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Highlights of recent achievements
• In 2005 and 2006 the Birmingham East and North Primary Care Trust (BEN PCT) 

was short-listed for the Health Service Journal award for Primary Care Trust of the 
Year (Health Service Journal Awards 2005, 2006). 

• BEN PCT’s orthopaedic triage service won the Health Service Journal’s access award 
in 2005 for its work in managing referrals to orthopaedics in primary care settings, 
decreasing patient waits and increasing patient satisfaction and access (Health Service 
Journal Awards 2005). 

• BEN PCT changed from the worst-performing area in the country for over-prescrip-
tion of antibiotics to winning an award from the Royal Pharmaceutical Society for 
its achievement in reducing prescribing levels (Birmingham East and North Primary 
Care Trust 2006b). 

• Good Hope Hospital’s redesign of its vascular surgery clinic and community leg 
ulcer service won the National Health Service (NHS) Innovation Award for Service 
Delivery in 2004 and the Healthcare IT Effectiveness Award’s Best Use of IT in the 
Health Service and Best Innovative Use of Technology awards in 2005 (Healthcare 
IT Effectiveness Awards 2005).
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• The Heart of England Foundation Trust (HEFT) won the Acute Care Trust of the Year 
award in 2006 (Health Service Journal Awards 2006). 

The system and its environment
BEN PCT is one of 152 primary care trusts (PCTs) in the NHS (see Appendix A for 
background information on the NHS). Responsible for improving the health of their 
registered populations within their geographic boundaries, PCTs commission services 
from providers to meet health needs following NHS service principles (i.e., universal 
cradle-to-grave coverage that is free at point of use). The potential providers with which 
they contract range from foundation trusts (hospitals) and provider trusts (district gen-
eral hospitals and community services) to the voluntary and independent sectors. 

Part of the West Midlands Strategic Health Authority, BEN PCT was formed in 2006 
by combining the former Eastern Birmingham and Northern Birmingham PCTs. 
Birmingham is the second largest city in England and BEN PCT serves a diverse popu-
lation of 433,000 in the eastern half of the city. The effects of socio-economic disparities 
in this area pose considerable healthcare challenges, with striking contrasts between 
the better-off Sutton wards in the north (“much more wealthy, middle class, and white” 
with “better infrastructure”) and wards in the east that are among the “most deprived” 
in England (remarks from a slide presentation by the BEN PCT chief executive officer 
[CEO] on November 2, 2006). In the eastern wards the Southeast Asian population 
tends to have higher mortality and morbidity rates, such as lower life expectancy and 
higher cardiovascular mortality rates among males and above-average infant mortality 
(BEN PCT 2006). Cultural factors influence care-seeking as well as what type of care is 
considered culturally appropriate, needed and available in the community. 

The PCT contracts for the full continuum of health services for the population within 
its boundaries as well as providing some services directly. The PCT also pays for inde-
pendent general practitioners (GPs), dentists, pharmacists and optometrists. For BEN 
PCT this includes 84 GP practices (237 GPs), 46 dental practices, 95 pharmacies and 
83 optometrists. According to a slide presentation by the BEN PCT CEO on November 
2, 2006, the PCT has a core annual budget of £560 million ($1.28 billion CAD) and 
approximately 1,700 employees (BEN PCT 2007a). In addition it hosts £600 million 
of specialized services commissioning, covering low-volume, high-cost services for the 
5 million people of the West Midlands.

BEN PCT is governed by a board composed of a chairman, seven lay members, members 
of the PCT executive and representatives of the PCT’s professional executive committee 
(PEC). The PEC is the formal clinical leadership group, taking executive responsibility 
for clinical strategy and policy (BEN PCT 2007b).
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HEFT, which includes Heartlands Hospital, Solihull Hospital and Good Hope Hospital 
NHS Trust, is one of the provider organizations from which BEN PCT commissions 
services. As a high-performance hospital trust, HEFT was granted foundation trust 
status in 2005, a designation that gives more autonomy and independence from gov-
ernment control (although HEFT is still subject to regulatory standards and review) 
(Department of Health 2007a). 

HEFT is one of the largest trusts in England, with over 6,000 staff members treating 
84,000 in-patients, over 350,000 out-patients and approximately 140,000 emergency 
cases each year (HEFT 2007). HEFT hospitals provide national and regional clinical 
services as well as specialized acute care, emergency and elective care.

As separate organizations accountable to different regulatory agencies, BEN PCT and 
HEFT have each developed their own successful approaches to organizational per-
formance improvement. In addition, the extensive and unusual level of collaboration 
between the PCT and the foundation trust has resulted in joint programs of work to 
build primary care capacity and improve chronic care management. Their collaborative 
approach, which they call Working Together for Health, is based on values captured in 
three catchphrases: 

• Patients as partners
• Promoting self-care 
• Care in the right place

Method: Exploring a system capable of improvement
In October-November 2006 a team of researchers from the University of Toronto’s 
Department of Health Policy, Management and Evaluation visited BEN PCT and HEFT. 
This site visit was part of an initiative called Quality by Design, which aims to identify 
and define elements of healthcare systems capable of improvement with a view to help-
ing to inform strategic investments in improvement capability in Ontario. Quality by 
Design is funded primarily by the Ontario Ministry of Health and Long-Term Care in 
partnership with the University of Toronto’s Department of Health Policy, Management 
and Evaluation.

BEN PCT (including HEFT) was one of five healthcare systems selected from a short list 
of high-performing systems nominated by a panel of international leaders and experts. 
In Birmingham the team met with and interviewed administrative and clinical leaders, 
improvement team leaders and members, as well as support staff working to make 
improvements. This case study highlights the findings of that site visit.
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Examples of improvement initiatives
Clinical improvement projects
The following projects are examples of clinical improvement projects currently under-
way as part of the joint program of work between BEN PCT and HEFT (BEN PCT and 
HEFT 2006):

• The trusts are among the national pilot sites for the Making the Shift project, which 
is an initiative of the NHS Institute for Innovation and Improvement (the Institute). 
Making the Shift aims to move needed services from hospitals to primary care in 
order to better integrate access to services in the community (see Appendix A, sec-
tions 7.1 and 7.3, for more information about the Institute). Three project teams are 
working on lower-back pain management, heart failure and integrated continence 
service. They have designed clinics and care paths to coordinate care in the com-
munity by using providers from several disciplines and patient education programs 
as well as by decreasing wait times and unnecessary referrals to specialists. 

• Assertive Case Management (see next sub-section)
• Diabetes: To deliver a community-based glucose tolerance testing service and patient 

education
• Chronic obstructive pulmonary disease (COPD): To identify the prevalence of COPD 

in the region and create a self-management pathway for the patients
• Healthy Hearts Programme: To create a clinic offering specialized treatment plans 

and education for those at high risk of cardiovascular disease (CVD)
• Elderly Care Assessment Unit: To further develop the unit as a rapid access assess-

ment unit for elderly patients needing short-term medical intervention
• Hospice at Home: To improve palliative care in the home by redesigning positions 

for “health care assistants with specialist interest in palliative care”
• Integrating Health and Social Care: To redesign an integrated service model for day 

services across health and social care and the voluntary sector

Partners in Health Centre
The Partners in Health Centre is located near the HEFT Heartlands Hospital, in one of 
the most economically disadvantaged wards of the PCT. Opened in 2005 the building 
itself is “a neutral meeting space,” a physical symbol of the partnership between the 
PCT and the foundation trust and a place where teams can collaborate on improvement 
and care redesign projects as part of the Working Together for Health initiative. The 
centre provides a focus and home for holistic, multi-provider care programs aimed at 
self-care and education of patients so that they can take responsibility for their own 
health. The programs mix clinicians from primary and secondary care (spanning both 
organizations) and provide support services not available in hospitals or primary care 
for patients with chronic conditions such as diabetes, COPD, heart failure and degen-
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erative musculoskeletal disease. The centre also provides a base for the orthopaedic 
triage service. 

