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Effective Board Governance of Care  
 
1. Aims/Objectives:  
 
1. To identify the types of governance activities undertaken by hospital Trust Boards with 
regard to ensuring safe care in their organisation. 
 
2. To assess the association between particular hospital Trust Board oversight activities and 
patient safety processes and clinical outcomes. 
 
3. To identify the facilitators and barriers to developing effective hospital Trust Board 
governance of safe care. 
 
4. To assess the impact of external commissioning arrangements and incentives on hospital 
Trust Board oversight of patient safety. 
 
5. On the basis of findings relating to points 1 to 4, to make evidence-informed 
recommendations for effective hospital Trust Board oversight and accountability, and Board 
member recruitment, induction, training and support. 
 
Underpinning these specific project aims are a number of clear supporting objectives: 
 
1. To undertake a review of the theoretical and empirical literature relating to hospital Board 
oversight of patient safety and scope the potential threats to patient safety associated with the 
latest NHS system reforms. 
 
2. To carry out case studies in four areas to assess the impact of Board governance and 
external commissioning practice and incentives on patient safety processes and outcomes. 
 
3. To undertake a national survey of hospital Board oversight of patient safety and link these 
survey data to routine data on patient safety processes and outcomes. 

 
2. Background: 
The NHS is widely acknowledged as providing some of the best health care in the world, with 
the vast majority of patients receiving care which is safe and effective. However not all care is 
as safe as it could be and although estimates vary, there is growing evidence to suggest that 
about one in ten patients admitted to hospital may be harmed as a result of their care. This 
harm is not limited to minor events but is often serious, including, major iatrogenic disability, 
hospital acquired infection and avoidable deaths. As well as human suffering, financial costs 
are significant with prolonged hospital stays alone costing £2 Billion per year (National Audit 
Office, 2008). In response to evidence of widespread harm there has been concerted effort to 
make health care safer and numerous initiatives and significant resources are being invested 
in developing strategies to improve patient safety. However, change has proved difficult to 
effect and the optimal mix of strategies remains unclear (Braithwaite, 2010). What limited 
evidence exists on Board roles and impacts in terms of patient safety and service quality 
originates from the USA, where several recent studies have investigated the relationship 
between particular governance practices and quality processes and clinical outcomes (the key 
findings from recent US research studies are summarised in Appendix 1). However, a degree 
of caution is required in attempting to extrapolate recommendations for effective governance 
to the NHS context. First, hospitals in the USA operate within a very different economic and 
political environment which will necessarily impact on the relative priorities and objectives of 
boards. Second, all these studies are based on large scale questionnaire surveys, and 
although providing an overview of broad patterns and trends in Board practice they 
nevertheless fail to capture fully the messy internal processes and behavioural dynamics 
through which Board governance is actually played out and which are best explored through 
more interpretive and qualitative research designs. Finally, these studies focus on the more 
generic topic of ‘service quality’ rather than the more narrowly defined topic of patient safety. 
Thus, in the NHS context, significant gaps remain in our understanding of Board governance 
and the organisational processes through which safe care is accomplished and sustained in 
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hospital settings. In particular we lack a full understanding of what Boards actually do in 
relation to promoting patient safety. So for example, how do Boards attempt to embed and 
sustain a culture of safety throughout the organisation? What information (hard and soft) do 
Boards review on a regular basis to determine whether they are providing safe care? What is 
the impact of external commissioning arrangements and incentives on Board oversight of 
patient safety? And how do Boards respond to adverse events, seek to learn from them and 
put systems in place to prevent them recurring? Above all we have little robust evidence on 
how different Board practices actually impact on patient safety processes and outcomes. 
Moreover, it is clear that hospital Boards do not act in a vacuum, but operate in a complex and 
at times (especially now) rapidly changing environment. Commissioners and strategic 
oversight agencies such as the Care Quality Commission also have a role in shaping the 
debates and practices of hospital Boards, and it is important to understand these 
contingencies if we are to better design not just safe organisations but safer systems. Against 
this background the proposed study therefore aims to address these and related questions 
and generate empirical evidence on the associations between Board practice and patient 
safety processes and outcomes with the aim of improving Boards’ understanding and 
accountability for patient safety practice. We will build on previous work originating from the 
USA as well as our own closely related research: 
 
