Directorate.  
 
The establishment of a Quality and Clinical Care Directorate and the appointment of a National Director 
Quality and Clinical Care will develop clinical leadership and clinical governance across the HSE and will 
facilitate consolidation of the work carried out to date on the quality, safety and risk management agenda. 
It will enable the necessary focus to ensure, and provide assurance, that quality and patient safety are 
integral to all elements of service delivery.  
 
1.1.1 Quality  
 
What does “quality” in health and personal social services mean? 
 
Delivering quality means transforming health and personal social services:  
– From fragmentation of care to integration.  
– From professional autonomy driving variability to care customised on patient needs and values. 
– From professionals in control to patients in control. 
– From information in records to information flowing across the system. 
– From practice based on tradition to evidence-based practice. 
– From safety as individual responsibility to safety as a system competency. 
– From closed and secret systems to openness and transparency. 
– From reaction to needs to planning to meeting needs. 
– From cost reduction to increasing value. 
 
Adapted from Crossing the Quality Chasm by the Institute of Medicine 
 
In November 2007 the HSE’s ‘Quality and Risk Standard’ was published. This document describes the 
standards2 to be used to improve the quality, safety and risk management of care across the HSE. 
 
 
1.1.2 What is clinical governance?  
 
The term ‘clinical governance’ was originally defined in the National Health Service (NHS) in England as 
“A framework through which NHS organisations are accountable for continually improving the quality of 
their services and safeguarding high standards of care by creating an environment in which excellence in 
clinical care will flourish.” In the NHS in Scotland, clinical governance is defined as “corporate 
accountability for clinical quality.” 

                                                 
1 The term ‘clinical’ should be interpreted as relating to involvement of all types of care professionals working in the Health, 
Personal and Social care field. This also reflects the spectrum of care from health promotion and disease prevention through 
treatment in primary and secondary care to rehabilitation and palliation. 
2 ‘Standards’ encompass a wide variety of requirements including rules, principles, levels of attainment, etc.  Standards will include 
externally imposed standards, for example national standards defined by HIQA or international standards imposed by the EU, 
and HSE developed standards such as service frameworks, clinical guidelines and health technology assessments. 



 
Clinical governance can be considered part of an overall integrated healthcare governance and assurance 
framework. Figure1, below, illustrates the integrated approach to overall governance adopted by the NHS 
in England. Essentially, clinical governance is built on a solid foundation of financial and organisational 
controls, which are the key foundations for “creating an environment in which excellence in clinical care 
will flourish.” The need to integrate clinical governance within a wider governance approach is an implicit 
consideration of this paper.  For this reason, to effect excellence in care, this Directorate will need to 
work with both the service delivery and functional arms of the organisation to ensure an integrated 
healthcare governance approach. 
 
 

 
 
 
 
 
 
 
 
 
 
 

Page 4 of 42      Quality and Clinical Care Directorate – Final Working Paper version 1.1 23.01.09 

                                                

 
 
 
 
 
 
 

Clinical care

The
environment
of care

Financial
resources

CLINICAL 
GOVERNANCE

ORGANISATIONAL
CONTROLS

FINANCIAL CONTROLS

Organisational 
Assurances

(Annual Report)

Clinical
Assurances

(Clinical Governance
Report/Annual Report)

Financial 
Assurances

(Annual Accounts)

Risk management
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1.2 System-wide context 
 
The health service reform programme of recent years has seen the establishment of the Health 
Information and Quality Authority (HIQA) which regulates healthcare providers, including the HSE, 
through definition of and external inspection against standards.  The Mental Health Commission is also 
an external regulator of the care of mental health services. Moving forward, it can be anticipated that the 
Irish health system will become increasingly regulated in the area of patient safety by international 
authorities including the European Union (EU) which has already defined standards in key areas, for 
example blood safety.  
 
The report of the Commission on Patient Safety and Quality Assurance “Building a Culture of Patient 
Safety” published in August 2008 further supports this requirement.  An Implementation Steering Group, 
reporting directly to the Minister for Health and Children is to be established to progress the 
recommendations from this report.  Amongst its recommendations, and a key implication for this 
Directorate, is the establishment of a system of licensing for services or institutions which will be based 
on compliance with national standards and will provide the licensing authority with powers to provide 
and withdraw licences. Preparing the HSE to operate in a regulated health and personnel social 
service environment which includes licensing is a critical deliverable. 
 
In addition, another key development in the wider system is that within the Department of Health and 
Children, the role of the Chief Medical Officer will have specific responsibility within the area of patient 
safety.   
 
1.3 Development of this paper 
 
This discussion paper has been developed based on both national and international experience. For 
information, a research paper that analyses the clinical directorate system is appended3 (Appendix 1). A 

 
3 Gupta R, Vaidya A and Campbell R (2008). Analysing the clinical directorate system. British Journal of Healthcare Management 
Vol 14 No 9. 
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further paper looking at a systems approach to integrated care is also appended (Appendix 2). A brief 
review of latest developments in clinical governance, particularly in the NHS in England and in Australia 
was also carried out (Appendix 3). Appendix 4 to this paper details the membership of the Steering and 
Reference Groups who oversaw and were consulted on the production of this paper. Finally, Appendix 5 
presents and ‘Overview of the NHS Controls Assurance Project in England: 1998-2004’, which also 
usefully informed development of this paper. 
 
 
2.  PURPOSE AND FUNCTIONAL DESIGN OF THE DIRECTORATE 
 
To determine the functional design of the Directorate (how the Directorate will operate), it is necessary in 
the first instance to consider and define its purpose (what it must achieve). 
 
The mission of the HSE, as stated in its Corporate Plan 2008-2011 is as follows: “To enable people live 
healthier and more fulfilled lives.”  This is the overall purpose for the existence of the HSE and its 
delivery of health, personal and social services.  The purpose of the Quality and Clinical Care Directorate 
must reflect this intention. 
 
The purpose of the Quality and Clinical Care Directorate is  
“To ENSURE that people in Ireland achieve the best possible health, personal and social 
services4 outcomes within available resources” 
 
 
2.1 How will the Directorate operate to ensure that the purpose of the Directorate is 

achieved? 
 
The HSE’s framework document “Towards Excellence in Clinical Governance – Implementing an 
Integrated Quality, Safety and Risk Management Framework” describes a ‘service user centred’ 
approach to achieving best possible outcomes.  This is realised through ensuring implementation of 
appropriate structures, or underpinning requirements, together with key processes and programmes 
aimed at achieving the outcomes. This framework was, essentially, the National Hospitals Office and 
Primary, Community and Continuing Care practical response to devising a strategy for implementing the 
HSE’s overarching Quality and Risk Management Standard5. 
 
Conceptually, the directorate design is focused principally on the directorate achieving its purpose 
through effective implementation of the Quality, Safety and Risk Management Framework document. 
This approach provides clear objectives for the directorate which are outlined below: 
  

1. Ensuring implementation of key structures, or ‘underpinning requirements’, i.e.: 
 Communication and consultation processes  
 Clear accountability arrangements 
 Adequate capacity and capability to ensure quality, safety and risk management. 
 Standardised policies, procedure and guidelines  
 Monitoring and review arrangements 
 Assurance processes 

 
2. Ensuring implementation of ‘core processes and programmes’ for: 

 Clinical effectiveness and audit, including evidence based practice 
 Patient and public involvement 
 Risk management and patient safety, including adverse event reporting 
 Staffing and staff management 
 Service improvement 
 Learning and sharing information 

 
3. Ensuring development and monitoring of key performance indicators to demonstrate ongoing 

improvement in the quality, safety and risk management of care and achievement of best possible 

                                                 
4 The achievement of best possible personal and social services outcomes within a directorate that appears very clinically oriented 
is an issue that will need to be addressed as part of the detailed directorate design. 
5 It is anticipated that with the reorganisation of the HSE there will be a diminished need for a separate Standard and Framework.  



health and personal and social services outcomes.  Indicators would also drive and demonstrate 
value for money.  These assurances will be used internally as well as being provided to key 
external stakeholders such as the Department of Health and Children, the Health Information 
and Quality Authority, the public and international bodies. 

 
 
The operating model for the Quality and Clinical Care Directorate, as illustrated in Figure 2, will be 
to: 
 
1. SPECIFY  -  determine standards6 for care quality7, safety and risk management together with 

related key performance indicators for the entire organisation i.e. health and personal social services.  
 