Musculoskeletal orthopaedic triage service with choice
This award-winning service (Health Service Journal Awards 2005) is based on screen-
ing and intervention by extended scope physiotherapists who triage patients for all 
conditions for which a GP feels an orthopaedic consultation is required (see Appendix 
A, section 2.2, for more about role redesign). The service began with screening hip and 
knee conditions and expanded its scope in 2005 to full musculoskeletal triage. The 
team mapped processes across primary and secondary care, building a database for 
more rigorous data collection and reports on referral patterns, wait times and outcomes. 
Team members designed and implemented care pathways that expand primary care 
and incorporate alternative care choices for patients (compared to traditional surgi-
cal or medical treatment), including acupuncture, mobility groups, exercise programs, 
pain management clinics and expert-patient programs. The service has reduced wait 
times and routine referrals to orthopaedics and has resulted in improved access and 
patient satisfaction levels. In line with national policy directions it has also increased 
the choice of providers for patients (see Appendix A, section 3.2, for more about the 
patient choice policy).

Vascular clinic and telemedicine system 
Leg ulcers are a chronic condition that benefit from careful and timely management by 
specialist out-patient services. In Good Hope Hospital, Simon Dodds, a vascular sur-
geon skilled in methods of value stream analysis and process design, led the redesign of 
the booking system and flow in the vascular clinic, eliminating 12 weeks of delays and 
adding 40% capacity (Dodds 2005, 2006). In addition, Dodds and his team designed a 
secure shared e-record, an electronic linkage with the PCT nurses providing wound care 
in the community. The system enables rapid referral, digital images and access to remote 
expert advice and follow-up. In a presentation on November 2, 2006, Dodds reported 
that changes have resulted in improved healing rates of 64% at 12 weeks (compared to 
studies that have shown healing rates of 22% at 12 weeks for community care and 40% 
with the addition of specialist out-patient care) and significantly reduced costs.

Birmingham OwnHealth®

Launched in April 2006, Birmingham OwnHealth® involves telephone-based care man-
agement in the community for over 900 patients with chronic conditions (diabetes, 
heart failure and coronary heart disease [CHD]). The service – commissioned by BEN 
PCT from NHS Direct – was developed as a partnership between the PCT, Pfizer Health 
Solutions and NHS Direct. It is based on an earlier Pfizer initiative called Florida: A 
Healthy State, which was undertaken in conjunction with the State of Florida’s Agency 
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for Health Care Administration. NHS Direct is the national 24-hour health and illness 
information service provided by telephone and on-line (NHS Direct 2007). 

Birmingham OwnHealth® is based in one of NHS Direct’s call centres and is staffed by 
12 care managers who have experience in telephone nursing services and who have 
been trained by NHS Direct. The care managers can support up to 200 patients each, 
educating them about their conditions and beneficial lifestyle changes and helping them 
set and monitor their health status and treatment goals. The care managers’ objective is 
to promote self-management of patients’ conditions, thereby reducing avoidable mor-
bidity and mortality as well as reliance on acute services. 

Birmingham OwnHealth® is tracking outcomes, including clinical measures (e.g., blood 
pressure, HbA1c, body mass index, depression scores), unscheduled admissions and 
patient satisfaction. To measure progress toward self-care and health promotion, case 
managers assess the stage of change that participants have reached (i.e., pre-contempla-
tion, contemplation, preparation, action, maintenance). After three months over 52% 
of patients had improved their stage of change for diet and 22% had increased their 
exercise levels. In just under six months Birmingham OwnHealth® has demonstrated 
a decrease in unscheduled care utilization (acute care admissions and accident and 
emergency [A&E] department and GP visits), although it should be noted that this is 
based on a very early-stage evaluation. Ninety percent of participants reported satisfac-
tion with the quality of the service (Birmingham OwnHealth 2006).

Assertive case management
To better manage and prevent hospital admission for chronic diseases, clinical leaders 
at BEN PCT adapted Kaiser Permanente’s three-level model for population management 
(i.e., level 1: the 70%-80% of the chronic care population that requires usual care with 
support; level 2: high-risk patients requiring assisted care or care management; level 
3: highly complex patients requiring intensive care or case management). Launched in 
2004 this model of care provides a systematic approach for prioritizing and stratifying 
patients according to risk and for applying a step-up and step-down approach to match 
skills and resources to patient need. Specifically, the model uses entry and exit criteria 
for three risk segments and progressive involvement and intensity of care providers 
with patients able to move up and down to accommodate changing clinical needs (i.e., 
high: district nursing teams; higher: assertive case managers; highest: advanced nurse 
practitioners). GPs use a validated and computerized system to routinely identify and 
refer patients who are appropriate for assertive case management, and specialist nurses 
follow up with a validated and computerized risk prediction system.
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The model emphasizes cascading clinical leadership and collaboration with supervision 
and shared care starting from GPs. It also employs a hospital alert system to track the 
case-managed patients’ use of hospital services. In addition, in order to build capabil-
ity for this model and encourage career progression BEN PCT has integrated specialist 
training for case management for chronic conditions into its competency and training 
framework.

Among a pilot population this model has led to a 50% reduction in unplanned hos-
pital admissions, a 55% reduction in A&E visits, a reduction in polypharmacy and an 
increase in patient satisfaction and compliance. Over the last year the PCT’s emergency 
admissions to hospital were slightly reduced against a national 8% increase, and attend-
ance at A&E stayed the same against national growth.

The strategy: Align improvement processes with system strategy, culture 
and operations

“We have to keep agile and nimble, with the right principles in mind.”
– Sophia Christie, CEO of BEN PCT

Leaders in a complex change environment
The two CEOs, who have credibility, authority and very different – yet complementary 
– leadership styles, have played a central role in shaping the trusts’ improvement jour-
neys. The PCT CEO, Sophia Christie, recounted that as they began Working Together 
for Health she wanted wholesale change “yesterday,” whereas the HEFT CEO, Mark 
Goldman, cautioned, “Steady, we are dealing with physicians.” The Department of 
Health placed “incredible pressures on NHS executives; going too quickly would have 
destroyed the projects, yet going too slowly would have destroyed us.” 

The BEN PCT and HEFT CEOs worked hard with their boards to ensure they would 
see how their plans could be “pro-patient care,” despite the financial disincentives 
and national policies that created obstacles. For example, the trusts are collaborating 
to avoid in-patient admissions by providing more comprehensive community-based 
services, yet the acute care trust stands to lose revenue by doing so (see Appendix A, 
section 3.1, for more about the payment system). In the PCT leaders decided that “even 
if changes we made put us financially at risk, we would do so to make sure we were 
providing the right services” (PCT CEO). The BEN PCT and HEFT “partnership plans 
were a bit contrary to the Department of Health (DOH) rules. … When we developed 
the approach it was against national policy. National policy moved towards us, not the 
other way around!” (HEFT CEO).
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There is an increasing policy emphasis in the United Kingdom (UK) on, as the BEN 
PCT CEO put it in a slide presentation on November 2, 2006, “providing services where 
they give best value.” However, financial mechanisms are not aligned with this goal. The 
HEFT CEO stressed the difficulties encountered in his trust’s “attempts to hold open the 
doors of the hospital to let patients go to primary care” in the face of adverse financial 
consequences for the hospital. When HEFT became a foundation trust in May 2005 
their collaborative effort “almost came off the wheels” due to the scrutiny of Monitor 
(the regulatory agency for foundation trusts) and the pressure of Monitor’s expectations 
for the trust’s financial growth (see Appendix A, section 3.3, for more about Monitor). 

Complicating their management responsibilities even further, significant restructuring 
occurred around this time in both trusts. The amalgamation of Eastern Birmingham 
PCT and Northern PCT raised cultural issues, the lack of a shared acute care strategy 
and resistance from Northern PCT to dealing with patients from the eastern wards. 
HEFT took over responsibility for (and has since merged with) Good Hope Hospital 
Trust, which had considerable financial problems. Both CEOs observed that they sacri-
ficed progress in the trusts for which they were originally responsible as they worked to 
straighten out issues arising from the later additions. However, their work has proven to 
be part of a politically astute strategic vision for integrating care and improving patient 
access, outcomes and choice.

Approach to change

“Adapt improvement tools to use them in a situation that is already prepared.”
– Sophia Christie, CEO of BEN PCT

Investment in organizational development
The Eastern Birmingham PCT had a history of investing significant time and energy in 
organizational development based on a “large system approach” using “whole system 
events” (Beedon and Christie 2006). With the assistance of an organizational develop-
ment consultant the PCT CEO works in a very hands-on fashion to ensure as many staff 
members as possible are engaged in a meaningful way in shaping the organization. This 
approach has been continued successfully during the strategic integration of BEN PCT, 
with the involvement of large numbers of staff and stakeholders in the design process 
for the new organization’s strategic goals and values. Participants were encouraged to 
come up with “great, big, hairy, audacious goals” (Collins and Poras 1994) and the CEO 
promised, “Whatever you come up with, we will live with and do.” 