• In depth qualitative investigations of Board dynamics exploring instrumental and symbolic 
practices (Freeman and Peck, 2007). 
• National surveys of hospital Board activity in relation to patient safety (Dr Foster 2009). 
• Quantitative and qualitative studies on the relationship between hospital Board cultures and 
hospital quality and performance (Davies et al, 2007; Freeman and Peck, 2009; Mannion et al, 
2005a,b; Mannion et al 2009c; Mannion et al 2010). 
• Quantitative studies of the implementation of clinical governance (Freeman and Walshe, 
2004; Freeman, 2003). 
• Approaches to measuring and assessing patient safety cultures in healthcare organisations 
(Davies et al, 2000; Scott et al, 2003; Mannion et al, 2007, 2009a, 2009c; Konteh and 
Mannion, 2008; Linsley and Mannion, 2009). 
• The role and impact of commissioning arrangements and external incentives on hospital 
behaviour (Mannion, 2008; Mannion and Davies, 2008; Mannion et al 2008, Mannion et al, 
2009b). 
 
 
3. Need: 
 
NHS hospital Boards are ultimately responsible for the safety of the care provided by their 
organisation but there have been increasing concerns over the ability of Boards to effectively 
discharge their duties in this regard. Such concerns are clearly expressed in the recent House 
of Commons Health Committee report on patient safety: 
"There is disturbing evidence of catastrophic failure on the part of some senior managers and 
Boards in cases such as Mid Staffordshire NHS Foundation Trust. While other Boards are not 
failing as comprehensively, there is substantial room for improvement" (House of Commons, 
2009, p.6). Common factors identified by Health Care Commission investigations into recent 
service failures include: a lack of responsibility from ‘Board to ward’ for patient safety; an 
excessive focus on the meeting of centrally-set targets and delivering service reconfigurations 
at the expense of ensuring quality and safety; a lack of literacy and competency among 
directors in patient safety matters; the inability of Chairs and other non executives to hold 
executive directors accountable for the delivery of safe care; not having robust processes in 
place to gather relevant soft intelligence and hard data to make informed decisions about 
safety; and a failure to act proactively to identify risks to safe care, rather than responding only 
following an adverse event. The latest national survey of hospital Trust Boards in England 
undertaken by Dr Foster found that 9% of hospital Trusts do not discuss clinical outcomes and 
10% do not have patient safety as a constant item on their Board agenda. Moreover, up to 
17% of hospital trusts do not discuss safety with commissioners (Dr Foster, 2009). Recently 
completed SDO reports also highlight the need for more research into current systems of 
Board governance in NHS Trusts (McKee et al 2010; Storey et al, 2010). Taken together 
these issues and concerns suggest that the governance of safety issues by hospital Boards is 



 

[proj ref] [CI surname] protocol version: [xxxx] [DDMMMYYYY]  4

  

 

not all that it could or should be and that there is a need for a stronger evidence base to inform 
Board behaviour and decision making. Against this background our research fills a knowledge 
gap that is timely given the priority given to improving patient safety in the NHS. The study will 
analyse and distil a wide range of theoretical and empirical literature to develop a better 
conceptual and practical understanding of Board governance of patient safety. Building on 
this, our empirical work will provide new evidence on the inter-linkages between Board 
practices and patient safety processes and outcomes, with the ultimate objective of improving 
the effectiveness of hospital Board behaviour and decision making in relation to promoting 
patient safety. 

 
4. Methods:  
 
Setting / context 
 
Given the diversity of views and approaches to understanding Board Governance of patient 
safety, and the intrinsic complexity of any relationships between Board governance and 
patient safety processes and outcomes, we propose to adopt a multi-method approach, 
integrating a national quantitative survey of Board practice and national performance datasets 
on patient safety processes and outcomes with intensive case study methods and qualitative 
approaches to explore Board dynamics and the governance of patient safety in four hospital 
Trusts. This will allow us to examine these relationships in both breadth and depth. To ensure 
that the study is grounded in the latest empirical work and new threats to patient safety 
associated with the latest system reforms, we will undertake a prior scoping study to inform 
the empirical work. 
 