2. ENABLE - build capacity within the organisation to deliver on the quality, safety and risk 
management agenda by providing support, documented guidance, education, training and direct 
assistance to enable local service providers demonstrably improve the safety and quality of care 
provided to patients / service users. 

 
3. ASSURE – monitoring compliance with key health and personal social services standards together 

with performance against key clinical and other performance indicators to provide assurances to the 
Chief Executive Officer. These assurances will be capable of demonstrating to internal and external 
stakeholders that the best possible health and personal social care outcomes are being achieved for 
patients/service users within available resources.  

 
 
The directorate will drive excellence in care for the HSE through effective action across these three areas. 
 

 

 

Excellence 
In Care 

Assure 

Enable Specify 

 
Figure 2:  Operating model for the Directorate to deliver excellence in care 
 
Responsibility for delivering improvement in quality, safety and risk management outcomes lies 
with service delivery.  Excellence in delivery of clinical and personal social services will be achieved 
through strong clinical leadership and a continuous focus on improvement.  This will be an ongoing 
process for the organisation and will take a number of years to achieve.  The initial focus of this 
directorate will be on specifying and enabling the organisation to deliver on its responsibilities.  
 
Over time the National Director Quality and Clinical Care will assure the Chief Executive Officer that the 
organisation has effectively implemented relevant standards to deliver safer, higher quality care to 
patients/service users.  Assurances will be provided through monitoring and auditing standards 
implementation and outcome measures independently of service delivery. Appendix 5 provides an 
                                                 
IStandards will include externally imposed standards, for example national standards defined by HIQA or international standards 
imposed by the EU, and HSE developed standards such as service frameworks, clinical guidelines and health technology 
assessments. 
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Overview of the NHS Controls Assurance Project in England: 1998-2004 which is relevant background 
to the proposed operating model for this directorate. 
 
The effective achievement of the best possible clinical and personal social services outcomes will require 
close collaboration between the directorates for Quality and Clinical Care, Service Delivery and Planning 
at all levels of the organisation; this is illustrated in Figure 3. This will require a degree of functional 
integration and trust. This collaboration will be underpinned by matrix working relationships.  A 
discussion paper describing Matrix Working is attached in Appendix 6.   
 
A challenge to delivering best possible clinical and personal social services outcomes, through these 
working relationships will be defining and implementing independent, shared and delegated 
responsibility, authority and accountability with regard to implementing the quality, safety and risk 
management agenda.  This will be developed further in the paper when an organisational structure is 
proposed. 
 
 

 

Excellence 
In Care 

Quality & Clinical 
Care 

Service 
Delivery Planning 

 
Figure 3:  Model illustrating how three Directorates must interoperate to deliver excellence in clinical and 
personal social services 
 
2.2 How will the Directorate demonstrate success? 
 
2.2.1 Key results areas demonstrating success for this Directorate in the short term are: 
    
 Clinical Leadership will be evident at national and regional level in the organisation. 
 Responsibility and accountability, specifically with regard to quality, safety and risk management, will 

be clearly defined in all job descriptions. 
 A standards development programme will have been agreed with the HSE Senior Management Team 

and implementation will have commenced. 
 A set of incentives8, including remuneration, to support implementation of standards will have been 

agreed with the HSE Senior Management Team. 
 Training and development programmes will be underway. 
 Healthcare audit will be developing. 

 
2.2.2 Key results areas demonstrating success for this Directorate in the medium term: 
 
 Standards will be defined and assurance frameworks implemented.   
 The capacity and capability to deliver clinical governance within an overall integrated governance 

environment will be in place. 
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8 Incentives refer to a framework of rewards and sanctions which strengthen health system performance by influencing the 
behaviour and performance of constituent actors (including patients, health professionals, health managers etc) towards pursuit 
of the health system goals.  Incentives can be financial (e.g. payment for performance) or non-financial (e.g. public reporting of 
performance information and licensing).  Perverse incentives are rewards or sanctions which influence actors away from health 
system goals. 
 



 Services will, at a very minimum, be provided to a defined standard, and many services will be 
exceeding these standards and moving towards higher levels of quality; 

 The organisation will be able to demonstrate and assure these achievements. 
 An incentive system, including remuneration, will be in place to support the clinical governance 

agenda 
 
Ultimately, the HSE will need to operate and be successful in a new operating environment.  A key 
feature of this environment will be external regulation (for example by HIQA or the Mental Health 
Commission) and potentially licensing of providers of health and personal social services.  A key result 
area for this Directorate will be ensuring that the HSE is fit for purpose in this context. 
 
While measurable improvement in clinical and personal social services outcomes will be the initial benefit 
to the organisation, additional quantifiable benefits should be improvements in: 
1. Patient experience 
2. Staff satisfaction9 and pride 
3. ‘Value for money’ (i.e. economy, efficiency and effectiveness of healthcare provision).  This will be 

achieved through ensuring that resources are appropriately utilised to achieve safer and higher quality 
services within existing resources. 

4. Public confidence in the healthcare system. 
5. Preparedness for Licensing - Moving forward, the work of this Directorate will provide the platform 

for compliance with future licensing requirements as proposed by the Commission for Patient Safety 
and Quality Assurance. 

 
 
3.  ORGANISING FOR SUCCESS 
 
Having defined the purpose of this Directorate and set out how it will function, relationships, roles and 
responsibilities for quality, safety and risk management are now set out. 
 
Figure 4 sets out a system design for the Quality and Clinical Care Directorate.  Relevant roles and 
responsibilities are set out below. 
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Figure 4:  Outline system design for the Directorate. 
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9 Partly, this should result from transforming the culture and practice of the organisation to one where, at the point of delivery of 
care, clinical and managerial staff have clarity of role definition and operate within a robust accountability framework that 
includes relevant delegated authority thereby empowering them to make and implement quality decisions. 
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3.1  Roles and responsibilities with regard to delivering on quality, safety and risk 

management in the HSE 
  
3.1.1 CEO 
 
The CEO will authorise the Directorate’s purpose and will monitor the directorate’s performance.  
 
Organisational priorities and therefore Directorate priorities will have to be agreed between the CEO, the 
National Director Quality and Clinical Care, the Directorate for Operations and the Directorate for 
Planning and Performance.   
 
The CEO will agree and require implementation of a set of incentives, including remuneration, under 
which service providers will operate and which will support compliance with standards as specified and 
measured by the Directorate for Quality and Clinical Care. 
 
3.1.2 Directorate for Service Delivery/Operations 
 
Ultimate responsibility and accountability for the effective implementation of quality, safety and risk 
management systems lies in the service delivery arm of the organisation and therefore with the Director 
of Operations. 
 
The Director of Operations delegates the responsibility for quality, safety and risk management to the 
Regional Directors for Operations and holds the Regional Directors to account for ensuring that there is 
effective implementation of quality, safety and risk management systems in the regions.   
 
Responsibility for the implementation of quality, safety and risk management systems should be explicit in 
job descriptions and post holders should be measured on their performance in this area and held to 
account. 
 
3.1.3 Quality and Clinical Care Directorate 
 
3.1.3.1 National Level 
The National Director Quality and Clinical Care will provide leadership internally and externally to drive 
excellence. 
 
The directorate will be responsible for: 

 Playing a key role in developing professional leadership at every level of the system. 
 It will define standards for clinical and personal social services including national service 

frameworks and clinical and personal social services guidelines.  It will also be the national focus 
for receipt of and response to external standards (which may be imposed on the HSE from 
national and international regulatory bodies such as HIQA and the EU, MHC). 

 It will provide support (e.g. toolkits, training etc) to service delivery to enable the implementation 
of standards to drive safety and quality. 

 It will develop and monitor indicators to provide assurance and manage performance. 
 It work will be a platform to build on future licensing requirements 

 
In order to discharge its responsibility, effective engagement and close collaboration with professionals 
working in service delivery will be essential. 
 
As priorities are agreed, expert panels and advisory groups will be established to develop standards and 
monitoring frameworks.  Their work will be supported by core staff of the Directorate for Quality and 
Clinical Care (for example social workers to examine child care legislation, haematologists to examine an 
EU Blood Directive).  In this way, the output from the Directorate at a national level is more likely to be 
owned and implemented effectively by front line staff. 
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Core directorate staff nationally will require a high level of technical and professional expertise in the 
development of standards and monitoring of information on clinical and personal social service 
performance, including outcomes.    
 
