Clinical leadership: the critical factor in building a quality culture in the New Zealand health system 

Abstract summary

This paper reports on studies undertaken by the Clinical Leaders Association of New Zealand to examine the extent to which a quality culture was being built within the New Zealand health system. Evidence of major progress was found in both primary and secondary care organisations, including an overall organisational commitment and formal quality structures and processes. Clinical leadership was found to be a critical factor driving achievements. 

Abstract

New Zealand has recently implemented a system of district health boards (DHBs). These are accountable, with population-based funding, for improving health outcomes for their defined populations. This is being achieved through integrating the effort of all providers, government and non-government, primary and secondary, hospital and community, public health and disability.

A key development of recent years has also being the formation of primary care organisations (PCOs) now including as members over 90% of general practitioners (GPs).  PCOs are strongly driven by quality objectives and are managing most primary care expenditure to achieve better health outcomes for their patients.

As in many countries there has been wide political, professional and public concern about health system quality in New Zealand.  A key factor in addressing this problem has been the rise of clinical leadership, within both primary and secondary care, to build a quality culture. Clinical leadership development has been fostered by the formation of the Clinical Leaders Association of New Zealand (CLANZ).

In 2001 a research team, commissioned by CLANZ with Ministry of Health funding, examined quality improvements and clinical leadership, and its relationship to management, in 10 DHBs and in nine general practitioner led PCOs. The study was conducted with the full support of the CEOs of both DHBs and PCOs. Organisations were personally visited and interviews conducted with key stakeholders with follow-up telephone interviews of chief nursing and medical advisors. Relevant documents were studied, including quality plans.

The study of the 10 DHBs showed that important progress was being made in building a quality culture through; 

· a developing partnership between clinicians and managers, well advanced in some DHBs, with shared quality and resource management goals

· devolution of decision-making to clinical service groupings

· increasing commitment to and implementation of quality and risk management programmes

· accreditation of health services

· clinical audit and credentialling

· developing quality frameworks such as quality councils.  

The DHBs reported significant progress in building a culture of safety, integrating previously disparate quality efforts into a single coherent system, implementing an  adverse incident reporting system and appointment of staff dedicated to quality.

Evidence was presented of significant progress towards clinical governance.  Factors facilitating achievements included experience of accreditation, appointment of specific staff responsible for quality, and integration of clinical and financial management.

Even more progress in building a quality culture was reported by the nine PCOs studied.  Eight had established a clear infrastructure for quality including quality co-ordinators, information systems and regular cell groups.  Quality initiatives ranged across personal health, population health and referred services management.  Quality improvement was an important focus in prescribing and laboratory usage, including the development of guidelines, information systems with personalised feedback, pharmacy facilitators and peer group review.  

Significant quality achievements included establishing high levels of immunisation coverage, successful implementation of diabetic services management, screening programmes and information system support for quality.  Clinical governance was progressing well in all PCOs.

PCOs were developing systems for measuring quality in their practices.  One PCO studied was measuring quality using a nine point scale and rating practices from 0-100.  Practices not measuring up to standards were visited and helped to improve their performance. A study of the relationship between these quality measures and expenditure on referred services showed a statistically significant relationship between better quality and lower costs, pointing to the prospect of a quality driven culture succeeding in reducing inappropriate expenditure in primary care.

A critical factor underlying this progress in both DHBs and PCOs was clinical leadership, both medical and non-medical.  The information from these studies is now being used to establish a new national clinical leadership development programme This is seen to be a key factor in the success of the new DHB system and achieving further progress in building a quality driven health system.

