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Executive Summary 
NHS Wales continues to experience problems 
with unacceptable shortfalls in the quality of 
care being delivered, despite a regulatory and 
governance system supposedly designed to avoid 
this happening. 

In this update of its 2017 discussion paper 
which examined the issues related to achieving 
profound and sustainable improvements in 
quality, the Bevan Commission reiterates the call 
for more radical solutions and an independent 
and externally validated quality system across 
health and care in Wales. 

Wider discussion and more recent evidence 
are used to reinforce this, highlighting that a 
‘compliance mind-set’ with an over emphasis on 
the formal processes associated with governance 
to promote and assure quality, can lead to false 
assurance. Our knowledge, evidence and practice 
should draw from internationally renowned 
schemes such as the International Standards 
Organisation (ISO)

Whilst the Commission supports the aims of 
the proposed Health and Social Care (Quality 
and Engagement) (Wales) Bill, it counsels that 
a reliance on regulation (on its own) to change 
behaviours will fail.

Further reflections in this paper recognise the 
need to reinforce two fundamental aspects of 
quality healthcare, implicit in the above proposal:

• The necessity of the NHS being a ‘learning’ 
organisation and move from a compliance 
mind set to a learning one. There has to be a 
dynamic for continuous quality improvement 
that engages entire organisations and fosters a 
passion to excel

The importance of the patient/relatives voice 
in the quality assurance/safety process. It is 
essential that dynamic feedback is actively 
sought, to reinforce positive behaviours and 
attitudes, as well as to highlight problems. 
A number of recommendations are made 
including:

• The urgent adoption of an independent and 
externally validated quality management 
system, working across health and social care, 
where the needs of people are foremost, not 
the system or processes.

• Quality Standards must be shaped and owned 
by everyone, (people and practitioners) and built  
into the day-to-day working of health and  
care organisations. 

• Significant investment is needed in 
leadership development and high quality and 
compassionate care at all levels; in order to 
become open, learning organisations. 

• Welsh Government needs to mirror the 
behaviours they wish the NHS to display. Quality 
Indicators must be focused on patient needs 
and given the same emphasis and weighting as 
Financial and Performance Indicators.

• The amalgamation of Healthcare Inspectorate 
Wales (HIW) and Care Inspectorate Wales (CIW) 
must be given urgent priority and together they 
should actively pilot the approach advocated in 
this report, with a view to rapid learning being 
developed and then applied across Wales. 

If these recommendations (and the issues they 
relate to) are openly and fully addressed, Wales 
will have taken great strides forward to having a 
health and care system that is a world leader in 
ensuring quality care. Failure to do so will court 
the risk of further, highly damaging, shortfalls 
in the standard of service the Welsh public have 
every right to expect.
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Introduction
Two years have passed since the Bevan 
Commission published its discussion 
document ‘Achieving Profound and Sustainable 
Improvement in Quality in NHS Wales’1. At that 
time the paper observed that Wales still had a 
long way to go in delivering the aim of ensuring 
there was ‘high quality healthcare at every 
encounter’. That paper intended to provoke 
thinking and discussion around the proposal for 
an ‘independent and externally validated quality 
system for Wales’ as a radical solution to the 
problems evident at the time. Since then, further 
indications and formal reports concerning the 
quality of care provided to patients 
have emerged. 

In particular, ‘The ‘Review of Maternity Services 
at the former Cwm Taf University Health Board’2 
(and subsequent the Joint Review undertaken 
by the Welsh Audit Office and Healthcare 
Inspectorate Wales of the Quality Governance 
arrangements)3. It should be noted that in 2014 
the report Trusted to Care was published4. 
Although these reports cover different Health 
Boards and different specialties, they indicate 
common core issues and point to similar root 
cause problems. 

As such, this is both an opportune and necessary 
time to pick up, debate and review both where 
Wales is on the quality journey and reflect upon 
the recommendations made in our original paper. 

The centrepiece of that paper was the case 
made for the introduction to the Welsh NHS of 
an externally validated, service-wide, quality 
management system such as the International 
Standards Organisation (ISO) and of adopting 
an open and consistent Quality Management 
System. This report seeks to revisit and unpack 
those proposals within the current policy and 
operational context of NHS Wales.