Some areas of work could be discharged externally and managed through service level agreements; for 
example, an academic centre could be commissioned to support the development of a clinical guideline or 
an organisation such as the ECRI Institute could be commissioned to undertake a health technology 
assessment.   
 
3.1.3.2 Regional Level 
At regional level, ultimate responsibility for quality, safety and risk management lies with the Regional 
Director for Operations/Service Delivery.   
 
A Regional Clinical Director will be appointed in each region. The Regional Clinical Director will report 
to the Regional Director of Operations and have a dotted line relationship to the National Director 
Quality and Clinical Care.   
 
The Regional Clinical Director will be a member of the Regional Management team. 
 
The Regional Clinical Director will be responsible for:  

 Providing clinical leadership at regional level and influencing regional and local management 
teams to fulfil their responsibilities within quality, safety and risk management framework 

 Providing support to and overseeing the implementation of national standards at a regional and 
local level; (could include the development of regional and local guidelines or integrated care 
pathways within a robust national framework).  In other words, the Regional Clinical Director 
will help translate national direction into local change. 

 Monitoring local performance in relation to safety and quality improvement and carryout 
healthcare audit. 

 Assisting the Regional Director to ensure resource allocation is based on performance, 
indicators and outcome measures.  

 
3.1.3.3 Local Level 
At Local level, ultimate accountability for the quality, safety and risk management of services lies with the 
responsible Area Manager.  Delegation of the authority and responsibility to deliver on quality, safety and 
risk management from the Area Manager to the relevant Clinical Director for a given service will occur. 
 
The Area manager reports to the Regional Director for Operations and will be responsible for: 

 Implementing relevant standards   
 Monitoring implementation through health care audit and performance indicators. 

 
Front line staff, within service units are the key to delivering excellence in clinical and personal social 
services.   
 
Through delegation, Clinical Directors will have responsibility for the delivery of safe, high quality 
services within their service unit. 
 
Clinical Directors will report to the Regional Director of Operations or other delegated Manager and 
have a dotted line relationship to the Regional Clinical Director. 
 

 
3.2  Key enablers for the new directorate will include: 
 

 Ensuring an appropriate and robust accountability framework across the HSE which includes 
relevant delegated authority. 

 Fit for purpose clinical leadership in place at national and regional levels. 
 Appropriate ICT systems in place to enable data collection and analysis. 
 Promoting a culture of patient safety and quality, building on examples of excellence and 

innovation. 
 Matrix working relationships defined at national, regional and local levels. 



Page 11 of 42      Quality and Clinical Care Directorate – Final Working Paper version 1.1 23.01.09 

 The success of this directorate and overall organisational success will depend on balancing the 
demands of safety and quality against cost control and ensuring easy geographical and temporal 
access to services.   

 
 
3.3 Outstanding issues: 
 

 Competency framework and selection process for Regional Clinical Director 
 Clarification of the following  - 

• How will authority of this directorate be defined?  
• What are the rules of engagement for the management teams nationally and regionally 

 Role of this directorate in financial allocation  
 Co- dependencies critical for success i.e. ICT / Facilities Management - Need to define 

minimum standard and be able to be assured of a response from support functions   - cannot 
have responsibility without authority. 

 Professional representation – i.e. nursing and other professionals / Part of core support team at 
national / regional level. 

 Identifying key staff to work within the directorate. 
 
 
4. STRUCTURAL DESIGN OF DIRECTORATE 
 
Detailed structural design of the directorate setting out the functional components now follows.  
Resource implications are currently being analysed based on the functional components set out National 
and Regional level below 
 
The Directorate is led by a Director’s Office, which will incorporate a clinical leadership team.  The 
functional components of the Directorate at a National level will be aligned into three teams: 

i. Standards Team 
ii. Implementation Team 

iii. Assurance Team 
 
 
5. DETAILED FUNCTIONS OF THE DIRECTORATE 
 
5.1 Directors Office 
 
The purpose of the Directors office is to support and enable the Director to discharge his/her leadership 
role to inspire clinical and personal social services excellence across services provided or funded by the 
HSE and at a national level outside the organisation. 

 
5.1.1 Focus for internal and external interaction and communication. 

 
 for delivery of clinical and personal social services excellence include Educational Bodies, 

Professional Colleges, Professional Regulators, Patient/Service User groups, WHO, EU, IMB, 
OTC, FSAI, DOHC (specifically the Chief Medical Officer), HIQA/SSI, Department of Justice 
etc.  

 
 Key internal stakeholders will be Director of Service Delivery, Director of Planning, Director of 

Communications and regional structures.   
 

 Patient and Service user interaction and communication will be essential to delivering excellence. 
 

 The Director will discharge much of the interaction and communication through the 
establishment of a panel of suitable leaders.  These clinical and personal social services 
professional will be drawn from within service delivery.  Their role will be to lead and drive 
continuous service and performance improvement – for example a lead cardiologist to work on 
cardiovascular policy with the DOHC or a lead social worker to work on development of 
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standards for child care with HIQA/SSI.  These panels will build on the work of Expert 
Advisory Groups. 

 
 It is envisaged, for example, that regular newsletters and other communiqués around excellence 

in clinical and personal social services excellence will issue to inspire both people who use and 
provide the service. 

 
 

5.1.2 Focus for Safety and Quality Research and Campaigns 
 
 This Directorate’s work in driving quality, safety and risk management needs to be underpinned 

by research.  The Directors Office will have a role in developing, commissioning, coordinating 
and overseeing the implementation of relevant research programmes in collaboration with 
relevant partners for example the Health Research Board and Academia.  An emphasis of this 
work will be to ensure that research is aligned with the priorities of the Directorate in supporting 
excellence in clinical and personal social services including assurance that the outputs of research 
are used to their maximum value within the HSE. 

 
 As a means of demonstrating leadership in the area of clinical and personal social services 

excellence, regular themed campaigns will be run from the Directors Office, for example hand 
hygiene, medication safety, elder abuse vigilance etc. 

 
 

 
5.2 Standards Team 
 
 
The purpose of this Team is to specify and enable implementation of professional and organisational 
structures across the HSE to drive clinical and personal social services excellence. 

 
5.2.1 Professional Affairs  
 
(The directorate will link with HR Directorate in relation to this function) 
 

 The priority will be the development of frameworks to continually develop, ensure and assure the 
competence of clinical and personal social services staff in line with the requirements of 
legislation and professional regulators.  To this end, the unit could work in collaboration with 
Medical Education and Training (METR) etc. 

 
 This will include frameworks for investigating and managing concerns for underperformance of 

clinical and personal social services staff.  Where necessary, referral on clinical and personal social 
services professional to the relevant professional regulatory bodies will be undertaken. 

 
 Moving forward, a key area of work for this unit will be to support the implementation of a 

system of credentialing for staff who work in the HSE. 
 

 A panel of clinical and personal social services professionals will be formed to provide expert 
professional advice into the work programme of this unit. 

 
 

5.2.2 Clinical and personal social services effectiveness  
 

Clinical and personal social services effectiveness, incorporating:  
 evidence based practice  
 value for money from clinical performance 
 clinical and personal social services audit,  

is the essential platform upon which excellence will be built for the HSE and through which the 
Directorate will achieve its purpose.  
 
Relevant work programmes to support clinical and personal social services effectiveness will include: 
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5.2.2.1 Standard development and implementation 
Standards are a means of describing the level of quality that clinical and personal social services providers 
are expected to meet or to aspire to.  

  
 
Standards exist in different forms: 

 
(i) External Standards:   
HIQA is the statutory, national standard setting authority and a key function of the unit will be to interact 
with HIQA around the development of these standards and support their implementation across the 
HSE.  It is anticipated that HIQA will move towards the production of a set of interlocking, high level, 
system competence standards which focus on corporate management of health and personal and social 
services.   

 
The national standards which HIQA produce will interoperate with service frameworks and clinical and 
personal social services guidelines which are produced outside the authority.   

 
Moving forward, it is also anticipated that international bodies such as the EU will impose standards on 
clinical and personal social services in Ireland.  The unit will also support the implementation of these 
external standards. 