This participatory process resulted in the following core purpose and goals, which are 
their touchstones for planning decisions, measurement and improvement efforts:
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Purpose
• Working in partnership to tackle inequalities and improve the health and well-being 

of local people.

Goals
• To be so responsive to the population we serve that no one waits for the healthcare 

they need.
• That the health and well-being of the population will have improved so much that 

people will enjoy 10 more years of quality life.
• Our communities will be the most involved, informed and empowered in the  

country.
• That people regard us as the first choice organization to work with and for.

HEFT has likewise launched Moving Forward Together, a “massive, fully integrated 
organizational development program” (HEFT CEO). This program will develop the 
vision, values and behaviours of the newly merged organization as well as the skills and 
competencies required of staff through “skills based programs, local facilitated problem 
solving initiatives, and leadership development” (HEFT 2006a, 2006b).

The members of both executive teams stressed the importance of paying attention to 
organizational culture and preparing the organizations for change so that improve-
ment tools and interventions can be used effectively. In the PCT CEO’s words, “Adapt 
improvement tools to use them in a situation that is already prepared.” HEFT is devel-
oping its own “Lean academy” on site and is training staff in Lean improvement meth-
ods and process mapping; however, “cascading it through will be a slow process over 
several years as we train people” (senior clinical leader). BEN PCT is a pilot site for the 
Institute’s shifting care initiative; therefore, staff members involved in those projects use 
improvement methods adapted by the Institute.

Members of both organizations cautioned, “It is more than just a formula that you can 
apply from the Institute; you need the formula, but you need to adapt it and work with 
it” (senior leader). They observed that the former Modernisation Agency “was not suc-
cessful because it focused its efforts on the improvement processes within projects led 
by single champions, but outside of the [organizational] culture, and it could not move 
the projects into the rest of the industry” (see Appendix A, section 7.1, for more about 
the Modernisation Agency). “The reason that we have been able to do what we have 
is because we have the processes – the project-level processes and improvement skills 
– aligned with the system, strategy and leadership” (PCT CEO). 
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Managing the tensions between short-term projects and long-term vision
The trusts had six or seven years of experience with earlier change efforts, which helped 
them to understand how to manage the tension between project-specific goals and the 
long-term vision. This enabled them to make the joint projects work more quickly in 
a short time frame. Both CEOs commented on the need for early gains through quick 
interventions: “We emphasize getting on with it instead of talking about it for ages. … 
This approach is transactional as compared to transformational. If you start with small 
projects and keep expanding, eventually there will be no turning back. The best way to 
create sustained change is to do it on this evolutionary, project-by-project, phase-by-
phase approach” (HEFT CEO). 

As an example of the phase-by-phase approach, the trusts started their Working 
Together for Health collaboration with small-scale projects in diabetes care manage-
ment. A review showed that their Asian population had severe diabetes complications, 
yet no coordinated management program was in place for them in primary care. The 
PCT’s director of health improvement worked on a management plan to create a com-
munity diabetes service, a link between primary care GPs and specialists. The trusts 
conducted a chart review to gather needed data (there had been no data collection in 
the past, so they were missing information on 1,000 diabetic patients). The diabetes 
care management program is flexible, with an aim of building capacity within primary 
care to handle the care provision for the target community. The service includes a con-
sultant nurse, two specialist nurses, educators who speak more than one language and 
a physician consultant (a joint appointment between BEN PCT and HEFT). 

A senior clinical leader noted that one of the challenges they face is “how to grow the 
right, skilled population of care providers; that is, taking those who are used to giv-
ing care to individual patients and turning them into consultants who advise.” The 
interventions require extensive education, yet physicians (who often work in large, 
busy practices of one or two GPs) are far too busy to attend outside sessions. Trust staff 
therefore take these improvement programs to the practices. 

Funding improvement work “is not a simple thing” (PCT CEO). The PCT has opportu-
nities to bid for external funding, but not a lot is available; therefore, “We’ve dragged in 
money from here and there in different ways. … We have been in a good position to bid 
opportunistically on some opportunities because of good results and experience.” Their 
Working Together for Health initiative is staffed by a program director, who supports 
its projects, attends meetings, helps with data collection when necessary and has made 
use of the strategic partnership with the organization development (OD) consultancy 
to continue developing expertise in improvement tools and cultural change.
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Links with “mentor” organizations and individuals
BEN PCT and HEFT have actively sought out other organizations, both within and out-
side healthcare, from which they could learn. For example, BEN PCT representatives 
visited the Body Shop chain to learn about franchising models and then had sessions 
with the trust’s GPs aimed at helping them to look at their practices as franchises. The 
knowledge – “the idea that you didn’t get money for nothing, that there are standards 
and expectations” – made a big difference with GPs. The trust began to tie incentives to 
clinical practice change, for example, to encourage inclusion of smoking cessation and 
diet counselling as well as preventive care. This funding strategy has been broadened by 
the new NHS Quality and Outcomes Framework (QOF), which includes quality stand-
ards and indicators monitoring in the general and medical services’ contracts for primary 
care (BEN PCT 2006: 35) (see Appendix A, section 3.3, for more about the QOF).

Kaiser Permanente
Perhaps the most significant external influence on Working Together for Health has 
been Kaiser Permanente. This large, integrated health organization and health plan from 
the United States (US) has played a major role as a resource that provides ongoing sup-
port and contact. “We cannot overemphasize the importance of Kaiser, the influence of 
seeing their plans and work and the encouragement that we could get there too, that 
it was possible. It was a mentorship relationship. We could not have done it without 
them” (senior clinical leader). 

The trusts’ relationship with Kaiser Permanente began in 2003, when the Department 
of Health offered several NHS trusts the opportunity to participate in an initiative 
facilitated by Professor Chris Ham of the University of Birmingham, a study tour site 
visit to Kaiser Permanente with the intent of working together to adapt lessons learned 
(Ham 2006). The PCT CEO decided to invite a multidisciplinary clinical team chosen 
from across the trusts to attend the first site visit. Upon the team’s return, the trusts 
began implementing small-scale projects with GPs who were interested in doing things 
differently with their particular groups of patients (an “artisan approach”), with project 
support from the newly appointed project manager. The trusts’ collaborative program, 
Working Together for Health, was born. 

Some medical staff, as well as some community members who did not want “American 
healthcare,” reacted negatively to the thought of adopting Kaiser Permanente’s approach-
es, such as the view that less costly, more effective care can be delivered closer to home. 
Adoption of Kaiser Permanente’s approaches was controversial enough that at the begin-
ning team members were advised not to use “the K word.” As a result, when they started 
work on their first four clinical areas (diabetes, COPD, orthopaedics and heart failure) 
using the Kaiser approach, members “rebadged” it to make it their own.
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Later, in 2004, the two CEOs and the chair of the PEC spent four days visiting Kaiser 
Permanente. Both CEOs highly valued this exposure and planning time, which resulted 
in the agreement that they needed to make a visible commitment personally to the 
change initiative that their organizations had undertaken together. “We decided to stay 
with it until it would be unstoppable.” In January 2005 they involved 26 clinicians in 
a week-long workshop with their Kaiser partners. Since then there have been multiple 
visits to Kaiser; ongoing linkages include annual meetings with Kaiser staff as well as 
telephone contact. Senior leaders in the PCT and HEFT described the relationship with 
Kaiser as “incredibly invigorating,” adding, “there is a great deal of largesse about how 
they have related to us.”

Physician leadership
Physicians hold major leadership roles in the trusts. For example, HEFT has implement-
ed “a very medical model.” The HEFT CEO, who is a surgeon by training, remarked, 
“We learned this from Kaiser: if you don’t have the physicians on board with you, you 
can’t succeed.” One of the senior managers observed, “We have a pretty powerful clini-
cal management system. Most of the money is in the hands of doctors.” 