(a) Scoping study 
In a fast changing policy context, there is a need to identify and contextualise broad literatures 
related to the governance of patient safety, especially in times of organisational / system 
transition. Our approach combines database searches and literature review with interviews of 
leading policy advisors / commentators (n = 10) to identify emergent challenges and threats to 
patient safety which will inform our empirical work. Full details are given in the 20-page outline 
of research. 
 
(b) National analysis of Board practice and patient safety 
To capture the breadth of associations between Board practice and patient safety we will 
conduct a national quantitative survey based on the annual Dr. Foster Hospital Guide 
Questionnaire which has been completed since 2001 and uses a standardised format 
approved by The Review of Central Returns (ROCR). The national survey of hospital trusts in 
England will also include the Board Self Assessment Questionnaire (BSAQ) to be completed 
by hospital Board members (executive and non executive). Analyses will explore statistical 
associations between Board activity and patient safety processes and outcomes; descriptive 
statistics will be obtained for each relevant survey question and multivariate analysis 
undertaken to explore differences in Board activity and patient safety processes and 
outcomes. This will be done by linking the main questionnaire and BSAQ data with hospital 
administrative data including the Secondary User Service Commissioning Data Set (SUS-
CDS) and the NPSA’s patient safety incident reports. Data analysis is further detailed in the 
20-page outline of research. 
 
(c) Case Studies 
We will utilize a comparative case-study design across multiple study sites, to generalise 
theoretically from within and between cases (Yin, 1994). Cases will be selected on the basis of 
performance trajectory over the last 3 years on a range of safety / quality indicators selected 
from the Dr. Foster database, including measures of death rates, compliance with NPSA 
guidelines, and incident reporting. We will work with four case study sites: 
 
• two hospital Trusts with a ‘downward’ performance trajectory as indicated above; 
• two hospital Trusts with an ‘upward’ performance trajectory as indicated above 
 
Our focus is to explore (a) how the management and governor Boards hold the organisation 
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accountable to patient safety / risk ['conformance’]; (b) how they strategically respond to 
patient safety events [‘performance’]; and (c) the context of the health economy within which 
the acute case study sites are operating. Full details of our theoretical framework are included 
in the 20-page document. 
 
(a) Conformance: 
- Non-participant observation of management and governor board meetings (n-32 (x4 each of 
Management and Governor Boards x4 sites). Analysis will follow the framework developed by 
Hajer (2004) to reveal the ability (or otherwise) of governors / managers to ensure action. 
Full details of the analytic framework are available in the 20-page supporting document. 
- Semi-structured interviews (n=80 [20 x4 sites]) with representatives from each tier of 
governance (governor, management board) to explore participants’ experience of Board 
meetings relating to patient safety issues. Informed by our theoretical framework, we will 
inductively analyse data to explore participants’ self-understanding and follow up issues 
revealed during observation data and documentary analysis of board meeting minutes relating 
to performance and conformance. 
- Semi-structured interviews (n=40 [10x4 sites], sampled from clinical / corporate / combined 
governance committees, directorate managers, patient representatives and lead clinicians, to 
explore the impact of board discussions on practice. Within each case study we will focus on 
one of two specific ‘tracers’ related to patient safety activity and follow how this is dealt with 
from Board to ward. The tracers are: how the hospital deals with implementation of actions 
around Rapid Response Reports; and Patient Safety Alerts. 
 
(b) Performance: 
- In addition to the observation and interviews in 1 and 2 above, we will undertake semi-
structured interviews (n = 40 [10x4 sites]) in response to emerging critical incidents. We will 
follow how each case study site deals with a patient safety incident, from ‘Board to ward’, 
drawn from the typology of categories listed in the ‘Learning from Serious Incidents’ national 
framework. The exact sample depends upon Trust governance arrangements and will include 
management, clinical and patient representation. This will enable us to explore in real-time 
board reactions to events; the ability of the Boards to mobilise action in the face of difficulties; 
to identify the ‘reach’ of proposed actions into the wider organisation; and explore the impact 
of interventions. 
 