 
(ii) National Service Frameworks (NSFs)  
NSFs set national standards and identify key interventions for a defined service (e.g. Diabetes, 
Cardiovascular Disease) or care group (e.g. older people), put in place strategies to support 
implementation; and establish ways to ensure progress within an agreed time-scale.   

 
They represent a strategic planning approach to clinical and personal social services effectiveness.  As 
such, their production will be a shared responsibility between the Directorate for Quality and Clinical 
Care and the Directorate for Planning and both Directorates will support their implementation within the 
Directorate for Service Delivery. 
 
(iii) Clinical and personal social services guidelines  
These are systematically developed statements about appropriate clinical or personal and social services 
for specific circumstances to be used by practitioners and patients/service users.   

 
The unit will have a national responsibility around guidelines.  This will include their development, 
however, it could be anticipated that the balance of work within the unit will be towards the collation and 
translating of guidelines from other jurisdictions rather than the primary production of guidelines.   
 
It could also be anticipated that while national guidelines will be produced in priority areas (high volume 
conditions), there will also be a role at regional and local level around the production of guidelines.  The 
unit will provide clear standards on how such guidelines should be developed and will act as a clearing 
house to promote the sharing of guidelines nationally.   
 
While the unit will have a core staff with the technical skills necessary to produce evidence based 
guidelines, it will draw on subject matter expert groups from across the system on a sessional basis as 
required; it will also draw on support from academic unit.  The unit will also capitalise on patient and 
service user involvement. 

 
(iv) Integrated Care Pathways  
These are multidisciplinary outlines of anticipated care, placed in an appropriate timeframe, to help a 
patient/service with a specific condition, set of symptoms or personal and social services need move 
progressively through a clinical or personal and social services experience to positive outcomes.  As such 
they are a tool to incorporate local and national guidelines into everyday practice, manage clinical and 
personal social services risk and meet the requirements of clinical and personal social services excellence.   

 
This work will be driven regionally and locally.  It will build on available guidelines and incorporate 
regional and local knowledge about the configuration of services.  The national role will be to support this 
work through the development of standards and the promotion of sharing through a clearing house. 
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5.2.3 Health technology assessment and prioritisation  
 

 For any new technology, be it a drug, device, procedure, setting of care or screening, health 
technology assessment (HTA) answers the questions of whether the technology works, for 
whom, at what costs and how it compares to available alternatives.   

 
 As a technique, it helps to determine priorities for service provision and can be used to inform, 

for example drug formularies and service planning.   
 

 While HIQA have a statutory role around HTA it is not envisaged that it will undertake 
evaluation except where technology has implications for national policy, for example colorectal 
cancer screening.  The HSE, on the other hand, has an interest to ensure that all emerging 
technology is screened and assessed as appropriate to maximise health outcomes for the 
population within available resources, i.e. delivers value for money. 

 
 The unit would collaborate as necessary with the Directorates for Planning and Finance.  It is 

anticipated that this function will require significant expertise and this expertise is unlikely to be 
well developed within the HSE.  It will link with and utilise centres of technical expertise at a 
national (e.g. academic) and international level.   

 
 Moving forward, it will become central to ensuring that the organisation provides safe, high 

quality care which delivers value for money.  
 
 

 Associated with HTA, and in collaboration with the Directorates for Planning and Finance, the 
function will also apply robust methodologies for prioritisation, in particular “programme 
budgeting and marginal analysis” wherein marginal investments across programme of care will be 
assessed against the marginal outcomes to inform prioritisation.  This will be undertaken at a 
national and regional level to inform resource allocation decisions. 

 
 
5.3 Implementation Team 
 
The purpose of this Team is to specify and enable implementation of processes and programmes within 
service delivery which will drive excellence in clinical and personal social services. 
 
5.3.1 Leadership, Training and Organisational Development  
 

 Excellence in clinical and personal social services is dependent on leadership provided in service 
delivery by clinical and personal social services professionals and by health and personal and 
social services managers.   

 
 This unit will support the development and maintenance of effective and up-to-date leadership 

capacity in service delivery.  The Unit will coordinate “Clinicians in Management” - type and 
other leadership programmes for key service delivery staff.  

 
 Excellence is also dependent on developing capacity within service delivery in the areas of 

quality, safety and risk management and team working.  Training and organisational development 
expertise within the unit would develop and implement programmes of work to support 
necessary capacity development. 

 
5.3.2       Evidence-based practice (EBP) training 
 

 The unit will support the development of necessary capacity to promote evidence based practice 
across the HSE. 
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5.3.3 Patient Safety and Risk Management 
This unit will design and support the implementation of core programmes of work across the HSE to 
manage risk and to ensure patient and service user safety.   

 
This will include the following: 
 

 Risk Registers: Standards for regional/local risk register development and support for 
implementation; maintenance of HSE Corporate Risk Register. 

 
 Good-faith reporting (“whistle-blowing”):  Developing structures and procedures to facilitate and 

manage good-faith reports at local, regional and national levels. 
 

 Coordinate and assure dissemination of alerts concerning medication, blood, cells, tissue and 
device safety. 

 
 Develop and drive specific initiatives around high risk areas such as medication, blood, cells, 

tissue and device safety. 
 

 Serous incident and incident management:  Standards for national/regional/local incident 
management and regional support for implementation including operating the HSE SIMT.   

 
 Occupational Health and safety:  linkage 

 
 Environmental Safety:  linkage 

 
 Adverse event reporting and learning system:  develop and implement system (link with Clinical 

Indemnity Scheme and Commission Report Implementation Steering Group); “escalation” of 
incidents from local to regional to national; develop and monitor a learning system, link with 
Directorates for Planning and Service Delivery as necessary; support incident investigation 
through RCA/Systems analysis standard and implementation. 

 
5.3.4 Consumer Affairs 
 
Achievement of excellence in clinical and personal social services requires a patient/service user focus.  
 

 The Consumer Affairs Unit provides a national hub for patient and service user focus on the part 
of the HSE as well as specifying and enabling implementation of structures and processes for 
effective patient/service user involvement at a regional and local level.   

 
 This will build on the work already ongoing within Consumer Affairs nationally including the 

implementation of the strategy for patient/service user involvement.   
 

 It will, in collaboration with other units within the Directorate for Quality and Clinical Care and 
the wider HSE (especially communication and ICT) develop patient/service user focused 
information through various media on relevant health and social issues, in particular providing 
signposting and decision support for the public who may have health or social issues. 

 
 It will continue the work around complaints/FOI/Data Protection at a national level, however 

the operational responsibility for such structures and processes will lie with service delivery at a 
regional and local level.   
 

5.3.5 Service Improvement 
 

 This unit building on the measurement of clinical and personal social services performance 
monitoring function of the Outcomes Division and helps to bring about the necessary change in 
service and clinical performance to deliver excellence. 
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 It builds capacity in service delivery to effect change, for example through the production of 
service and clinical performance improvement toolkits which show service providers how to 
benchmark performance and bring about change. 

 

 The unit will also provide a small number of service and clinical performance improvement 
teams who would visit service providers in their own setting and work closely with them to bring 
about change.   

 
5.4 Assurance Team 

 
The purpose of this Team is to assure the Director that there has been effective implementation of 
structures and processes that drive clinical and personal social services excellence through 
monitoring, with an emphasis on outcome monitoring.   
 

 
5.4.1 Clinical and personal social services  

 
 Audit is a quality improvement tool for use principally at a local level.  The unit will develop and 

support the implementation of audit standards as well as developing necessary capacity.  It will 
lead and coordinate a small number of periodic system-wide audits along priority themes which 
will support its monitoring of quality and outcome.  

 It will lead and coordinate the production of regular reports on clinical and personal social 
services audit activity across the HSE which will be published. 

 
5.4.2 Quality and Outcome Monitoring 
 
 Monitoring to continually assure the effective implementation of structures and processes that drive 

clinical and personal social services excellence is an information dependent function and will require a 
high degree of technical expertise.  This will be an area for development within the organisation and 
will require linkage with national and international sources of expertise. 

  
Relevant work programmes to support monitoring will include: 

- Quality, safety and risk management Indicators 
 

- Development 
 
- Implementation 

 
- Supporting collection, analysis, interpretation and action at a local and regional level  

 
- Collation at a national level 

 
 Produce “Quality, safety and risk management Accounts” for HSE to publicly report on the outcome 

of health and personal and social services and to provide accountability to necessary audiences 
including the Board, DOHC, HIQA and the public. 

