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        Agenda item 42/09 

Public Board Meeting 19 March 2009 

 

Proposed revised governance and management 
arrangements  
 
Presented by:  Jan Filochowski, Chief Executive 
 

 
1. Introduction 
 
When I joined the Trust at the end of 2007, I made some immediate management 
changes to sharpen and clarify accountability. These arrangements were designed first 
and foremost to help us through the very difficult period of immediate turnaround and in 
that respect, I believe, served us well.  
 
They were also designed to ensure that proper consideration was given to reviewing 
clinical quality and safety and that assurance on this was provided right up to Board 
level. Part of this involved giving the Director of Infection Prevention and Control 
(DIPC) role to the Medical Director and ensuring that there was a monthly report and 
discussion at Board level, and that prominence was given to this issue right through 
the organisation.  
 
As the Board will know, this produced spectacular results with huge reductions in both 
MRSA and C.Diff. Indeed for C.Diff. the Trust continues to register the highest 
reduction of any Trust with significant numbers of C.Diff. since current national 
recording began, in our case a five quarter reduction of 90% from over 200 per quarter 
in April – June 2007 to 21 in the quarter July –September 2008.  
 
We also introduced a Clinical Quality Advisory Committee (CQuAC) whose aim was to 
provide review and oversight of issues of safety and in particular safe clinical practice. 
This group too is now firmly established and providing an extra welcome input to our 
work on clinical governance. 
 
 

2. Discussion 
 
However, it has become clear during the last few months that the Trust’s organisational 
structure is still to a degree confusing and arguably still has some gaps in relation to 
both clinical governance and integrated governance. There has been a broad and 
constructive debate across and beyond the organisation on this matter over the last 
three months involving staff directly involved with clinical and corporate governance, at 
Board level of myself, Graham Ramsay, Gary Etheridge and David McNeil, Colin 
Gordon as Chairman of the Audit Committee and Mahdi Hasan as the Non-Executive 
member of CQuAC, and the firm we commissioned to undertake our own due diligence 
prior to Monitor undertaking their own due diligence on us (Serco).  
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3. Issues  
 
The issues that we have broadly debated are as follows: - 
 
3.1. Is there a clear separation, across the organisation and in its senior committees 

functions, between delivery and governance, and in turn is there a clear 
separation between governance and assurance? 

 
3.2. How do we ensure the vitality of clinical governance and the involvement of key 

frontline clinicians in discussions about what is required?  
 
3.3. How do we ensure that there is senior involvement including reporting to Board 

level across the whole range of governance issues, clinical and non-clinical i.e. 
how do we ensure that there is proper integrated governance?  

 
3.4. How do we ensure that 2 and 3 are not achieved at the expense of each other?  
 
Up until now there has been a degree of confusion on the above matters. CQuAC is 
well set up to deal with clinical governance and to answer question 3 positively. The 
new arrangements do broadly separate delivery issues from governance issues. They 
also separate governance from assurance though in so doing they implicitly strip the 
Audit Committee of an assurance function which by common consent (and in the 
opinion of our due diligence reviewers) it undertakes well. The arrangements do not 
however deal with integrated governance and trying to remedy this has provoked a 
great deal of discussion. 
 
Possible ways forward considered include the subsuming of CQuAC into a wider 
integrated governance committee (rejected because of the loss of clinical buy in), 
setting up a committee that would operate as an integrated governance committee for 
part of the time and a clinical governance committee for part of the time and setting up 
a committee that would act as a governance committee for part of the time and an 
assurance committee for part of the time.  
 

4. Outcome 
 
The outcome of this deliberation is that none of the above proposals seem to fully meet 
our requirements and answer our questions and all also involve a degree of opacity 
and confusion. The following is therefore proposed which it is felt does meet all the 
requirements and is also undoubtedly the product of inputs from a number of the 
parties referred to above.  
 

5. Proposal 
 
CQuAC will remain broadly as it is. Alongside it we will set up a General Governance 
Committee (GGC) dealing with non-clinical governance issues. Both committees will be 
chaired by the Medical Director who is also the Director of Patient Safety – Graham 
Ramsay. Both committees will have direct access to the Board who will receive their 
minutes on a regular basis and in addition to Graham membership will include the 
Chief Executive and a non-executive Director, Mahdi Hasan. 
 
Currently the Clinical Standards Executive (CSE) is the executive arm of clinical 
governance and ensures that within the organisation the requirements of clinical 
governance are met. Hitherto, its remit has moved at times into other aspects of 
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governance. As part of this proposal its remit will formally cover the implementation 
both of clinical and general governance issues on a day to day basis and on a more 
strategic basis as agreed by the two senior committees and their chair Graham 
Ramsay. To reflect its wider governance role this executive group will change its name 
to the Integrated Standards Executive, continuing to be led by Dr. Colin Johnston.  
 
As pointed out by our due diligence auditors this arrangement will be the embodiment 
of Integrated Governance with single leadership, some common memberships, unified 
implementation and consistent decision making in relation to clinical and non clinical 
governance issues.   
 
It is planned to trial various scenarios through this proposed structure to ensure that 
the system responds appropriately and the reporting structures are sound.  This will 
include for example a Health Care Commission maternity review, a Sudden Untoward 
Incident, a directive from the Health and Safety executive and a significant patient 
safety issue.   
 
On this basis, it is proposed that the role of assurance in relation to the satisfactoriness 
of our arrangements across governance, clinical and non clinical should continue to 
reside with the Audit Committee, which by all accounts has been doing a very good job 
in this (and indeed in other) respects.  
 

6. Recommendation 
 
The Board is asked to endorse these revised, transparent proposals for its governance 
and assurance processes. The attached chart sets out the high level committee 
structure of the organisation in the light of them.  
 

7. Glossary of Terms 
 

Glossary 

AAU Acute Admissions Unit 
C.Diff Clostridium difficile 
CLIP Complaints, Litigation, Incidents and PALS  
CPOP Clinical Policy on Practice 
CQuAC Clinical Quality Advisory Committee  
CSE Clinical Standards Executive 
C-Strat Clinical Strategy Group 
DIPC Director of Infection Prevention and Control  
DSG   Delivery Support Group 
GGC General Governance Committee  
ISE Integrated Standards Executive previously the CSE 
MRSA Methicillin-resistant Staphylococcus aureus 
PPI  Patient and Public Involvement 

  

 

 

 

 

 
Jan Filochowski 
Chief Executive 