(c) Context: 
- Interviews with key staff from commissioners related to the governance of patient safety (n= 
20 [5 x 4 sites]) will be triangulated to generate a ‘360 degree’ understanding of the dynamics 
in each health care economy. These will focus on the governance of patient safety across 
care pathways for the two ‘tracer’ activities. 

 
5. Contribution of existing research: 
The study aims to fill important gaps in our understanding of Board governance of safe care. 
In particular there is an urgent need for better information and evidence about what Board 
practices are associated with better patient safety processes and outcomes. The proposed 
research will contribute directly to policy and practice and also inform future research within 
NIHR. Specifically we will identify and classify Board governance and practice with regard to 
patient safety; explore the associations between Board governance activity and patient safety 
processes and outcomes; examine the facilitators and barriers to developing effective Board 
governance for patient safety; and investigate how external policy drivers and incentives (e.g. 
Payment by Results; Quality Accounts; CQUIN) are influencing Board governance with espect 
to patient safety. The research is fundamentally focussed on engaging with Boards in NHS 
organisations to examine how they are meeting their responsibilities to commission and 
deliver safe care and, as such, they are a key audience for the project. However, we expect 
that our findings will be of interest to a wide audience of policy makers, managers, 
professional groups, patient and carer representatives and academics, and the dissemination 
strategy will be tailored to meet the information needs of each group. 
 
Outputs and activities will include: 
• a plain language executive summary; 
• a short document detailing the key findings and implications for Hospital Board governance 
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targeted specifically at Board members in hospital Trusts in England 
• a final report to SDO specifications, suitable for peer review; 
• research papers in practitioner and academic journals; 
• presentations to key stakeholder audiences and conferences; 
• a programme of interactive learning events (throughout the lifetime of the project) arranged 
with and through the SDO Network. 
 
6. Plan of Investigation: 
 
Months 1-4: seek ethical approval followed by R&D approval; pull together advisory group; 
undertake lit review elements of scoping study: select case study sites drawing on secondary 
data. 
Months 5-8: Negotiate access to case study sites; conduct scoping interviews (n = 10) with 
key informants; design of national survey data collection instruments; selection of tracer 
conditions for case-studies. 
Months 9-12: Begin fieldwork case-study sites; interviews with wider health economy 
stakeholders; advisory group meeting  
Months 13-16: undertake national survey and data analysis; ongoing case study data 
collection and analysis 
Months 17-20: Ongoing case study data collection and analysis, informed by data from the 
national survey 
Months 21-24: Interviews with staff to explore conformance; ongoing case study data 
collection and analysis; advisory group meeting 
Months 25-28: interviews with staff to explore performance; ongoing case study data collection 
Months 29-32: Case study data analysis 
Months 33-36: Drafting of final report; dissemination of findings 
 

 
7. Project Management: 
 
The applicants between them have considerable experience of large and complex research 
projects funded by NIHR other funders and conducting collaborative research with 
practitioners and policy makers. As PI for the study, Mannion will take full responsibility for 
managing the project and provide overall academic direction and leadership. He will be an 
active participant in key aspects of the research, overseeing, and coordinating the fieldwork 
and participating in the data analysis, and ensuring integration across the various strands of 
study. He will be the formal link person between the HSMC and the Dr Foster teams and 
coordinate the specialist inputs of team members.  Freeman will take prime responsibility for 
supervising the Research Fellow recruited for the study on a day to day basis and hold weekly 
meetings to assess progress. Barbour will be responsible for the successful execution of the 
Dr Foster phase of the project, managing the overall work stream using the Prince 2 
methodology.   

 
 
8. Service users/public involvement: 
 
The involvement of key stakeholders, including representatives of patient groups, Board level 
managers, non executives and clinical governance staff, is integral to this research and 
provides the focus of our case study work.  We will interview patient representatives in our 
case study fieldwork with tracer conditions, and ensure public involvement on the advisory 
Board through the appointment of Peter Mansell who is a UK representative of ‘Patients for 
Patient Safety’ and Director for patient experience and public involvement at the NPSA 
http://www.who.int/patientsafety/patients_for_patient/regional_champions_euro/en/index.html 
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