In HEFT the three medical directors have operational line responsibility, and financial 
responsibility has been decentralized to these directorates. Physicians lead many of the 
clinical programs as well as improvement initiatives. The attitude of the nurses and 
allied health staff to this is quite interesting; according to several nurses in key positions, 
nurses are content to work alongside the physicians and behind the scenes, while letting 
the physicians take the lead. On the other hand, expanded roles for nurses and allied 
health professionals appear to be well accepted by medical staff. In addition, BEN PCT 
adapted the national PEC model to create clinical directors who have lead responsibil-
ity for core strategies.

Performance management: Competing demands and financial pressures
The pace and frequency of restructuring, intense scrutiny from regulatory agencies as 
well as the financial crisis in the NHS create a difficult working context for the trusts. 
Both BEN PCT and HEFT invest considerable amounts of time and resources in per-
formance measurement and reporting. PCTs are subject to annual assessments by the 
Healthcare Commission against a set of core standards and targets (see Appendix A, 
section 4.2). BEN PCT has adapted these measures to fit their balanced scorecard (see 
Appendix B); each measure is discussed in detail in its performance report updates. 

Although HEFT’s independent status grants it more operational freedom, this freedom 
comes with an immense financial pressure: “As a foundation trust, you can fall over 
completely and no one will save you. … That has hardened our business approach; it’s 
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much more commercial” (senior leader). HEFT operates as a large healthcare enterprise, 
intent on expanding its market share to include more patients in the region, such as 
through its merger with Good Hope NHS Trust. It is also developing a range of commer-
cial interests, such as the Heartlands Medipark, which will house a medical innovation 
development and research unit (MIDRU) as well as clinical and laboratory facilities. 

Fiscal discipline is a hallmark of HEFT; as one senior leader commented, “We’re not 
a toxic organization but there is accountability.” This foundation trust has devised a 
strategy map of its high-level goals and measures (see Figure 1), which are compiled 
in a scorecard. All measures are tracked monthly (in some cases weekly) and pub-
lished in the trust’s “red book,” which is its performance monitoring information pack 
filled with detailed tables of indicators and measures by directorate. HEFT develops 
RADAR plans for its indicators (HEFT 2006a). (RADAR, an action planning tool from 
the European Foundation for Quality Management [EFQM)], stands for “determine the 
results required; plan and develop approaches; deploy approaches; assess and review.”)

Figure 1. HEFT strategy map
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Source: HEFT (2006a).
Copyright 2006 by Heart of England Trust. Reprinted with permission.

Because of their contractual relationship as service commissioner and service provider, 
BEN PCT and HEFT also work together on performance measurement and manage-
ment. The trusts, with the addition of representatives from neighbouring Solihull PCT, 
hold Tripartite Performance Management meetings every three weeks to review score-
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card targets and action plans, assess market changes and impacts of national policies 
and agree on ways of implementing primary care pathways. The directors that staff the 
committee report directly to the CEOs. These meetings are often very challenging; as 
the CEO of the BEN PCT commented, “It’s the edgy bit where the arguments happen.” 
Potentially conflicting interests arising from national policies create significant tensions; 
for example, an increase in hospital admissions might be positive as a revenue generator 
for the acute trust but is red-flagged as a cost increase for the PCT. 

BEN PCT’s multiple roles also contribute to the tension. As a commissioner, BEN PCT is 
responsible for monitoring how costs and income are managed; as a partner, for main-
taining constructive relationships with providers; and, as a provider of some services in 
the area, for avoiding perceptions of conflict that could arise from being both fund holder 
and service provider. However, because the trusts have invested so much in developing 
their partnerships they are able to have productive discussions about the strategic issues 
that cut across the region, while avoiding breaching NHS rules about collusion.

Conclusion
BEN PCT and HEFT have worked hard to develop partnerships necessary for improv-
ing care in the complex UK healthcare environment (see Figure 2). Several key factors 
have shaped the growth of BEN PCT and HEFT as systems capable of improvement: 
for example, strong, capable leaders with clear vision and determination to stay the 
course; ongoing investment in organizational development and improvement skills 
that prepared the way for change; and a serendipitous learning opportunity that turned 
into a continuing mentoring relationship with Kaiser Permanente. The trusts have also 
shifted away from traditional care delivery within specialist silos in dominantly acute 
care settings to redesign and integrate care based on the needs of their entire popula-
tion. The PCT is also working to extend its network of partnerships to include social 
services, a move that adds to its complex responsibilities but also offers the opportunity 
to integrate further services to meet population needs (see Appendix A, section 2.4, for 
more about health and social care integration).

To accomplish these changes the trust leaders encourage local innovation and col-
laboration with external resources, including industrial partners such as Pfizer Health 
Solutions. They have also built a robust business case for their approach to improve-
ment, redesigning services in an effort both to meet population needs and to reduce 
costs in the face of the immense financial pressure felt throughout the NHS.

The trusts continue to face significant challenges in the ever-changing UK healthcare 
environment. The focus on financial discipline in the NHS, for example, has continued 



41Birmingham East and North Primary Care Trust and Heart of England Foundation Trust

High Performing Healthcare Systems    Chapter 2

to escalate, resulting in sizeable budget challenges for the trusts and the PCT facing the 
need to reduce costs by £26 million in one year (a challenge it has successfully met). 

The productive partnership between BEN PCT and HEFT has been shaped by the strong 
working relationship between their current leaders, individuals who have undertaken 
to stay in their roles until the improvement momentum is “unstoppable.” Although one 
CEO commented, “We are almost there,” it remains to be seen whether the cultural 
transformations will be sustained as leadership positions change in the future.

Figure 2. BEN PCT and HEFT: Partnership and links to national structure
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Notes to Figure 2
For more background information about the institutions in the numbered boxes in 
Figure 1, see the following sections in Appendix A: 
1.  Strategic Health Authority: Section 1.0: Background; Section 5.0: Regional 

Accountability
2.  Healthcare Commission: Section 4.2: Performance Reporting and External 

Assessment
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3.  Quality and Outcomes Framework: Section 3.3: Financial Incentives
4.  Monitor: Section 3.3: Financial Incentives
5.  Institute for Innovation and Improvement: Section 7.1: Modernisation Agency; 

Section 7.3: Institute for Innovation and Improvement
6.  NHS Information Systems and Dr. Foster: Section 4.2: Performance Reporting and 

External Assessment; Section 6.0: Information Technology
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Appendix A. National Health Service: Health system context 
1.0. Background
Introduced in 1948 in the aftermath of the Second World War, the NHS is the UK’s 
healthcare system and Europe’s largest employer (the NHS employs 1.3 million people 
across England, Wales, Scotland and Northern Ireland). Financed largely from general 
taxation, the NHS was originally founded on the principles that healthcare is free at the 
point of delivery, available to all who need it and based on clinical need and not ability 
to pay. The Department of Health has political responsibility for the NHS, managing it at 
the top through policies and programs and under the leadership of the secretary of state 
for health. The NHS was initially structured with three arms: hospital services by regional 
hospital boards, primary care with GPs (dentists, opticians and pharmacists) as independ-
ent contractors and community care services managed by local authorities (for a history 
of the NHS, visit http://www.nhs.uk/england/aboutTheNHS/history/default.cmsx).

Today, the structure of care delivery in the NHS emphasizes local decision-making, as 
shown in Figure 3. PCTs – local groups of planners and providers of primary care – hold 
over 80% of the NHS budget. These trusts are responsible for assessing local needs, 
planning and commissioning both primary and secondary care services to meet these 
needs and providing some primary care. Hospitals, ambulances, specialist providers and 
providers of mental health and other health and social care are also organized into trusts 
that contract with PCTs. The over 150 PCTs report directly to 10 strategic health authori-
ties (SHAs). These authorities are the key link between the NHS and the Department 
of Health, and are responsible for managing and monitoring the performance of local 
services and ensuring that these local services are aligned with national priorities.

Since its inception the NHS has evolved into a £96 billion-budget organization and has 
undergone several periods of reform. Following a steady pace of change, the past 15 
years have brought an unprecedented scale of transformation to the structure, financing 
and way in which care is delivered in the NHS. For the most part “a crisis of confidence 
in the NHS” – and specifically in quality of care – is seen as the driver of such large-
scale reform (SteelFisher 2005). The crisis in quality was illustrated by long wait times, 
higher than average mortality rates for key conditions and notable tragedies, such the 
death of 29 children at the Bristol Royal Infirmary. Observers have attributed this cri-
sis to several factors, in particular, to an underinvestment in capacity (e.g., healthcare 
providers, equipment), a lack of standards and incentives for higher quality care, out-
dated boundaries between sectors and providers, overcentralization and disempowered 
patients (Enthoven 2000).

