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Over the last decade, the substantial investment in clinicians, staff, 
facilities and equipment was life-saving treatment for an NHS in 
critical condition. Huge improvements have been made as a result –  
a massive reduction in waiting times, faster access to care and more 
choice for patients. But, just as stabilised patients are moved out of 
intensive care and into rehabilitation and other treatments, so too  
did the course of NHS reform need to change and adapt once these 
initial investments and changes had taken their effect.

That is why, in 2007, the Prime Minister, Chancellor and Secretary  
of State for Health asked Lord Darzi to lead the NHS Next Stage 
Review to work with patients, public and NHS frontline staff to 
develop a vision of an NHS fit for the 21st century. The review was  
a first of its kind, involving 2,000 clinicians and carried out in 
consultation with 60,000 people across the country. It developed 
regional visions that reflected local needs and one national vision: 
that the NHS should deliver high quality care for everyone.

One year on from the publication of High Quality Care for All, I am 
delighted to see the progress that has already been made towards 
embedding quality at the heart of the service. Lord Darzi has followed 
the implementation of the vision with as much diligence and effort as 
he did with its design. The achievements being made in the NHS are 
testament to this and the work of thousands of people who also 
share the same passion for improving the quality of service that their 
patients receive.

Foreword by the Secretary of State for Health 

From the cradle to the grave, the NHS is  
there for all of us. It supports people at those 
moments in life when they find themselves  
at their most vulnerable, providing a service  
to everyone that is free at the point of need.  
It is not just an organisation, but a cherished 
and ingrained part of life in our country.
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We all recognise that many things have changed since the launch of 
High Quality Care for All, in the NHS and healthcare, not to mention 
the wider economy and society. However, the one thing that has 
remained constant is our aspiration to make quality the organising 
principle for everything we do. It is a focus on quality that will make 
services more efficient; it is a focus on quality that will drive and inspire 
people to think of new ways to provide care through innovation; and  
it is a focus on quality that will move the NHS towards concentrating 
on prevention as well as cure.

I want to thank Lord Darzi and everyone in the service for already 
doing so much to make the NHS a place which truly does provide high 
quality care for all. It is testament to the spirit of those working in the 
service that you came together to set yourself such an ambitious goal, 
and it is clear that you are well on your way to achieving it.

The Rt Hon Andy Burnham MP 
Secretary of State for Health



Patients are already noticing the difference. It is easier to see a GP than 
ever before, with three-quarters of practices now open in the evenings 
or at the weekends, 50 new GP-led health centres open from 8am to 
8pm, and 65 new GP practices open in areas that for generations have 
had too few doctors. We are approaching an end to the postcode 
lottery, ensuring that the local NHS everywhere can fund National 
Institute for Health and Clinical Excellence (NICE)-approved drugs and 
treatments and speeding up the approvals process. 

Improvements have been made in each aspect of quality – experience, 
effectiveness and safety. Over 9 million people with long-term 
conditions now have personal care plans, with care organised around 
their individual needs and so they don’t need to repeat their story. 
There have been radical changes to the care of stroke patients, 
using the FASTrack pathway which is proven to save lives. Sustained 
focus on patient safety is showing results as rates of C. difficile and 

Dear Prime Minister, Chancellor of the 
Exchequer and Secretary of State for Health

One year ago, through the combined efforts of 
2,000 frontline clinicians, and the energy and 
creativity of the 60,000 people engaged in the 
NHS Next Stage Review, we published our final 
report, High Quality Care for All. We recognised 
the substantial improvements that have been 
made in the NHS over the past decade and 
agreed that achieving high quality care for all 
should be the ambition that we all share. Placing 
quality at the heart of the NHS has sparked an 
uprising of energy, enthusiasm and creativity 
across the service, which cannot be extinguished. 

Summary letter by Lord Darzi
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meticillin‑resistant Staphylococcus aureus (MRSA) have fallen by over  
a third in the last year alone. 

Quality is the silk thread that is being stitched into the very fabric of the 
NHS. That is why I am delighted with the launch of services that will 
enable this to happen. A good example of this is NHS Evidence, a new 
internet portal managed by NICE which ensures that professionals have 
the best available knowledge at their fingertips. 