Failings in care
As part of this there is a need to reflect on why 
NHS Wales continues to suffer from major 
failures in standards of care and the clinical 
governance process that are supposed to ensure 
that such things do not occur; or if they do, that 
they are quickly identified and successfully 
tackled. We also provide a view on the proposals 
within the Health and Social Care (Quality and 
Engagement) (Wales) Bill. This aims ‘to embed 
candid behaviour by making openness and 
transparency with people in relation to their 
care and treatment a normal part of the culture 
across…Wales’.5

As noted in the last report, the Welsh NHS has 
not lacked ambitious programmes with the aim 
of improving quality and embedding continuous 
quality improvement6-8. However, the same paper 
argued that where introduced, these efforts have 
not been sustained. Instead, there has been an 
over-reliance on the mechanics of the clinical 
governance process and on external inspection 
to provide quality assurance. Together, these 
have created a ‘compliance mind set’, which 
is instinctively bureaucratic, risk adverse and 
closed rather than open. 

Although there is not a conscious intention to 
forestall learning, the reality is that too often 
the NHS does not display the characteristics of 
an open learning organisation. One can go back 
as far as the 1969 Ely hospital inquiry9 which 
described problems of poor clinical leadership, 
isolated and inward looking culture, and 
inadequate management structures and systems. 
UK-wide, the same themes can be traced over 
time. In England these include Stanley Royd 
(1984)10, Alder Hay (2001)11, Bristol Heart Inquiry 
(2001)12 and Mid Staffs (2013)13. In Wales, since 
Ely, there has been the two aforementioned 
reports, plus serious concerns about the impact 
on healthcare quality relating to poor leadership 
and governance cited as the major reason Betsi 
Cadwaladr Health Board was put into Special 
Measures in 201514. 

The above – which is an illustrative but not 
exhaustive list – helps to explain the persistence 
of quality issues, and the periodic catastrophic 
failures of care that subsequently become the 
subject of damning external reviews.
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Fundamental Aspects 
of Quality Healthcare 

The Bevan Commission, having reconsidered the 
evidence and other developments since our last 
report, still conclude that to remedy this situation 
NHS Wales needs to adopt a mandatory and 
universal quality management system based on 
an internationally recognised quality standard 
(such as ISO 9001) and be externally audited (non-
NHS) by an independent body such as the British 
Standards Institute15. 

However, we offer further reflection in this paper 
on the need to promote two fundamental aspects 
of quality healthcare that are implicit in the 
above proposal, but need further highlighting:

• The necessity of the NHS being a ‘learning’ 
organisation and move from a compliance mind 
set to a learning one;

• The importance of the people’s voice in the 
quality assurance/safety process;

These two attributes are an important 
prerequisite to any formal system of quality 
(including ISO 9001). Put another way, ‘rituals 
are more important than safety rules’ and 
‘attitudes matter more than compliance’. When 
the appropriate attitudes to care and quality are 
missing, compliance can quickly degenerate into 
providing an illusion of a safe and caring system, 
described elsewhere as ‘displays of compliance’16.

Patients’ voices to 
inform changes – 
real co-production
Patients and those important to them, will often 
observe areas of poor attitudes, inefficiencies in 
care delivery, or organisation and patterns that 
result in waste. Currently, this rich qualitative 
information is often overlooked, or never heard 
in the system, yet it can be an early warning of 
systemic failures. It is essential that dynamic 
feedback be sought, to reinforce positive 
behaviours and attitudes, as well as to highlight 
problems. 

The Legislative 
proposal 

The aims of the proposed legislation are 
certainly laudable and we very much welcome 
the emphasis being placed on openness and 
transparency through a ‘statutory duty of 
candour’. 

The Bill aims to: 

• Impose a new duty relating to improvement in  
the quality of health services on NHS bodies 
and the Minister(s) in relation to their health  
service functions; 

• Reform and ultimately strengthen the 
arrangements for the voice of citizens across 
health and social care, further connecting 
people with the organisations that provide them 
with services; 

• Place a duty of candour on NHS providers in 
Wales, requiring them to be open and honest 
when things go wrong; 

• Strengthen the governance arrangements for  
NHS Trusts.