 
 Support/collate information for external standard reviews for HIQA or other external bodies. 

 
 
 Support/coordinate periodic internal standard reviews for the HSE to determine performance against 

National Service frameworks or national guidelines. 
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APPENDIX 2 
 
Refer to Edgre, L (2008). The meaning of integrated care: A systems approach. International Journal of 
Integrated Care – Vol. 8, 23 October 2008  
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APPENDIX 3 – Selected International Review of ‘Clinical Governance Units’ (however named) 
 
Stuart Emslie10, Updated 5 November 2008 
 
 
 
The aim of this piece of work was, essentially, for the author to ‘re-visit’ a range of organisational designs 
for ‘clinical governance’ that he has previously been exposed to in the context of his work with the 
Department of Health in England, with the UK National Audit Office in relation to their study of clinical 
governance in the NHS in England, and with various work elsewhere, including with clinical governance 
units in Australia. 
 
The objective here is to reference a range of activity that includes organisational design, provide some 
brief commentary and point to additional information. Ideally, there should be some discussion around 
this with the steering and/or reference groups involved in design of the new directorate. 
 
It is important to note that there are two principal approaches to establishing clinical governance units, 
which I’ll refer to as ‘macro’ and ‘micro’. Macro relates to country or system-wide. Micro relates to a unit 
that supports an entire individual organisation, such as a hospital.  
 
a) National Health Service 
 
The concept of improving clinical quality (including safety) through clinical governance was put forward 
by Liam Donaldson and Gabriel Scally in England in 199811. In 1999, the Department of Health in 
England issued HSC 1999/065 – Clinical Governance: Quality in the new NHS12. This circular provided a 
framework within which local organisations could work to improve and assure the quality of clinical 
services for patients.  
 
In response to this circular, many organisations (micro level) established clinical governance committees 
and/or units. For example, see Oxford Radcliffe Hospitals NHS trust’s Clinical Governance Support 
Unit (CGSU)13 or the clinical governance organisational structures for Bristol Primary Care Trust14. Units 
and structures such as these (and there are many more examples in the NHS) aimed to support clinical 
governance and the drive for quality improvement locally (i.e. micro level). 
 
At national (macro) level the Department of Health established the National Clinical Governance 
Support Team (NCGST)15 with a remit to help local organisations implement clinical governance. There 
was no accountability for actual improvements in the quality of clinical care attached to NCGST. 
Accountability, instead, was placed on Chief Executives of NHS organisations and enshrined in 
legislation. The Commission for Health Improvement (now the Healthcare Commission, and soon to be 
the Care Quality Commission) had responsibility for conducting and publishing independent clinical 
governance reviews of NHS organisations. 
 
The NHS has also led the way in developing ‘clinical directorates’ bringing managers and clinicians 
together to optimise resources and patient care16. 

                                                 
10 The author joined the Department of Health in England in 1998, having had several years experience of developing 
methodologies and computer-based systems for quality and patient safety for the four UK health departments. He worked on 
development of HSC 1999/065 – clinical governance in the NHS – and was responsible, as head of controls assurance, for 
implementing a ‘converged’ approach to clinical and non-clinical governance across the NHS in England. He designed the 
blueprint for the national reporting and learning system for the National Patient Safety Agency (NPSA), and helped establish and 
launch the NPSA. He was principal advisor to the National Audit Office on their major studies of clinical governance and patient 
safety in the NHS in England. He is currently WHO advisor on clinical governance and patient safety to the Malaysian Ministry 
of Health. He regularly teaches a masters module on risk management and clinical governance in China and Singapore on behalf 
of Flinders University Medical School in South Australia. He runs an elective module on clinical governance for final year 
medical students at Oxford University Medical School. And he developed and leads a part-time master’s programme in healthcare 
governance at Loughborough University Business School. This programme takes an integrated approach to corporate and clinical 
governance in healthcare. 
11 http://www.bmj.com/cgi/content/full/317/7150/61  
12http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Healthservicecirculars/DH_4004883  
13 http://www.oxfordradcliffe.nhs.uk/aboutus/clingovdocs/cg%20strategic%20framework.pdf  
14 http://www.bristolpct.nhs.uk/Staff/ClinicalGovernance/default.asp  
15 http://www.cgsupport.nhs.uk/  
16 e.g. see http://www.bjhcm.co.uk/cgi-bin/go.pl/library/abstract.html?uid=30833  

http://www.bmj.com/cgi/content/full/317/7150/61
http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Healthservicecirculars/DH_4004883
http://www.oxfordradcliffe.nhs.uk/aboutus/clingovdocs/cg%20strategic%20framework.pdf
http://www.bristolpct.nhs.uk/Staff/ClinicalGovernance/default.asp
http://www.cgsupport.nhs.uk/
http://www.bjhcm.co.uk/cgi-bin/go.pl/library/abstract.html?uid=30833
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fection 

 
Currently, many NHS organisations in England, spurred on by the Department of Health’s ‘integrated 
governance’ initiative17, are setting up ‘healthcare governance’ directorates, units or structures that 
attempt to integrate various aspect of governance, including clinical governance, e.g. see South Tees 
Hospitals NHS trust18 whose Directorate of Healthcare Governance is headed by a medical director and 
a director of nursing and patient safety and whose functions/areas of expertise includes Chaplaincy and
spiritual care , Clinical audit , Clinical governance, Data protection, Freedom of information act, In
prevention and control, Information governance, Legal services , Medical director's office , Nursing, 
Patient advice and liaison service, Patient relations  and Patient Safety 
 
It is important to note that the arrangements for clinical governance in Scotland, Wales and Northern 
Ireland differ.  
 
Scotland introduced (macro) standards for ‘clinical governance and risk management’19 and responsibility 
for their implementation lies with boards. Clinical governance and risk management reviews are 
conducted by NHS Quality Improvement Scotland20. Interestingly, Scotland defines clinical governance 
as “corporate responsibility for clinical performance.” 
 
Wales adopted a macro approach and put in place a Clinical Governance Support and Development 
Unit21 to provide support to all NHS providers. Some individual NHS organisations in Wales do, 
however, have in-house structures for clinical or healthcare governance. See, for example, the Nursing 
and Healthcare Governance Directorate22 at North West Wales NHS Trust. 
 
Northern Ireland introduced the concept of ‘Clinical and personal social services s’ governance. Further 
information can be found on the website of the Department of Health, Social Services and Public 
Safety23. 
 
b) Australia 
 
The New South Wales Health Department (the largest public health department in Australia) was the first 
to implement clinical governance in Australia. The author was previously involved with the Hunter Area 
Health Service Clinical Governance Unit at the John Hunter Hospital in Newcastle, New South Wales – 
Australia’s first clinical governance unit, established in 1999. This is now the Hunter New England 
Clinical Governance Unit24. New South Wales Health department has clinical governance units 
established in each of its eleven area health services (regions)25. Full details of the New South Wales 
Health Department’s clinical governance framework are available on the web26. 
 