Over the past few decades the NHS’s most significant transformation efforts were 
launched by white papers and other key consultation documents that outlined a 
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series of interdependent reforms and priorities. Appendix A(a) describes a selection 
of these documents.

Figure 3. High-level structure of the NHS
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Source: NHS Choices (www.nhs.uk) copyright 2007. Used by permission.

Overall the NHS’s policy context has been shaped by several key reforms. The extent 
to which these reforms have been levers for improving quality varies. A discussion of 
these reforms follows.  

2.0. Supply-side reforms
2.1. Investments in capacity and a plurality of providers
Growth in funding and capacity has played a key role in the supply-side reforms of 
the NHS in the past two decades. To bring investment to a level equivalent with other 
European systems, NHS funding increased by “one half in cash terms and by one third 
in real terms” over five years. This increase funded investments in new NHS facilities 
(e.g., 100 new hospital schemes; 2,100 additional general and acute beds; 500 new 
primary care centres) and staff (e.g., 2,000 more GPs; 20,000 extra nurses; 1,000 more 
medical school places) (Department of Health 2000).

Such capacity growth was viewed as necessary but insufficient to relieve pressures on 
hospital beds, staff and wards, and to achieve and sustain the national targets for reduc-
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ing wait times. Therefore, parallel strategies were put in place to develop a permanent 
increase in the volume of services delivered to patients. Typically commissioned from 
independent sector companies, these strategies included independent treatment centres 
that provide scheduled day and short-stay surgery and diagnostic procedures, overseas 
teams that carry out high-volume and non-complex surgery in high-pressure special-
ties such as orthopaedics and ophthalmology and an overseas treatment option for 
patients who choose to undergo orthopaedic, ophthalmological and cardiac procedures 
in France, Germany and Belgium (Department of Health nd a). By harnessing these 
strategies NHS leaders aimed to develop an independent sector that could carry out 
up to 15% of procedures each year for NHS patients, paid for by the NHS. To support 
the growth in “independent sector” options and a plurality of providers, NHS leaders 
also increased the number of physicians entitled to discretionary private sector pay-
ments. These independent sector options are subject to audit to ensure they provide 
extra capacity for care overall (rather than limiting capacity in the NHS), offer value 
for money and meet high clinical standards. Although there are ongoing debates about 
the disintegration of the NHS as a result of the growing independent sector (McGauran 
2004) the NHS’s success in streamlining access to care and reducing wait times is widely 
attributed to this strategy.

2.2. Service and role redesign
In addition to growth in actual capacity, several national reforms have focused on serv-
ice and role redesign in the NHS as a means to improve productivity and, ultimately, 
to improve quality. One of the most profound changes is the increase in flexibility and 
removal of boundaries across traditional roles in primary care, especially between phy-
sicians and nurses and allied healthcare providers. Several professions have extended 
their scopes of practice and accompanying specialist skills training. For example, since 
2005 physiotherapists, radiographers, podiatrists, optometrists and pharmacists have 
had prescribing authority, and some of these professionals are able to perform minor 
procedures previously limited to specialist physicians (Department of Health nd b).

2.3. Practice-based commissioning
Several NHS reforms have focused on developing a primary care–led system and increas-
ingly devolving influence and control of budgets and planning to front-line healthcare 
providers. These reforms have included GP fundholding in the early 1990s, which 
was eventually abolished; commissioning by PCTs, which has remained the dominant 
model for the past decade; and the recently introduced policy of practice-based com-
missioning (PBC). PBC is currently positioned as “the engine for change” in the NHS 
and gives GP practices their own “notional” budgets to purchase care for their patients, 
including emergency care, out-patient and in-patient treatment and drugs (King’s Fund 
2006). This policy aims to raise GPs’ awareness of the financial implications of their 
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prescriptions and referrals and motivate them actively to redesign innovative, cost-effec-
tive and responsive services for patients.

There are examples of trusts that, by embracing PBC, have emerged as “care entrepre-
neurs” in the redesign of care. Such redesign includes partnering with social care and 
other providers to help manage chronic diseases and avoid hospital admissions by lever-
aging healthcare team members who have specialist training for procedures that would 
normally occur in hospital and by purchasing diagnostic technology for use in the 
community. Under this scheme, GP practices are accountable to PCTs, which directly 
administer funds and remain legally responsible for them as well as provide GP practices 
with data on their patients’ utilization of services (e.g., diagnostic tests, prescribing, hos-
pital and emergency care) and the cost of this care. Incentives are available for practices 
that take up commissioning, including the ability to reinvest surplus funds.

PBC has several perceived benefits, including improved coordination of primary, inter-
mediate and community support services; clinical engagement in redesign of care and 
services; better collaboration between practices; more efficient and appropriate pre-
scribing, referral and utilization of services; and care in more convenient settings for 
patients (Greener and Mannion 2006). However, as the Department of Health hopes 
to further spread and implement this policy across GP practices in the NHS there is 
considerable debate about whether PBC will overcome issues associated with the earlier 
fundholding model and whether it will be a lever to achieve change and improvement. 
Some observers raise concerns about the management and transactions costs. Others 
raise questions about whether there is sufficient evidence to support some of the key 
assumptions underpinning the model, including the belief that patients should choose 
providers (rather than commissioners) and that purchasers should commission based 
on population and geography (rather than individuals) (Higgins 2007).

2.4. Integration of health- and social care
With the launch of the 10-year NHS Plan in 2000, leaders articulated a vision for bet-
ter-integrated health and social care (Department of Health 2000). Social care (i.e., 
social services) in the UK is managed by local authorities. Since the original vision was 
articulated several models for joining health and social care have evolved.

In 2002 the NHS piloted a new type of organization – care trusts. These bodies integrate 
health- and social care under a single organizational structure with multidisciplinary 
teams providing streamlined cross-disciplinary assessments. Conceived as a “new level” 
of PCT, these trusts aim to commission and deliver care to patients who require com-
plex health- and social care in several parts of the continuum (e.g., acute, intermediate, 
home) and who would normally need to navigate two different systems. Patients who 
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stand to benefit most from care trusts include those requiring mental health care, the 
elderly and the disabled. There are currently 10 care trusts in the NHS, fewer than 
initially forecasted. Observers remain divided about their value. Some see them as a 
structural innovation that improves access and delivers more flexible and holistic care. 
Others see them as an overemphasis on structural change when other partnership 
models would suffice (Glasby and Peck 2005).

Several other reforms are under way to help facilitate more joint commissioning of 
health- and social care without extensive structural integration. These include a pro-
curement model and best-practice guidance to underpin a joint commissioning frame-
work; streamlined budgets and planning cycles based on a shared, outcome-based 
performance framework; aligned performance assessment and inspection regimes; and 
more joint health- and social care appointments. At local levels some PCTs are now 
partnering with local authorities to shape the way health- and social care are delivered 
for patients with chronic conditions. Most recently, in an attempt to enhance patient 
choice in new models of health- and social care the government announced a pilot of 
“individual budgets.” This is a scheme that would enable people needing social care to 
design that support and give them the power to decide the nature of the services they 
need (Department of Health 2006a).

3.0. Demand-side reforms
3.1. Payment by results
Historically, trusts were paid lump sums based on block contracts and locally agreed 
prices. Introduced in 2004 as a pilot in several trusts and expanded across the NHS for 
non-elective and elective care in 2006, payment by results is an activity-based payment 
system, adjusted for case-mix that reimburses providers with a fixed national price or 
tariff for each case treated. Designed to be open and transparent, and underpinned by 
the principle that money follows patients, the system’s goal is to increase productivity, 
reward efficiency and support patient choice (Department of Health nd c).

