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Chapter 1

Clinical governance: philosophy, rhetoric and
repression

Michael Loughlin

Introduction
Huge claims have been made on behalf of clinical governance. According to the
Department of Health (1997) this ‘central plank’ of government policy will transform
the health service, putting ‘quality’ at its ‘heart’. Its adoption will ‘assure and
improve clinical standards’ throughout the service by providing that ‘good practice is
rapidly disseminated and systems are in place to ensure constructive improvements
in clinical care’.

Professor Liam Donaldson, the Chief Medical Officer and someone closely 
associated with the development of clinical governance in the UK, describes the 
document in which these claims are made as ‘a watershed in the approach to quality
in the NHS’ (Donaldson 1999 p7) and states that:

‘This is probably the most important development in the NHS for thirty years
and will have profound implications for every hospital and primary care 
service as well as individual doctors and other health professionals.’ (op. cit.)

According to Donaldson:

‘The introduction of clinical governance, aimed as it is at improving the 
quality of clinical care at all levels of healthcare provision, is by far the most
ambitious quality initiative that will ever have been implemented in the NHS.’

(Scally & Donaldson 1998 p62)

What is apparently novel about this initiative is that it will not only ‘maintain 
standards’ but will also ‘continuously improve quality’ (op. cit.) by promoting
‘accountability’, ‘the widespread adoption of the principles and methods of 
continuous quality improvement’ (ibid. p62), ‘excellence’ and practice based on 
‘evidence’ rather than ‘opinion alone’ (ibid. p63). Other enthusiasts for clinical 
governance describe it as ‘a breathtaking idea, whose simplicity belies its complexity’
(Hill 1999 p596) which will foster ‘clinical effectiveness’, ‘the pursuit of excellence
in clinical care’ and ‘the proper use of public money’ (Morrison 1999 p163).



flow diagrams, pictures of temples and the like that are offered in place of any clear
account of the true substance of what is being proposed. If to wonder about this is to
have become infected with cynicism, then let us be clear about the source of the
infection. Philosophy has been compared with a ‘knife’ (Pirsig 1988 p77) and a
method of ‘intellectual and moral self-defence’ (Loughlin M 2000 p5). Like it or not,
we need to cut through the nonsense and to examine directly whatever lies behind it, if
our hearts and minds are to survive the corrupting influences of our age.

References
Al-Assaf AF & Schmele JA (1993). The Textbook of Total Quality in Healthcare. Florida: St

Lucie Press
Berwick DM (1989). Continuous improvement as an ideal in healthcare. New England Journal

of Medicine 320, 53–56
Brooks T (1992). Total quality management in the NHS. Health Services Management 18,

17–19
Chambers J (1992). Health gain – is there a need for the centre?’ HFA News 2000 19, 10–12
Charlton B (1993). Management of science. The Lancet 342, 99–100
Darbyshire P (1993). Preserving nursing care in a destitute time. Journal of Advanced Nursing

18, 507–508
Department of Health (1997). The New NHS – Modern, Dependable. London: HMSO
Donaldson L (1999). Clinical governance – medical practice in a new era. The Journal of The

MDU 15, 7–9
Eskin F (1992). Developing public health practitioners for health gain: what needs to be 

different?’ HFA News 2000 19, 2–5
Feyerabend P (1988). Against Method. London: Verso Books
Heginbotham C (1994). Management worries. Letter to the editor. Healthcare Analysis 2, 270
Hill P (1999). Clinical governance – an educational perspective. Hospital Medicine 60,

596–598
Jones T & Macilwaine H (1991). Diagnosing the organisation: one health authority’s 

experience of total quality management. International Journal of Healthcare Quality
Assurance 4, 21–24

Joss R & Kogan M (1995). Advancing Quality: Total Quality Management in the National
Health Service. Buckingham: Open University Press

Liddle A (1992a). Health Gain. Norwich: Health Gain 92. Proceedings from The Standing
Conference 

Liddle A (1992b). Why should general managers be involved with health gain? HFA 2000
News 19,13–15

Loughlin AJ (1998). Alienation and Value-Neutrality. Aldershot: Ashgate Publishing Ltd
Loughlin M (1993a). The illusion of quality. Healthcare Analysis 1, 69–73
Loughlin M (1993b). The strange quest for the health gain. Healthcare Analysis 1, 165–169
Loughlin M (1994a). Behind the wall paper. Healthcare Analysis 2, 47–53
Loughlin M (1994b). The poverty of management. Healthcare Analysis 2, 135–139
Loughlin M (1994c). The silence of philosophy. Healthcare Analysis 2, 310–316
Loughlin M (1995a). Dworkin, Rawls and reality. Healthcare Analysis 3, 37–43
Loughlin M (1995b). Brief encounter: a dialogue between a philosopher and an NHS 

manager on the subject of “quality”. Journal of Evaluation in Clinical Practice 1, 81–85

14 Michael Loughlin



The new Health Bill giving legal empowerment to this initiative states that there is a
statutory duty of quality that balances the National Health Service’s duties in 
financial areas. Clinical governance and financial governance are now on an equal
footing. The financial standard of an annual balanced budget, which trusts are
expected to work to, is an internationally recognised standard. What is the equivalent
standard for linical practice? It seems to me that it is certainly not a 12-month 
waiting list for cardiac surgery. Where, then, does this question lead us? In setting
standards one has to accept that there is no such thing as an absolute standard 
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Figure 9.4  Principle relationships of clinical governance showing its central role
position – the official version

Figure 9.5  The restricting effects of central control. Compare with Figure 9.4

102 Brian Ayers