Clinical teams up and down the country are now measuring the 
quality of care that they provide to their patients, and all acute trusts 
are recording this information so that they can publish the first ever 
set of Quality Accounts alongside their Financial Accounts for the year 
2009/10. This will make the NHS the first health system in the world 
to systematically measure, record and openly publish the quality of 



 

Change in the NHS should always be to the benefit of patients and 
must be clinically driven. We will support that goal by supporting all 
providers of NHS services, working with their partners, to follow the 
example of the best. This must include handing over responsibility 
and accountability for setting the direction for service improvement, 
and the decisions on personnel and expenditure, to clinical directors.  
This bold step in empowering clinicians will enable them to raise the 
quality and efficiency of NHS services. 

The economic challenge now facing the country makes this quest for 
quality an absolute necessity. High quality care is not an unaffordable 
luxury but the centrepiece of an efficient health service. Indeed, in 
healthcare, quality and productivity are inextricably linked and are 
both driven by innovation. As a surgeon treating NHS patients every 
week, I know from my own experience that this is the case. Just take 
one example: patients undergoing keyhole surgery are able to return 
to work in just a day. Rapidly returning people to good health 
enables them to get back to work and to financial security. In these 
times of economic turbulence, I am convinced that our focus on 
quality will deliver a health service that meets the expectations of 
NHS patients, the aspirations of NHS staff and the value for money 
demanded by taxpayers.

Implementation is not always easy. The achievements over the past 
year have been down to the hard work and dedication of frontline 
NHS staff. My NHS colleagues and their partners are a source of 
continuing inspiration to me, and I would like to express my 
admiration and thanks for their efforts. Together, we will achieve 
high quality care for all.

Best wishes

Professor the Lord Darzi of Denham KBE Hon FREng, FMedSci 
Parliamentary Under Secretary of State; Paul Hamlyn Chair of 
Surgery, Imperial College London; Honorary Consultant Surgeon, 
Imperial College Healthcare NHS Trust and the Royal Marsden 
Hospital NHS Foundation Trust
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•	Waiting times in the NHS dramatically reduced, with the time 
from referral by GPs to treatment down to a maximum of 18 weeks, 
from 18 months just ten years ago.

•	Improving patient experience by substantially increasing access 
to primary care services, including 50 new GP-led health centres 
now open, 65 new GP practices in areas that previously did not 
have enough doctors and more than three-quarters of GPs offering 
extended opening hours.

•	Improving patient safety through substantial reductions in 
healthcare associated infections, including a 35% reduction 
in C. difficile and a 38% reduction in MRSA rates over the last 
year alone.

•	Improvements and investment in NICE to ensure faster access  
for patients to new drugs and treatments.

•	Five Academic Health Science Centres, bringing together our 
top academic and healthcare organisations to form world-leading 
institutions for innovation and research.

•	Major progress on the new Quality Framework to support local 
organisations and frontline staff in putting quality at the heart 
of services, for example through the new Indicators for Quality 
Improvement, the development of Quality Accounts and the new 
National Quality Board.

•	The first NHS Constitution was launched setting out the purpose 
and values that underpin the NHS and the rights and responsibilities 
of patients and staff.

Key highlights



Delivering the vision: the journey so far

May–June 
2008
Strategic Health 
Authorities (SHAs) 
publish their 
visions for the 
future of local 
healthcare based 
upon the work of 
2,000 clinicians 
and widespread 
engagement with 
patients, staff and 
local communities.  

30 June 
2008 
Following 
unprecedented 
engagement with 
patients, staff and 
the public, Lord 
Darzi publishes 
High Quality Care 
for All, setting out 
the Government’s 
vision for the NHS.

20 November 
2008
The Social Enterprise 
‘Right to Request’ is 
launched on Social 
Enterprise Day. The 
Right to Request 
enables primary and 
community care 
staff to innovate and 
redesign services 
in flexible new 
ways, setting up 
social enterprises to 
deliver healthcare 
services that 
improve outcomes 
and are responsive 
to the needs of 
communities and the 
people they serve.