Whilst the Bevan Commission fully supports 
these aims, our concerns remain that legislating 
for what fundamentally is a desired change in 
culture will not provide a sufficient answer. The 
fear is that in practice, the Act may be merely 
overlaid onto the existing culture. If that occurs, 
the same fears that were expressed by senior 
‘stakeholders in the English NHS about their 
own statutory ‘duty of candour’ could also 
apply to Wales. 

Concerns such as: 

‘The legalistic language surrounding the duty 
could, some participants argued, lend further 
credence to the notion that openness was 
being forced upon the healthcare service, with 
a greater focus on blame than learning’:

And

‘There was also a sense that some of the 
accountability requirements associated with 
openness risked subverting the substantive 
intent of the policies’17
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The Bevan Commission’s view is that the starting 
point for the way NHS Wales needs to approach 
quality is to make highly visible, through everyday 
actions, a commitment to

• An ethos of learning, openness and honesty

• The primacy of patient safety (over 
transactional targets)

• Actively seeking out uncomfortable and 
challenging information from patients and staff 

Legislation will not 
be enough 
Tackling this is considerably more challenging 
than merely passing legislation. The NHS (UK-
wide) has a well-documented problem with staff 
(and patients/relatives) feeling disempowered 
and reluctant or unable to speak up. Once set, 
such ‘implicit theories’ and ‘implicit voices’ 
around what can be said within and to an 
organisation present subtle, yet strong, barriers
to learning and honesty18. 

This reflects another deep-seated problem with 
significant disparities in power relationships; 
both between staff and the organisation they 
work for, and even more so between patients/
relatives and the NHS. Problems with the former 
are translating into the increasing unhappiness 
of the NHS workforce (morale/sickness/attitude) 
and in people leaving. For patients and relatives 
the stakes are, of course, even higher.

With this in mind, the Bevan Commission 
believes that for the ‘duties of quality and 
candour’ legislation to succeed, it will need to 
be implemented alongside a wider and more 
ambitious reorientation of the entire system. 
This includes the need to make the experience 
of patients fundamentally central to the quality 
agenda of NHS Wales and its reporting processes.  
This view was also reinforced in the Bevan 
Commission’s 2018 paper Measuring Outcomes: 
A Complex Picture19 which made the case that 
despite some 377 measures that Health Boards 
are required to report against, NHS Wales was 
not necessarily measuring and using what really 
matters to patients. 

It is important to note however that NHS Wales 
responds to the requirements and pressures 
imposed upon it by Welsh Government. As a 
result it prioritises and measures what Welsh 
Government considers are the most important 
issues to be measured. This raises the question 
as to whether what is being measured is what 
should be measured, to secure a prudent, safe 
and efficient system?
Change has to start with the government itself. 
Welsh Government needs to lead by example 
in the priorities it sets and the way it works to 
ensure that the health and care needs of people 
across Wales (now and in the future), are what is 
being monitored and measured. 

Part of that requires a reaffirmation that 
patient safety is the paramount concern of both 
organisations and individuals – a first amongst 
equals – rather than something that jostles with 
a plethora of competing priorities and targets, 
which moves up and down the agenda 
in response to changing circumstances  
or incidents. 

At the same time, everyone must recognise 
that healthcare organisations exist to deliver a 
service – not just to be safe, but to meet patient 
needs most prudently. At an operational level, this 
means that systems that are meant to increase/
ensure safety, may also impose significant time 
penalties and/or administrative duties on staff 
and are likely to create tension and conflict. As a 
result, they will also tend to be by-passed or not 
completed properly – particularly as operational 
pressures mount. This is a well-observed 
phenomenon across multiple industries20. Far 
from being immune (on the basis that clinicians 
are professionals), health services display 
this phenomenon on a daily basis. Given this, 
if the monitoring and reporting arrangements 
associated with a duty of candour become 
onerous, they present a potential trap for those 
tasked with implementing the new legislation, 
which needs to be avoided. 
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The costs and 
consequences of 
poor quality 
The foundation of a safe system lies in a desire 
to provide compassionate patient-centred care. 
Anything else erodes trust and ultimately drives 
up costs through defensive medicine and the 
cost of dealing with the consequences of failing 
to operate a safe system21,22,23. Whilst mistakes 
and oversights can harm patients and cost money 
(NHS Wales’ litigation costs rose 43% in 3 years24 
– see table) the true cost of such mistakes and 
the resultant harm are much greater – both to 
individuals and society. Litigation costs also serve 
as a tip of the iceberg of people who had care 
that was below the standard we should expect 
from our NHS.