In Victoria, the Victorian Quality Council has produced various guidance on implementing clinical 
governance, and has an overarching safety and quality improvement framework for Victorian Health 
Services27. Additional guidance includes publications on the healthcare board’s role in clinical 
governance28, leading clinical governance in health services looking at the role of the CEO and senior 
managers29, developing the clinical leadership role in clinical governance30, and enabling the consumer 
role in clinical governance31 
 
Also in Victoria, Alfred Health has a Clinical Governance Unit32 that supports three hospitals in 
Melbourne. Alfred Health state that they are “committed to continual improvement in order to provide 

                                                 
17http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4128739  
18 http://www.southtees.nhs.uk/live/?a=78  
19 http://www.nhshealthquality.org/nhsqis/files/CGRM_CSF_Oct05.pdf  
20 http://www.nhshealthquality.org/nhsqis/2574.html  
21 http://www.wales.nhs.uk/sites3/docmetadata.cfm?orgId=419&id=67885  
22 http://www.northwestwales.org/WiSSCMS-en-284.aspx  
23 http://www.dhsspsni.gov.uk/index/hss/governance.htm  
24 http://www.hnehealth.nsw.gov.au/cg  
25 http://www.health.nsw.gov.au/hospitals/healthcare/clingov.asp  
26 http://www.hnehealth.nsw.gov.au/cg/principles,_framework_and_committees  
27 http://www.health.vic.gov.au/qualitycouncil/pub/improve/framework.htm  
28 http://www.health.vic.gov.au/qualitycouncil/pub/improve/healthcareboard.htm  
29 http://www.health.vic.gov.au/qualitycouncil/pub/improve/leading.htm  
30 http://www.health.vic.gov.au/qualitycouncil/pub/improve/clinicalleader.htm  
31 http://www.health.vic.gov.au/qualitycouncil/pub/improve/enablecons.htm  
32 http://www.alfred.org.au/Department.aspx?ID=190  

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4128739
http://www.southtees.nhs.uk/live/?a=78
http://www.nhshealthquality.org/nhsqis/files/CGRM_CSF_Oct05.pdf
http://www.nhshealthquality.org/nhsqis/2574.html
http://www.wales.nhs.uk/sites3/docmetadata.cfm?orgId=419&id=67885
http://www.northwestwales.org/WiSSCMS-en-284.aspx
http://www.dhsspsni.gov.uk/index/hss/governance.htm
http://www.hnehealth.nsw.gov.au/cg
http://www.health.nsw.gov.au/hospitals/healthcare/clingov.asp
http://www.hnehealth.nsw.gov.au/cg/principles,_framework_and_committees
http://www.health.vic.gov.au/qualitycouncil/pub/improve/framework.htm
http://www.health.vic.gov.au/qualitycouncil/pub/improve/healthcareboard.htm
http://www.health.vic.gov.au/qualitycouncil/pub/improve/leading.htm
http://www.health.vic.gov.au/qualitycouncil/pub/improve/clinicalleader.htm
http://www.health.vic.gov.au/qualitycouncil/pub/improve/enablecons.htm
http://www.alfred.org.au/Department.aspx?ID=190
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the best care to our community. Our goals are to put safety first, to enhance practice to improve access 
and to integrate our services.” The Clinical Governance Unit supports these goals by facilitating the 
development of quality and patient safety systems at Alfred Health. 
 
And in Western Australia, the Department of Health established an Office of Safety and Quality in 
Healthcare that “promote[s] customer-focused, safe, quality health care…..” The Office covers all aspects 
of safety and quality and has produced clinical governance standards based on the NHS in England’s 
former Controls Assurance project33. 
 
 
c) New Zealand 
 
The development of clinical governance, including structures, etc., in New Zealand is the subject of an 
extensive downloadable independent 82 page report34. 
 
Of particular note in New Zealand is the review of governance arrangements at Waikato District Health 
Board35. The review, carried out, interestingly, by Maureen Robinson (formerly head of the quality unit at 
NSW Health Department in Australia), “identified a better approach to corporate and clinical governance 
for the DHB and the key components of that system and provided a high level action plan for achieving 
this improved system and enhanced results that were consistent with Ministry of Health plans and 
objectives.”  
 
d) Malaysia 
 
Readers may be interested to know that the author has been working closely with the Malaysian Ministry 
of Health for two years, under contract to the World Health Organisation, looking at options for 
introducing clinical governance across their 136 public hospitals. An early clinical governance standard 
developed for Malaysia formed part of the basis for development of the HSE’s integrated quality and risk 
management standard. The Malaysian Ministry of Health is interested to learn from work in Ireland and 
may move to adopt a similar approach during 2009. 
 
 
Implications of the review 
 
The brief summary above ‘points’ to 24 references containing further, more detailed, information 
providing many useful, but non-exhaustive, insights and lessons learned with regard to clinical 
governance. Some of these have been taken on-board in thinking through the initial design of the 
directorate of Quality and Clinical Care. 
 
END 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
33 http://www.safetyandquality.health.wa.gov.au/home/  
34http://www.moh.govt.nz/moh.nsf/fefd9e667cc713e9cc257011000678d8/38dd32b7a22ca197cc256bb20081a301/$FILE/CLA
NZlitreviewfinal.pdf  
35 http://www.scoop.co.nz/stories/GE0706/S00079.htm  

http://www.safetyandquality.health.wa.gov.au/home/
http://www.moh.govt.nz/moh.nsf/fefd9e667cc713e9cc257011000678d8/38dd32b7a22ca197cc256bb20081a301/$FILE/CLANZlitreviewfinal.pdf
http://www.moh.govt.nz/moh.nsf/fefd9e667cc713e9cc257011000678d8/38dd32b7a22ca197cc256bb20081a301/$FILE/CLANZlitreviewfinal.pdf
http://www.scoop.co.nz/stories/GE0706/S00079.htm
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Appendix 4 –  
 

Membership of Steering Group and Reference 
Group 

 
 

Steering Group: 
 

• Mr Damien McCallion, Director of Integrated Services  
• Prof Tom Keane, Director NCCP 
• Mr Stuart Emslie, Health Care Governance Consultant 
• Mr Fran Thompson A/National Director ICT 
• Dr Paul Kavanagh, Patient safety and Healthcare Quality 
• Ms Margaret Brennan Nominated PCCC Representative 
• Dr Joe Clarke, Nominated GP representative 
• Ms Maura McGrath, HR Advisor 
• Ms Ann Carrigy, Director SIMT  
• Ms Edwina Dunne, Head of Quality and Risk 
• Dr Barry White, Colleges Forum Representative 

 

 

Reference Group: 

 
• Medical Representative  sourced through Colleges Forum 
• Ms Irene O’ Connor, Directors of Nursing and Midwifery representative 
• Ms Edel Callanan, Therapy Professions Committee 
• Mr Bill Meagher, Personal and Social Care representative 
• Mr Moss McCormick, Health Care Managers representative 
• Dr Davida DelaHarpe, Population Health Representative 
• Dr Risteard O’Laoide, Colleges Forum Representative 
• Mr Kevin O’Malley, Colleges Forum Representative 
 

 
 

 
 
 
 
 
 
 
 



 
 
Appendix 5  
 
Overview of the NHS Controls Assurance Project in England: 1998-2004 
 
Stuart Emslie, formerly Department of Health head of controls assurance for the NHS in England 
 
 
In 1998, the author was seconded from Strathclyde University in Glasgow to head up the NHS controls 
assurance project at the Department of Health. The job involved specification and implementation of 
standards to underpin the project, together with implementation of a comprehensive programme of 
assurance, from chief executives and boards of NHS organisations, that standards were being 
implemented and performance, in terms of outcomes and outputs, was improving. Whilst the project 
principally existed to implement mandatory corporate governance requirements, it also had the benefit of 
ensuring that clinical governance was being built on a suitable environment of financial and organisational 
controls. 
 
Controls assurance was conceived by the director of finance and performance of the NHS in England at 
the Department of Health as “the final piece of the governance jigsaw.” Figure 1 describes the project 
graphically. Essentially, assurances were required annually in respect of all controls, including risk 
management, in line with the combined good of good governance issues by the London Stock Exchange 
for listed companies, and adopted by the Department of Health for the NHS. All controls meant 
financial, organisational and clinical controls. Assurances on clinical controls were to be provided through 
the clinical governance initiative and the author was tasked with ‘converging’ the controls assurance and 
clinical governance agendas. The ‘squiggly line’ between clinical governance and organisational controls in 
Figure 1 denoted the fact that there are many grey areas between the two. 
 
 

Clinical care

The
environment
of care

Financial
resources

CLINICAL 
GOVERNANCE

ORGANISATIONAL
CONTROLS

FINANCIAL CONTROLS

Organisational 
Assurances

(Annual Report)

Clinical
Assurances

(Clinical Governance
Report/Annual Report)

Financial 
Assurances

(Annual Accounts)

Governance, control and
assurance in the NHS

Risk management

 
Figure 1 

 
 
The controls assurance project was operationalised through development of a set of standards reflecting 
financial and organisational control and risk issues. These standards, together with the results of an NHS-
wide baselines self-assessment against the standards for 1999-2000, are listed in Table 1. The figures show 
the mean percentage compliance across all NHS organisations together with the standard deviation, 
showing the variability across the NHS in compliance with the standards.  
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Figure 2 is an example of a ‘drill down’ into the infection control standard to reveal the mean scores, 
together with standard deviation, for the various criteria comprising the standard. This information, 
together with the information in Table 1 and supplementary information on risk (from risk registers) and 
performance (from key performance indicators, which were a requirement for every controls assurance 
standard)  
 
Using this system of standards, implementation and assurance through self assessed information on 
standards compliance and performance, backed by selected independent assessment (by Internal Audit) 
on whether people for following the right process, we could demonstrate improvement and, very 
importantly, assess and prioritise investment to effect improvement. 
 