Reports have shown that early implementation of the system exposed several weakness-
es, including issues with data quality and accuracy of coding; inadequate involvement 
of clinicians in defining the tariffs, especially for complex cases and highly specialized 
care; and financial instability in some trusts. In addition, clinicians have expressed 
concern that by encouraging productivity within local organizations this system will 
fragment care and discourage collaboration across sectors for issues such as chronic 
disease prevention and management, and may lead to gaming or “upcoding” (King’s 
Fund 2005; Dixon 2004). It is still too early to evaluate the impact of further expansion 
of this payment scheme.
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3.2. Patient choice
In conjunction with the tariff system, patient choice has been a key part of the NHS’s 
recent policy reforms. As of January 2006 all eligible patients across England have the 
right to choose where and when they get hospital treatment. Through the Choose and 
Book initiative patients are offered the choice of at least four hospitals or clinics for 
further non-emergency treatment. One of these options is a private sector provider. 
People are able to book the time and date of their out-patient appointments at their 
GPs’ offices through an online system that shows where and when appointments are 
available. In order to inform their choices, patients are provided with information on 
each of the options, such as details about transportation, parking and disabled access; 
information about the performance of the organization on key national targets; and 
patient satisfaction. 

Additional strategies are also under way to help support patient choice in the NHS. 
These include an online system called HealthSpace that allows patients to record their 
lifestyle and healthcare preferences on electronic medical records and an electronic pre-
scribing service that enables patients to pick up repeat prescriptions from pharmacies 
of their choice (Department of Health nd d).

By enhancing patient choice in the context of money following patients, the NHS hopes 
to reduce variations in quality, promote faster and better access across the NHS and 
ensure that NHS services continue to reflect patients’ needs and priorities. The extent 
to which choice is actually a lever for improving quality remains uncertain. There is 
some debate that these reforms were too narrow in their application to elective services, 
given their irrelevance to other significant areas of healthcare, including care for chronic 
conditions or emergency treatment (Appleby 2004).

3.3. Financial incentives
The Quality and Outcomes Framework (QOF) (see http://www.nhsemployers.org/pri-
mary/primary-890.cfm) is a new system of financial incentives for GP practices designed 
to improve GP recruitment and retention. Historically, GP practices have been paid 
according to the number of patients on their registers, and they were required to be 
available outside normal working hours. Introduced in 2004 as part of the General 
Medical Services (GMS) contract, the framework allows GPs to opt out of providing 
services after hours, rewards practices for providing high-quality care and helps to 
promote further investment in improvements in the delivery of care.

The QOF measures quality of practice against evidence-based national standards in 
four areas:
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1) clinical standards linked to the care of patients with chronic conditions; 2) organi-
zational standards relating to records and information, communicating with patients, 
education and training, medication management and clinical and practice management; 
3) additional services covering cervical screening, child health surveillance, maternity 
services and contraceptive services; and 4) patient experience based on patient surveys 
and length of consultations.

Points and payments are awarded according to levels of achievement. QOF data are col-
lected through patients’ electronic records and fed into a national quality management 
database (see http://www.ic.nhs.uk/services/qof). Although participation in the QOF is 
voluntary, a large majority of general practices participate in the scheme. Clinicians and 
observers consider the framework to be a strong lever for improving quality, given its 
focus on rewarding general practice teamwork, allowing flexibility to choose specific 
targets and providing upfront funding to help raise quality standards.

In addition to GP incentives the government developed a new type of incentive for NHS 
trusts in 2004. Trusts that demonstrate strong performance – in particular financial 
performance – are invited to apply for designation as foundation trusts. These trusts are 
independent public benefit corporations and are free from central government control 
and regional performance management. Independently authorized and regulated by an 
organization called Monitor, foundation trusts are free to innovate for the benefit of their 
local communities and patients, to independently decide and make capital investments, 
to retain any surpluses they generate and to borrow in order to support investments (on 
Monitor, see http://www.monitor-nhsft.gov.uk/about.php). There are presently over 70 
foundation trusts in the NHS. Current policy envisions that all hospitals will evolve to 
become foundation trusts.

4.0. National guidance, standards and targets
4.1. Priorities and targets
Several of the reforms outlined in this section were explicitly designed to help meet 
national priorities and targets, especially for wait times. In the late 1990s the govern-
ment set several targets for reducing wait times: six months on in-patient lists, 13 weeks 
on out-patient lists, 48 hours for an appointment with a GP and four hours before being 
treated, admitted or discharged from A&E departments. Virtually all these targets were 
reached by 2005, with a new target set for 2008: 18 weeks from GP referral to visit.

While most observers agreed that wait times needed urgent attention and central invest-
ment, many now feel that some of the mechanisms for addressing these issues damaged 
morale and produced distortions in the system. For example, failure to meet targets 
led to executive replacement and, eventually, a significant turnover of leadership in the 
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system (the link between targets and performance assessment is highlighted in the next 
section). In addition, the pressure to meet earlier wait time targets, which were virtually 
all focused on a patient’s journey after diagnosis, produced longer “hidden waits,” such 
as time to diagnosis. Clinicians and managers also worried that a disproportionate focus 
on wait times led to the treatment of less urgent and complex cases and a distortion of 
clinical priorities (King’s Fund 2005b).

In its 2004 Improvement Plan the government articulated its vision of shifting away 
from national targets and central regulation to local target-setting and performance man-
agement and to a focus on a new set of priorities. In addition to a strong emphasis on 
wait times there were many other NHS standards, targets and guidance rules, elements 
that overwhelmed many leaders and providers. In 2004 the government announced 
it would reduce the number of national healthcare standards and targets from 600 or 
more to 24 (Frith 2004). Among the new set of national priorities was a focus on pre-
vention and support for individuals with long-term (i.e., chronic) conditions such as 
diabetes, heart disease, asthma and depression.

The most recent priorities outlined in the 2007/2008 NHS operating framework 
(Department of Health 2007b) include the following: 

• Achieving a maximum wait of 18 weeks from GP referral to start of treatment
• Reducing rates of methicillin-resistant Staphylococcus aureus (MRSA) and other 

healthcare-associated infections 
• Reducing health inequalities and promoting health and well-being
• Achieving financial health

4.2. Performance reporting and external assessment
The national system for assessing and reporting the performance of NHS organizations 
evolved in conjunction with other reforms, particularly the focus on national priorities, 
targets and incentives. Introduced in 2001 the “star rating” system used over 50 differ-
ent standards to award hospital trusts up to three stars for performance. Top-performing 
trusts (three stars) were awarded cash bonuses, additional freedom from central control 
and the option of becoming a foundation trust. Lower-performing trusts (zero stars) 
that did not improve over time were threatened with the replacement of their executives 
and other consequences.

This system of assessing and reporting performance was controversial; many observ-
ers felt it was too crude and unfairly punished hospitals and leaders. In 2004, when 
the Healthcare Commission for Audit and Inspection (formerly the Commission 
for Healthcare Improvement) – the independent inspection body for both the NHS 
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and independent healthcare – undertook responsibility for performance assessment, 
it began the development of a new and more rigorous system. In March 2005 the 
Healthcare Commission launched the Annual Health Check. This performance assess-
ment and reporting system measures NHS organizations against standards in seven 
categories: safety; clinical and cost effectiveness; governance; patient focus; accessible 
and responsive care; care environment and amenities; public health). In each of these 
areas the commission assesses and publicly reports whether organizations are meeting 
basic expected levels of performance and whether they are improving. In addition to 
developing the Annual Health Check, the commission regulates the registration of inde-
pendent healthcare providers and conducts independent reviews of NHS complaints as 
well as value-for-money audits (Healthcare Commission 2005).

As noted earlier, Monitor independently authorizes and regulates NHS foundation 
trusts. Private industry in the UK is also involved in measuring and reporting the 
performance of healthcare in the NHS. Dr. Foster, launched in 2001, is a commercial 
provider of information about the performance of NHS healthcare providers, including 
physicians, hospitals and other care centres. While the Healthcare Commission’s per-
formance assessments are publicly available, their primary audiences are NHS providers 
and the government. The target audience for Dr. Foster’s service guides is the general 
public. Dr. Foster is widely considered to be a successful endeavour.

4.3. NICE and National Service Frameworks
In 1998 A First Class Service – Quality in the New NHS outlined new initiatives and tools 
for setting, delivering and monitoring standards for a high-quality, cost-effective NHS 
(Department of Health 1998). The National Institute for Health and Clinical Excellence 
(NICE) and the National Service Frameworks (NSFs) are two successful initiatives that 
have emerged from the NHS’s national quality agenda.