Welsh litigation pay-outs: 2013-14 to 2017-18

To make the necessary progress, policy makers 
must recognise that a significant part of the 
current problem has its roots in an over-
emphasis (and over-reliance) on inspection 
as a means of quality assurance, instead of 
embedding quality as a way of working. Instead, 
NHS Wales must build quality into its everyday 
processes in the way Deming set out in ‘Out of 
the Crisis’25 and is the cornerstone of Total Quality 
Management (TQM) thinking. 

The establishment and monitoring of standards 
need to be owned by frontline staff. Doing so 
should also help to tackle the problem of staff 
morale. If someone feels that each day they 
are making a positive contribution to making 
the organisation a place where compassionate, 
empathetic care and the safety of the patient 
is truly paramount, they will feel better about 
themselves and more positive about their work.

2013-14 2017-18

Claims 643 792

Costs £64m £91.4m

This very much accords with the ‘prudent’ 
approach to health and care and its four Prudent 
Principles originally developed by the Bevan 
Commission, all of which makes sense if we are 
serious about people enjoying a better quality of 
life and care. 

That is:

1. maintain health and wellbeing with people as 
equal partners through co-production

2. address greatest need first, using all skills 
and resources to best effect 

3. do only what is needed – no more no less and 
do no harm 

4. use evidence-based practice consistently  
and transparently 

The Bevan Commission recently ran a number 
of public engagement sessions26 to share 
information and discuss their views on how 
health and social care currently operates. The 
recurring nature of the expressed concerns 
clustered around some basic, but important, 
themes such as the need to: 

• Improve communication, both with patients and 
between clinicians and services;

• Improve access to primary care;

• Give due consideration to the time and 
convenience of patients rather than what is 
convenient to the service; 

• Focus on what matters to patients rather than 
what’s the matter with patients; 

• Listen and respond to patients wishes and 
needs as they move towards end of life (which 
are rarely met by admission to an acute ward);

• Ensure the NHS regards those who raise 
issues about current services as allies 
in the improvement journey and not as 
‘troublemakers’;
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Transparency is key
Learning organisations use evidence based, 
transparent approaches as a core value. 
Many of the points raised so far are simple 
in conception, yet we still find it difficult to 
actualise. However, people and organisations 
that feel under considerable pressure to 
deliver certain targets often respond to that 
pressure by selective information processing, 
suppressing/denying evidence of the gap 
between expectations and reality. In some 
situations, those working in the organisation 
come to feel it is personally/professionally 
risky to raise concerns about that disparity; 
for fear that, the organisation will ‘shoot the 
messenger’. This pattern of behaviour is to 
some degree found in every report on systemic 
quality of care failings and is a recurring 
theme in ‘whistle blowing’ cases. When this 
pattern of behaviour becomes embedded 
in an organisation, both transparency and 
evidence-based decision-making are seen 
as threatening. Unsurprisingly, such a culture 
will also see patient/public concerns and 
complaints in a negative light. 

If you overload 
anything, eventually 
it will fail 
It is important to recognise that some parts 
of our health and social system are becoming 
so overloaded that they are buckling under 
pressure, regardless of the motivation 
and commitment of the staff who work in 
them. Areas within hospitals particularly 
likely to suffer quality problems include the 
Emergency Department and the Medical 
and Surgical Assessment areas. These are 
often extremely busy, with a large number 
of patients (some very sick), with multiple 
diagnostic investigations and treatments 
being undertaken and multiple staff handing 
over patient care to other staff members over 
the course of the day. Such environments 
will test the quality and safety of any system. 
A whole system approach recognises that 

these potential (and actual) ‘points of failure’ 
are actually symptoms of a much wider set of 
problems and therefore require system wide 
responses and solutions. 