Whilst the controls assurance system did not contain any detailed clinical standards, it was always 
envisaged that such standards would encompass clinical standards (e.g. National Service Frameworks, 
clinical guidelines, etc.). In an attempt to do this, in July 2004 the controls assurance standards were 
superseded by the ‘Standards for Better Health’, which were supposed to bring together the original 
controls assurance standards with a range of clinical governance, and other standards. 
 
The controls assurance project was highly successful in bringing attention to the need for standards as a 
foundation of building robust assurances to stakeholders on the safety and quality of care. The risk 
management component of controls assurance was based on the Australian/New Zealand Standard 4360, 
which has also been taken on-board in Ireland. 
 
Fundamental to the controls assurance project was the annual sign-off by the CEO of each NHS 
organisation (on behalf of the board) of a ‘Statement on Internal Control.’ This is now a mandatory 
requirement across the whole public sector, not just in the NHS. And other countries have taken the 
concept on board. For example, New South Wales Health Department requires managers of hospitals to 
sign off a clinical quality controls assurance statement. 
 
The whole system of controls assurance was geared to providing assurances to stakeholders that 
organisations were meeting their objectives and minimising risks of all kinds. Ultimately, in England, the 
system would have been generating assurances that NHS organisations were delivering the best possible 
health outcomes for patients at a sustainable cost (i.e. within financial resources). 
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End 

Standard Mean Rank Std. Deviation
Human Resources 74.3 1.0 14.8
Catering and Food Hygiene 73.6 2.0 22.4
Fire Safety 73.5 3.0 15.6
Waste Management 65.0 4.0 18.0
Health and Safety Management 64.9 5.0 16.1
Medicines Management 64.4 6.0 16.4
Information Management & Technology 62.7 7.0 18.5
Contracts and Contractor Control 62.5 8.0 18.5
Buildings, land, plant etc 58.2 9.0 19.3
Emergency Preparedness 55.6 10.0 24.7
Infection Control 53.8 11.0 24.3
Security 52.3 12.0 21.4
Risk Management System 51.7 13.0 18.1
Medical Devices 48.6 14.0 17.6
Professional & Product Liability 41.0 15.0 24.2
Records Management 39.6 16.0 23.6
Transport 24.5 17.0 20.7
Environmental Management 21.1 18.0 18.9
Organisation Average 56.3 10.1

 
Table 1 – Controls assurance standards and Year 1 baseline assessments 
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Appendix 6: 
 
Matrix Working 
 
Stuart Emslie 
 
Based principally on www.enotes.com/biz-encyclopedia/matrix-management-and-structure and 
http://www.itstime.com/jul2004.htm  
 
 
 
In healthcare, matrix working, or matrix management, is typified by both functional (vertical - e.g. 
planning, delivery, quality, etc.) and service (horizontal, or pathway - e.g. chronic disease, cancer, stroke, 
etc.) structures. Proper co-ordination of the two aims to get the advantages of both. 
 
Although all matrix structures entail some form of dual authority and multidisciplinary grouping, there are 
several variations. In healthcare, the most common is the coordination model, in which staff members 
remain part of their functional or service structure. Procedures are instituted to ensure cross-
function/service cooperation and interaction towards the achievement of overall organisational goals (e.g. 
ensuring people achieve the best health and social care outcomes…….etc.).  
 
Matrix structures are flatter and more responsive than other types of organisational structures because 
they permit more efficient exchanges of information. Because people from different functional and 
service areas are cooperating so closely, they are usually eager to share data that will help them achieve 
common goals. In effect, the entire organisation becomes an information web; data is channelled both 
vertically and horizontally as people exchange clinical and technical knowledge, innovative ideas and 
financial information to make decisions. Because of this, some writers36 believe that matrix is a process 
rather than a structure. 
 
Other benefits of matrix management include improved motivation and more adept managers. Improved 
motivation results from decision-making within groups becoming more democratic and participatory 
because each member brings specialised knowledge to the table. More adept management is the result of 
top decision makers becoming more involved in, and thus better informed about, the day-to-day 
operations of the organisation. This involvement can also lead to improved long-term planning. 
 
There are, however, disadvantages of matrix working. For example, one study showed that between 1961 
and 1978 about one-quarter of all teaching hospitals in the United States moved to matrix management 
structures. By the late 1970s, though, nearly one-third of those hospitals had rejected the concept, citing 
reasons such as high costs, excessive turnover, and interpersonal conflict. 
 
But matrix structures (or processes) can, according to some, be made to work. According to Kevan 
Hall37, for example, “The key is in building a new type of people management capability in the matrixed 
middle.” And Paula Martin38 believes that if we follow a few simple rules we can operate more effectively 
in both dimensions (vertically and horizontally) within a matrix organisation. But to make the organisation 
work it takes not only rules but it also takes commitment from each of us to make it work effectively. 
Her rules are as follows: 
 
1. Control of Self, Not Others 
 
Many of us are deluded by the idea that we can control other people.  We think we can control our 
subordinates, our team members, or even our spouses.  The sad fact is that the only person we can 
control is ourselves, and most of us do a pretty poor job of that.  Sure, in extreme circumstances, such as 
a prison environment, we can control someone else’s actions, but we can’t control their minds and 
hearts. Those they have to give of their own free will.  The best way to win people’s hearts and mind is 

                                                 
36 E.g. see www.managers-net.com/matrixman.html  
37 www.articlesbase.com/management-articles/matrix-management-519030.html  
38 http://www.itstime.com/jul2004.htm 

http://www.enotes.com/biz-encyclopedia/matrix-management-and-structure
http://www.itstime.com/jul2004.htm
http://www.managers-net.com/matrixman.html
http://www.articlesbase.com/management-articles/matrix-management-519030.html
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through collaboration – allowing them to participate in making decisions and solving problems that affect 
them. 
 
2. Adult Relationships 
 
Working effectively in a matrix requires collaboration between individuals and collaborative requires 
adult-to-adult relationships.  Adults negotiate, come to consensus, resolve conflicts, respect each other’s 
opinions, recognize and respect differences, etc.  Too often relationships are parent-to-child.  Parents 
dictate, judge, demand, criticize.  Children whine, complain, revolt and feel victimized and powerless.  By 
staying in the adult-to-adult mode, we can more effectively negotiate for what we want and need to be 
successful. 
 
3. Personal Power 
 
Many of us work in organizations where being accountable for something means being blamed for what 
goes wrong.  As a result, most of us give up our power and just comply with what is asked of us.  We 
have the option to empower ourselves – to climb out of the role of the victim and become a take more 
control of our destiny by negotiating our accountability upfront and refusing to buy into the blame 
game.  Once we accept accountability, it’s important to operate from a proactive stance. 
 
4. Proactive 
 
All too often we operate out of a reactive mode – responding to problems or other people’s agendas.  By 
taking the reins and becoming proactive, we are able to create more of the reality we choose for 
ourselves.  To be proactive requires planning – deciding what we want to create and what it will take to 
get there.  Often this needs to be done with a team, as the reality we’re trying to create involves other 
people. 
 
5. Personal Alignment 
 
Personal alignment means that we have a mission for ourselves and a strategic plan for our lives and we 
seek to mesh our plan with the strategies of the organization that we serve.  When we can’t align our 
personal goals with the goals of the organization, then we find places to serve that are in alignment with 
our own plan in life. 
 
6. Leader and Team Player 
 
We live in a society that worships individuals.  We are obsessed with heroes and we want our leaders to 
be heroes.  The fact is that most efforts in an organization do not result from the efforts of heroes.  They 
result from the efforts of teams.  Therefore we need fewer heroes and better team players and team 
leaders.  To work effectively in a matrix is to be able to move seamlessly from leading teams to working 
productively as a team member. 
 