Launched in 1999 NICE uses evidence-based clinical guidelines and associated clini-
cal audit methods to provide authoritative appraisal and national guidance on new 
and existing healthcare in the areas of public health, health technologies and clinical 
practice. In prioritizing treatments and innovations as well as in developing and dis-
seminating guidelines, NICE considers clinical evidence, cost-effectiveness and NHS 
priorities (see http://www.nice.org.uk/).

Starting in 1998 a rolling program of NSFs began, focusing on priority conditions 
including cancer, CHD, diabetes, mental health and services for older people. NSFs 
provide evidence-based service models and standards that outline what care patients 
can expect to receive from the NHS for high-priority conditions. NSF models and 
standards also offer implementation strategies and support and performance measures 
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to assess progress (Department of Health nd e). NICE and the NSFs are considered criti-
cal foundations for quality improvement and remain highly regarded by clinicians and 
leaders across the NHS and around the world. In large part their success is attributed 
to the transparency of and strong clinical and expert (including patient) engagement 
in their development.

5.0. Regional accountability
NHS organizations (except for foundation trusts) have regional accountability to SHAs, 
which play a liaison role between the organizations and the Department of Health. 
In 2006 the government announced a new architecture for the SHAs, reducing their 
number from 28 to 10. This restructuring was aimed at streamlining management and 
administration, redirecting resources to patient care, cutting out unnecessary bureauc-
racy and giving SHAs a more strategic role.

SHAs have traditionally played a central role in performance management, monitoring 
how well PCTs and other trusts perform and taking action to improve failing services. 
Given the enhanced role of the Healthcare Commission in performance management, 
the SHAs’ role is shifting to strategic planning and support in the development of local 
service delivery plans and improvement. The extent to which this shift is actually occur-
ring is unclear. Observers have reported that some SHAs are playing a critical role in 
ensuring the strategic integration of national and local priorities in local planning and 
that they have used resources to develop infrastructure to support quality improvement 
initiatives such as “improvement academies.” Such changes, however, are occurring in 
only a few SHAs.

6.0. Information technology
An effort to modernize information technology (IT) in the NHS is being led by one of 
the world’s largest IT programs. NHS Connecting for Health is the single national IT 
provider for the NHS, delivering an ambitious national program to create an integrated 
information system to connect and facilitate secure communication among providers 
and to provide timely decision support. The program has several components, includ-
ing infrastructure to connect GPs to hospitals, universal access to information-rich 
resources, electronic patient records with detailed summaries of episodes of care and a 
lifelong summary of important information. Additional enhancements include electron-
ic booking and prescribing services and a HealthSpace for patients (NHS Connecting for 
Health nd). Connecting for Health is positioned as a critical lever for improving quality 
in the NHS. Some sceptics are concerned about the ambitious scope of the project and 
the need to ensure ongoing clinical involvement in its development (Humber 2004).
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7.0. Support for quality improvement
7.1. Modernisation Agency
The Modernisation Agency was established in April 2001 in order to support the NHS 
reforms. The agency’s origins date back to 1999, when four initiatives that were struck 
to improve quality and efficiency in areas of national strategic priority came together: 
the National Patient Access Team, the National Primary Care Development Team, Action 
On and the Clinical Governance Support Team.

The Modernisation Agency’s goals were to help enhance patient experiences and out-
comes, improve access, increase local support, raise standards of care and capture and 
share knowledge expansively. Some of the agency’s most widely recognized work is its 
leadership and coordination of large, multi-organization collaboratives (especially in the 
areas of access and wait times, and the development of some of its products, includ-
ing the Leadership Guides and the 10 High-Impact Changes document). Over a period 
of four years the agency grew rapidly in size, budget and scope, including over 700 
improvement staff, a budget of £200 million and an aim to support a large number of 
NHS priorities and standards.

Despite its successes and the critical role it played to support quality improvement and 
provide training to enhance capacity and capability across the NHS, the Modernisation 
Agency came under heavy criticism. Critics pointed to its excessive bureaucracy and 
size. They also lamented the lack of clinical engagement or relevance in some of its 
activities and products, which were seen as largely management oriented, and the lack 
of real integration and implementation of its activities and programs into service delivery 
planning at the local level. As part of a review of arm’s length bodies, the Modernisation 
Agency was abolished in 2005 (Department of Health nd f). 

7.2. Clinical Governance Support Team
The Clinical Governance Support Team (CGST) was formed in 1999 by the chief medi-
cal officer in the Department of Health following the introduction of clinical governance 
in the Department of Health’s consultation document A First Class Service. As of 2001 
the CGST was enveloped under the Modernisation Agency. It remained in existence as 
its own entity following the agency’s abolition in 2005.

Clinical governance is defined as a “framework through which NHS organizations are 
accountable for continuously improving the quality of their healthcare services and 
safeguarding high standards of care by creating an environment in which excellence 
in care can flourish” (Department of Health 1998). In an October 2006 presentation, 
the NHS clinical governance support team observed that, backed by a new statutory 
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duty for quality for trusts, the clinical governance framework emphasized the need 
to instill quality at a local level and includes several components: patient, public and 
carer involvement; strategic capacity and capability; risk management; staff manage-
ment and performance; education, training and continuous professional development; 
clinical effectiveness; information management; communication; leadership; and team 
and partnership working.

Over time the function of the CGST evolved, from one of supporting the develop-
ment of clinical governance across the NHS through board and clinician training and 
other programs, to one of providing remedial support to low-performing trusts. Some 
observers remark that this shift in focus was underpinned by the lack of a clear mission, 
purpose and strategy for the CGST, especially in the context of other support resources 
and ongoing reforms in the NHS.

Although there are several reports of the successful implementation of aspects of clini-
cal governance throughout the NHS, the extent to which clinical governance is still a 
dominant framework for improving quality across the system remains unclear. In 2006, 
the CGST underwent a review by the Office for Strategic Health Authorities. The CGST’s 
future remains uncertain.

7.3. Institute for Innovation and Improvement
Following the Modernisation Agency’s abolition in 2005, the Department of Health 
developed the Institute for Innovation and Improvement. Based at the University of 
Warwick, the Institute was created as a special health authority (at arm’s length from 
government) to support the spread and uptake of new ways of working, new tech-
nology and world-class leadership in the NHS. Learning from the experience of the 
Modernisation Agency, the Institute operates as a compact, lean organization with  
50 staff members and a budget of £80 million. It attempts to leverage the broader 
healthcare environment and focuses on improving outcomes on a few key national pri-
orities that are agreed upon with the Department of Health: no delays (18-week wait), 
healthcare-associated infections, primary care/long-term conditions, and delivering 
quality and value (NHS Institute for Innovation and Improvement 2006a, 2006b).

The Institute is underpinned by specialist competencies in leadership, learning, service 
transformation, and technology and product innovation. Its primary work centres on 
identifying innovations and improvements from a number of sources and then co-
designing and disseminating high-impact products to support implementation in the 
field. The Institute has developed a hypothesis-driven problem-solving process for all of 
its work in creating high-impact, innovative solutions. Figure 4 shows the four distinct 
phases in the Institute’s work process. 
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Figure 4. The Institute for Innovation and Improvement’s work process methodology
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Source: NHS Institute for Innovation and Improvement (nd). Used by permission.

This design-focused role represents a shift in focus from the roles of the Modernisation 
Agency and the CGST by coordinating large collaborative initiatives and providing more 
direct support and capability for improvement. One of the initial reasons for this shift 
was the belief that there may now be adequate capability to facilitate uptake of such 
tools in the field as a result of the redistribution of former Modernisation Agency staff 
and funding across trusts and SHAs. Some observers, however, remain sceptical about 
the actual extent of improvement capability across the NHS. 

Recognizing this, the Institute has begun to test strategies to better leverage and work 
with leaders and improvement staff across the NHS to support implementation. For 
example, the Institute recently engaged a former SHA CEO as a “field force” relationship 
manager to act as a bridge between the Institute and the field.
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Appendix A(a). Key government policy papers

Year Document Brief Description

1989 Working for Patients The Conservative government’s white paper that outlines a plan to create 
an internal market and competition in the system through a split between 
purchasers and care providers and the introduction of fundholding for 
GPs to allow them to purchase care for their patients (NHS nd b).