Matters are made much worse where there 
is an institutional or professional aversion to 
acknowledging the root causes of the problem. 
In such an environment, it has to be asked ‘whose 
risk is actually being minimised by the quality 
monitoring mechanisms in situ?’ - the patient? 
the staff? or the system itself?. For some, the 
solutions lie outside of their department or area 
of responsibility and bring further barriers to 
addressing the problem.

We cannot pretend there is a magic bullet to 
solve these problems, nor, that the quality system 
and ethos the Bevan Commission proposes will, 
(of itself) resolve all of them. What it can do, is 
make the risks more transparent and encourage 
staff and the wider system to own them and 
openly tackle them together. It should empower 
staff and patients with a greater voice in the care 
they give and receive. We believe that this is an 
essential component to making the NHS what 
it was conceived to be and as such forms one of 
the indispensable foundations of the delivery of 
Prudent Health and Care. 

To achieve this the Bevan Commission believes 
that a more radical approach is necessary: 
and one that needs to be communicated to 
and owned by, both staff and the public. This 
requires a transparent review of performance and 
accountability measures, and the processes and 
systems that support them, in order to answer 
the following question:

‘Are we delivering the standard of care to others 
that we would want for ourselves?’ ‘If we haven’t, 
what do we need to do to improve next time?’ 
In 2017 ‘Achieving Profound and Sustainable 
Improvement in Quality in NHS Wales’27 made a 
number of recommendations. They were:

1. A mandatory and universal Quality 
Management System is introduced across 
NHS Wales and its key partners, in order to 
deliver Prudent Health Care: 
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2. The Quality Management System and 
Standards should be externally audited (non-
NHS) e.g. British Standards Institute (BSI2). 

3. To ensure consistency, legislation should be 
passed requiring all health care activities to 
achieve a common internationally recognised 
quality standard within five years. The quality 
standards should not be subject to political 
or management change. 

4. The Quality Management System should 
be based on an internationally recognised 
quality standards such as ISO 9001 or 
EFQM. Appendix A sets out the seven core 
principles.

5. Demonstrable improvement in quality should 
be an essential performance criterion for 
both administrative and clinical management 
progression.

It is still our belief that these recommendations 
remain pertinent for quality of care to be 
achieved systematically across Wales. Rapid 
action is required in the form of a national pilot, 
with action learning developed and applied 
across Wales.

In addition, we would also wish to emphasise the 
following points: 

• The proposed Act (Health and Social Care 
(Quality and Engagement) (Wales) Bill) is but 
one component of the changes needed.

• Whilst “assurance” is an essential component, 
and an essential measure for management and 
politicians, it should not be the first priority. 
Achieving, sustaining and improving quality 
is both the essential element and the desired 
outcome – assurance is simply the measure 
that this is occurring or has occurred.

• The system needs to be based upon a 
recognised Quality Management System 
mandated across Wales, rather than multiple 
systems developed by individual Health Boards 
and Trusts. This will also allow staff who move 
between organisations to be familiar with these 
processes wherever they work and reduce 
training costs.

• Quality Indicators must be given the same 
emphasis and weighting as Financial and 
Performance Indicators. This will also provide 
the opportunity to triangulate the measures and 

assist with setting uniform standards across 
Wales, facilitate bench marking and measure 
trends.

• The amalgamation of Healthcare Inspectorate 
Wales (HIW) and Care Inspectorate Wales (CIW) 
must be given urgent priority. Longer term both 
health and social care should operate the same 
quality management system. 

• The organisational culture needs to 
demonstrate a willingness to identify and 
investigate sub-optimal outcomes (which does 
not necessarily mean sub-optimal practice) 
and unexpected good outcomes. There needs to 
be a ‘spirit of enquiry’ where efforts are made 
to analyse the factors underpinning these 
differences (analysis of variation) and quality 
improvement is a continual process driving 
these organisations. 