7. Active Learner 
 
We all make mistakes.  It’s not important to try and never make a mistake. It is important that we don’t 
make the same mistake over and over again.   We avoid repeating our mistakes when we become an active 
learner.  To continually learn we must be looking for lessons everywhere.  What happened?  What 
worked?  What can we do differently next time? 
 
Suggested further reading 
 
Goold M and Campbell A. Making matrix structures work: Creating clarity on unit roles and 
responsibility. Freely downloadable at 
http://www.ashridge.org.uk/Website/IC.nsf/wFARATT/Making%20Matrix%20Structures%20Work:%
20Creating%20Clarity%20on%20Unit%20Roles%20and%20Responsibility/$File/MakingMatrixStructure
s.pdf  
 
 
END 

http://www.ashridge.org.uk/Website/IC.nsf/wFARATT/Making%20Matrix%20Structures%20Work:%20Creating%20Clarity%20on%20Unit%20Roles%20and%20Responsibility/$File/MakingMatrixStructures.pdf
http://www.ashridge.org.uk/Website/IC.nsf/wFARATT/Making%20Matrix%20Structures%20Work:%20Creating%20Clarity%20on%20Unit%20Roles%20and%20Responsibility/$File/MakingMatrixStructures.pdf
http://www.ashridge.org.uk/Website/IC.nsf/wFARATT/Making%20Matrix%20Structures%20Work:%20Creating%20Clarity%20on%20Unit%20Roles%20and%20Responsibility/$File/MakingMatrixStructures.pdf


 
APPENDIX 7 
Project Scope Statement 
 

Project Scope Statement  
 

 
Project Name:         Design of Clinical Care and Quality Directorate                                    
Project Manager:    Nora Geary 
 
 

Date: 8th October 2008 Revised 20/11/08 

Project 
Justification: 

The need for a system wide focus on quality and safety has been an emerging theme in 
the organisation for a number of years. In November 2007 the Quality and Risk standard 
was published. This document describes the standards to be used to implement an 
integrated Quality and Risk framework across the HSE. The need for improved patient 
safety has been further highlighted in recent high profile incident reviews that have 
taken place in the last year.  
 
There is now an acceptance that patient safety must be centre stage at all levels of the 
organisation. This has been a central theme of the Transformation process underway. 
 
A review of structures carried out in 2008, articulated in ‘Emerging Perspectives on 
Organising for the Next Era of Integrated Care’ proposed the appointment of a Chief 
Clinical Officer with a stated mission to ‘To work closely with the CEO and senior team, 
to define and support the delivery of high and consistent standards across care 
settings, and drive the clinical governance agenda’. This proposal was adopted by the 
HSE Board and now forms the basis for designing the structures and operations of a new 
Clinical and Quality Directorate.   
 
The report of the Commission on Patient Safety and Quality Assurance “Building a 
Culture of Patient Safety” published in September ‘08 further supports this 
requirement. 
 
The full implementation of a robust Quality and Safety agenda is one of the strategic 
objectives identified in the organisations corporate plan for 2009 - 2011. 
 
The establishment of a Directorate of Clinical Care and Safety and the appointment of a 
Chief Clinical Officer will enable and facilitate consolidation of the work carried out to 
date on the quality and risk agenda.  It will provide leadership and the necessary focus 
to ensure that Quality and Safety are integral to service delivery. Much work has been 
done however this work has been disjointed.  The challenge now is to ensure that the 
patient safety agenda is an integral part of work at all levels of the organisation and 
that accountability structures are clearly defined for all. 
 

Project 
Description: 

This Project will: 
• Define the objectives of, and critical success factors for the directorate 
• Define the key roles and responsibilities of the directorate 
• Detail the  operating model for the directorate  
• Define the framework in which the directorate will function to achieve its 

objectives.  
 

Project 
Outcomes: 

- Define  the Vision and Objectives for new directorate  

- Set out a ‘clinical governance’ model that is integrated within the overall 
governance of the HSE 

- Describe the organisational structure to support the Directorate of Clinical 
Care and Quality 

- Define an Implementation plan based on objectives to cover first year; and 
a longer term roadmap 
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Project 
Deliverables 

- Clearly define the  Clinical Governance model within overall  HSE 
Governance framework  

- Cross reference the Quality and Risk Standard  and Framework against 
Patient Safety Commission report 

- Review of existing documentation and structures such as  Quality and Risk 
Standard and framework; reform of health professions; health and social 
care networks model; Proposed Clinical director Models; Care Group 
framework; EAG’s output; HIQA investigations; Mental health Framework etc 
(Mid Oct ’08) 

- Review models from other countries [Mid October] 

- Outline of key functions for Clinical Care and Quality directorate [End 
October] 

- Define Priorities for Clinical Care and Quality directorate [End October] 

- Final report outlining proposed organisational model for new directorate 
including key interactions with other directorates [Mid November] 

 Define key roles and responsibilities 

 Align clinical care and quality directorate organisation design with 
design of other directorates 

 

Assumptions - Patient safety Commission report and the Quality and Risk  Standard and 
Framework can become the base on which clinical governance is introduced 
and consequently the new directorate is designed 

 
- Clinical Governance model will be a key element of the overall Governance 

model 
 

- Clinical Directors will be implemented as a result of the consultants 
contract during 2008 in line with the current proposals and timeframes 

 
- Design of Regional operating model will be available before the end of 

October 
 

Risks 

 
• Title of Directorate implies a clinical operating framework  which  has the 

potential to alienate Heath and social care professionals who may not 
identify with this directorate  

• The title of the directorate may need to reflect the Integrated Nature of 
services and the plurality of professionals who will contribute to this  

• The impact of the Consultants’ contract will inevitably mean that the initial 
focus will be on a medical model. This will need to be carefully managed to 
ensure that the design for the directorate considers the wider nature of our 
services. 

• The establishment of this directorate and its relationship with Clinical staff 
at an operational level could confuse their line accountability through 
Regional Directors to the Director of Operations.  

• The establishment of this Directorate and of Clinical Directorates at a local 
level is designated to promote clinical leadership and to address historic 
divides between clinicians and management; the new directorate could 
inadvertently promote this divide. 

• Impact of short timescale may inhibit consultation/involvement of key 
stakeholders which may affect buy in and implementation (note: HSE change 
management policy). 

• Managing Internal Stakeholders towards a common goal will be a key 
competency required of this new Director 
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Project 
Objectives: 

 

- To outline the key functions and responsibilities for the Clinical Care and 
Quality Directorate 

- To define an organisation model and the appropriate roles and 
responsibilities for the Clinical Care and Quality Directorate 

- To ensure other relevant initiatives are aligned with the role of the new 
directorate 

 

 

Outside of Scope 
of this stage: 

The implementation of the clinical care and quality directorate will follow on from this 
design. These terms of reference are for the design stage of the project. 

 

Project Manager: Nora Geary 

Project Team: A small Steering group will be established to support the project manager in the 
delivery of the project. It is expected that the team members will be part-time during 
the design stage.  

 

Proposed membership is as follows: 

• Mr Damien McCallion, Director of Integrated Services  

• Prof Tom Keane, Director NCCP 

• Mr Stuart Emslie, Health Care Governance Consultant 

• Mr Fran Thompson A/National Director ICT 

• Dr Paul Kavanagh, Patient safety and Healthcare Quality 

• Ms Margaret Brennan Nominated PCCC Representative 

• Dr Joe Clarke Nominated GP representative 

• Ms Maura McGrath, HR Advisor 

• Ms Ann Carrigy, Director SIMT  

• Ms Edwina Dunne, Head of Quality and Risk 

• Dr Barry White, College Forum nominated representative 

In addition a reference group will be utilised for input and  to review the design of the 
directorate: 

- Ms Irene O’ Connor Nursing Representative sourced through Nursing council 
Working Group 

- Ms Edel Callanan Allied Health professionals  rep sourced through Allied 
Health professional group 

- Mr Bill Meagher Personal and Social Care representative 

-  Mr Moss McCormick, Health Care Managers representative 

- Dr Davida DelaHarpe –Population Health Rep 

- Dr R O’Laoide, Medical Representative  sourced through Colleges Forum 

- Mr Kevin O’Malley, Medical Representative  sourced through Colleges Forum 

 

Steering Group  
Lead: 

Ann Doherty 

 

Quality Assurance • Design to be reviewed with CEO  
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