1997 The New NHS – Modern, 
Dependable (Department 
of Health 1997)

A white paper by the new Labour government that sets out a plan to 
modernize the NHS. The new approach is “based on partnership and 
driven by performance.” It preserves the principle of a primary care–led 
NHS but moves away from the internal market and outright competition. 
The paper outlines six principles underpinning this new approach, includ-
ing taking quality as a driving force for decision-making at every level.

1998 A First Class Service 
– Quality in the New NHS 
(Department of Health 
1998)

A consultation document that outlines new initiatives and tools for 
setting, delivering and monitoring standards for a high-quality, cost-
effective NHS. These include NICE, an independent body responsible 
for providing authoritative appraisal and national guidance; NSFs, evi-
dence-based service models and standards; clinical governance, a new 
framework backed by trusts’ statutory duty for quality and through which 
organizations are accountable for continuously improving the quality 
of their healthcare services and safeguarding high standards of care; 
and the Commission for Healthcare Improvement (CHI), a statutory body 
established to provide independent scrutiny of local efforts to improve 
quality and report publicly on the performance of local organizations.

2000 The NHS Plan – A Plan 
for Investment, A Plan for 
Reform (Department of 
Health 2000)

Delivering the NHS 
Plan – Next Steps on 
Investment, Next Steps 
on Reform (Department of 
Health 2002)

This ten-year plan, and its follow-up progress report, helped to bring 
into focus the government’s strategies to modernize the NHS. The plan 
outlines substantial growth in the NHS budget (i.e., by one half in cash 
terms) and investments in capacity (e.g., facilities, staff, medical school 
places); an increase in the number of physicians entitled to discretion-
ary payments in the private sector; and reforms aimed at devolving 
power from government to the local health service in a system of 
“earned autonomy.” These reforms include PCTs holding the major-
ity of the NHS budget and having the freedom to purchase care from 
most appropriate provider (public, private, voluntary); national targets, 
public performance ratings (especially for wait times) and incentives for 
high-performing local organizations, including administrative autonomy 
through designation as a foundation trust and consequences for poor-
performing organizations, such as executive replacement; quality-based 
contracts for GPs and cash incentives to physicians for high-quality 
care; changes in job design, such as extended scopes of practice for 
nurses and therapists; a Modernisation Agency to provide technical 
support to spread best practices; a new hospital payment system called 
payment by results that uses a regional tariff or case-mix system; an 
integrated and modernized electronic health information system; and 
better integration between health and social care.
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2004 The NHS Improvement 
Plan: Putting People at the 
Heart of Public Services 
(Department of Health 
2004)

Building on progress to date to continue the push to meet national tar-
gets to reduce wait times, this paper outlines shifts in priorities (to 2008) 
toward prevention and management of chronic conditions and local 
target-setting and performance management, especially for high-per-
forming trusts. In addition, this plan outlines additional priorities such as 
greater personal choice for non-emergency care, an electronic book-
ing system and the right to choose from at least four or five different 
healthcare providers; an Expert Patients’ Programme designed to help 
empower patients to manage their own conditions; innovations such as 
NHS Direct (nursing-led telephone advice); and additional IT enhance-
ments, including electronic booking and prescribing services and a 
HealthSpace for patients.

2006 Our Health, Our Care, Our 
Say: A New Direction 
for Community Services 
(Department of Health 
2006a)

This white paper focuses on advancing a vision for better health and 
social care that “puts people more in control, makes services more 
responsive, focuses on those with complex needs and shifts care closer 
to home, while achieving better value for money.” Specific actions 
for change outlined in the paper include: PBC, which gives GPs more 
responsibility for local health budgets, in conjunction with individual 
budget pilots to test how users can take control of social care and 
changes to payment-by-results tariffs to support these changes; a guar-
antee of registration with a GP practice list and incentives for GP prac-
tices to offer convenient opening times and appointments; more care in 
more local and convenient settings, including the home, by working with 
royal colleges to define clinically safe pathways within primary care; 
better infrastructure to support the integrated commissioning of health 
and social care between PCTs and local authorities; and an increase in 
the quantity and quality of primary care in under-served and deprived 
areas, including through the removal of barriers to entry for the “third 
sector” as primary care providers.
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Appendix B. Healthcare Commission performance indicators

Existing: Access to a GP (not including walk-in centres)
Access to a primary care practice (not including walk-in centres)
All cancers: 2-week wait
All cancers: 31-day diagnosis to treatment
Ambulance: category A calls meeting 19-minute target
Ambulance: category A calls meeting 8-minute target
Ambulance: category B calls meeting 19-minute target
Commissioning a comprehensive CAMHS
Commissioning of crisis resolution/home treatment services
Convenience and choice: facilities in place to support choice
Convenience and choice: PCT booking
Delayed transfers of care
Diabetic retinopathy screening
Number of in-patients waiting longer than the standard
Number of out-patients waiting longer than the standard
Patients waiting longer than 3 months for revascularization
Practice-based registers: patients called for review
Thrombolysis: 60 minutes call to needle time
Total time in A&E: 4 hours or less

New: Access to genito-urinary medicine clinics 
Access to reproductive health services
Blood pressure
Breast cancer screening for women aged 50–70 years
Cancer: implementation of NICE IOGs
CVD mortality rate (per 100,000)
Cancer mortality rate (per 100,000)
Childhood obesity: data quality
Cholesterol levels
Commissioning of assertive outreach services
Community equipment
Community matrons
CPA 7-day follow-up
Data collection: referral to treatment waiting times
Data quality on ethnic group
Drug misusers sustained in treatment
Emergency bed days
Experience of patients
Four-week smoking quitters 
GP recording of body mass index (BMI) status
Infant mortality: breastfeeding initiation rates
Infant mortality: smoking during pregnancy
Infection control
In-patient waiting times: 18-week milestone
Number of drug misusers in treatment
Number of very high-intensity users
Older people’s mental health: assessment of needs and services
Out-patient waiting times: 18-week milestone
Practice-based registers
Smoking status aged 15–75 years
Teenage conception rates
Wait times for MRI and CT scans
Wait times for other diagnostic tests
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BEN PCT Scorecard indicators by strategic objective

Strategic Objective Indicator

Efficient use of resources. Financial balance
Non-elective admissions (not maternity, practice-based registers only)
Out-patient GP attendances (New OP, BPR only)
A&E attendance
Achievement of savings plan: BEN PCT combined figure

To be so responsive to the population 
we serve that no one waits for the 
healthcare they need.

Access to a GP (not including walk-in centres)
Access to a primary care practice (not including walk-in centres)
Cancer wait times: 2 weeks, 1 month, 2 months
Ambulance: category A calls meeting 19-minute target
Ambulance: category A calls meeting 8-minute target
Ambulance: category B calls meeting 19-minute target
Delayed transfers of care
In-patient wait times
Out-patient wait times
Thrombolysis: 60 minutes call to needle time
Total time in A&E: 4 hours or less
Patients waiting longer than 3 months for revascularization
Access to genito-urinary medicine clinics 
Access to reproductive health services
Waiting times for MRI and CT scans
Waiting times for other diagnostic tests

That the health and well-being of our 
population will have improved so much 
that people will enjoy 10 more years of 
quality life, wherever they live.

Diabetic retinopathy screening
Four-week smoking quitters 
Practice-based registers: patients called for review
Blood pressure
Cholesterol levels
Infant mortality: breastfeeding initiation rates
Infant mortality: smoking during pregnancy
Drug misusers sustained in treatment
Number of drug misusers in treatment
Number of very high-intensity users
Practice-based registers
Smoking status aged 15–75 years
Emergency bed days
GP recording of BMI status

Our communities will be the most 
involved, informed and empowered in 
the country.

Number of MRSA infections (primary care)
Number of MRSA infections (acute)
Convenience and choice: PCT booking
Community equipment
Community matrons
Patients with CHD, etc., who smoke, offered smoking cessation advice
Percentage of population served by practices achieving 80%+ QOF 
points (LAA)
Number of patients recruited to Expert Patients’ Programme (LAA)
Percentage of complaints resolved within 25 days

That people regard us as the first-
choice organization to work with and 
for.

Achievement against HCC core and developmental standards
Commissioning of crisis resolution/home treatment services
Commissioning of assertive outreach services
CPA 7-day follow-up
Full-time equivalent staff in post (FIMS workforce return)
Older people’s mental health: assessment of needs and services
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