• A Quality Management System is above all 
value driven and will require a significant 
investment in leadership development, quality 
management training, protected team time and 
a commitment to embedding a positive and 
compassionate culture, at all levels. 

• Some key measures should be developed 
nationally, but the majority of measures should 
be developed by the workforce responsible and 
be relevant to their ability to achieve, sustain 
and improve the quality of care being delivered.

• Public engagement and co-production must be 
continuous and meaningful and not piece meal, 
tokenistic or ritualistic. Public voices must be 
integral to the quality improvement process.

•  Significant investment is needed in 
leadership development and high quality and 
compassionate care at all levels; in order to 
become open, learning organisations. 

• Services which are not safe and sustainable, and 
cannot meet the quality criteria, must be fast 
tracked for change. Decisions on those services 
need to be governed by an objective review of 
the data and not overly influenced by political 
considerations.

If these recommendations (and the issues they 
relate to), are fully and openly addressed, Wales 
will have made great strides forward to having a 
health and care system that is a world leader in 
ensuring quality care. Failure to do so will court 
the risk of further, highly damaging, shortfalls 
in the standard of service the Welsh public have 
every right to expect.
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Appendix A. 

Established Principles “Quality Management 
Principles” (QMP) are a set of fundamental 
beliefs, norms, rules and values that are well 
proven as a basis for quality management.

The seven Quality Management (QMP) Principles 
summarised below align with the core values of 
NHS Wales. These include important elements 
such as empowering and engaging staff, strong 
leadership, patient focused care and the need 
for ongoing improvement. These are expanded 
upon below and form a sound and comprehensive 
foundation from which to work: 

QMP1 – Patient and stakeholder focus
The primary focus of quality management in 
health care is to meet patient and stakeholder 
requirements and maintain the confidence 
of both. Every aspect of patient and public 
interaction provides an opportunity to create 
improvement in efficiency, effectiveness and 
satisfaction with the NHS. Essential to this is 
understanding the current and future needs 
of patients and public through co-production, 
consultation and two way communication. The 
statement, embrace, and continual refreshment  
of bold aims for improvement are essential for  
real progress. 

QMP2 – Leadership 
Leaders at all levels establish unity of purpose 
and direction and create the conditions in 
which people are engaged in achieving the 
organisations quality objectives. Creation of unity 
of purpose and direction and engagement of 
people enable the service to align its strategies, 
policies, processes and resources to achieve its 
objectives. 

QMP3 – Engagement and development of people
Competent, empowered and engaged people at  
all levels throughout the service are essential  
to enhance its capability to create and deliver  
efficient care. To manage the service effectively 
and efficiently, it is important to involve all people 
at all levels and to respect them as individuals. 
Recognition, empowerment and enhancement of 
competence facilitate the engagement of people 
in achieving the services quality objectives. 
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QMP4 – Process approach 
Consistent and predictable results are achieved 
more effectively and efficiently when activities 
are understood and managed as interrelated 
processes and function as a coherent system. 
The quality management system consists of 
inter-related processes. Understanding how 
results are produced by this system enables 
the service to optimise the system and its 
performance. 

QMP – 5 Improvement 
All successful organizations have an ongoing 
focus on improvement. Improvement is essential 
for a service to maintain current levels of 
performance, to react to changes in its internal 
and external conditions and to create new 
opportunities. 

QMP – 6 Evidence based decision-making 
Decisions based on the analysis and evaluation 
of data and information are more likely to 
produce desired results. Decision-making can be 
a complex process, and it always involves some 
uncertainty. It often involves multiple types and 
sources of inputs, as well as their interpretation, 
which can be subjective. It is important to 
understand cause – and effect relationships 
and potential unintended consequences. Facts, 
evidence and data analysis lead to greater 
objectivity and confidence in decision-making. 

QMP 7 – Relationship management 
For sustained success, an organisation manages 
its relationships with interested parties such as 
stakeholders and suppliers. Interested parties 
influence the performance of an organisation. 
Sustained success is more likely to be achieved 
when the organisation manages relationships 
with all interested parties to optimise their 
impact on its performance. Relationship 
management with suppliers, stakeholders and 
patient networks is of great importance.
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