3 January 
2009
Change4Life is 
launched – a society-
wide movement 
bringing together 
community groups, 
health professionals, 
teachers, government 
departments, 
supermarkets and 
the media to help 
everyone to ‘eat 
well, move more, 
live longer’. 

23 February 
2009
The Medical 
Education England 
(MEE) Board meets 
for the first time. 
MEE will provide 
independent expert 
advice on training 
and education for 
doctors, dentists, 
healthcare scientists 
and pharmacists.

9 March 
2009
Five Academic Health 
Science Centres 
are designated by 
the Secretary of 
State based on the 
recommendations 
of a panel of 
internationally 
renowned clinicians 
and researchers.  
These powerhouses 
of clinical medicine 
and research will 
act as the engine of 
innovation, catalysing 
the rate at which 
research is translated 
into practice.

1 April 
2009
PCTs start to use 
‘Never Events’ to 
help them focus on 
delivering the safest 
services for their 
patients.  

1 April 
2009
The new 
Commissioning 
for Quality and 
Innovation (CQUIN) 
payment framework 
comes into effect. 
It will support a 
cultural shift by 
embedding quality 
improvement and 
innovation within 
the commissioner–
provider discussion, 
with PCTs linking a 
modest proportion 
of contract income 
to locally agreed 
goals to drive quality 
improvement. 

18 November 
2008
Measuring for Quality 
Improvement 
is launched, 
engaging staff in 
the development 
of a framework for 
measuring quality  
at a local and 
regional level.   

1 December 
2008
The first of 152 
new GP-led 
health centres 
opens in Bradford, 
transforming access  
to primary care.  

21 January 
2009
The Prime Minister 
and Secretary of 
State for Health 
sign the NHS 
Constitution, 
safeguarding the 
values of the NHS 
and making clear 
the rights and 
responsibilities of 
patients and staff.

30 March 
2009
The new National 
Quality Board meets 
for the first time, 
bringing together 
all those with an 
interest in improving 
quality across the 
NHS to align and 
agree the NHS’s 
quality goals. 

1 April 
2009
The Care Quality 
Commission (CQC) is 
launched as the new 
independent regulator 
for health and adult 
social care. Its tough 
new enforcement 
powers will help ensure 
high quality care for 
service users, whether in 
hospital, in a care home 
or at home.

4 March 
2009
A new collective 
vision for clinical 
commissioning 
is launched 
following extensive 
engagement with 
a wide range of 
clinicians, Primary 
Care Trusts (PCTs) 
and SHAs. It 
firmly embeds 
Practice Based 
Commissioning as a 
core aspect of World 
Class Commissioning, 
supporting family 
doctors and 
community clinicians 
to develop better 
services for their local 
communities.  



















































While central government has an important role in setting priorities and standards, it will never have 
the ability to make the changes that are needed at local and individual level. High quality care can 
only be delivered if NHS staff are given the freedom to use their talents and lead the improvements 
to services themselves. That is why this chapter will address empowering clinicians to lead change, 
giving greater freedom to the front line, equipping staff with the skills they need, aspiring for 
excellence and investing in training and development. 

The common purpose of NHS staff is clearly laid out in the draft NHS Constitution, currently 
making its way through Parliament. The Constitution provides a powerful statement of the shared 
purpose and values of the NHS, as well as bringing together the rights and responsibilities of all 
NHS patients and staff. We all have a part to play if we are to fulfil the pledge made in the  
NHS Constitution that: “All staff should have rewarding and worthwhile jobs, with the freedom  
and confidence to act in the interest of patients.” 

Local solutions led by 
NHS staff will always 
be the most effective 
way to deliver high 
quality care.
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We have invested significantly in 
developing our leaders in the last 
year, recognising that it is only 
through strong leadership that 
we can deliver our vision for 
patients. It is our clinical leaders 
who will empower their own 
teams to improve the quality of 
care that they provide. In March 
the National Leadership Council, 
created to champion leadership 
across the NHS, met for the first 
time. Dr Mark Goldman, who 
has responsibility for clinical 
leadership on the council, makes 
the case for clinical leadership:

“Promoting clinical leadership  
is a key ambition which I have 
been asked to lead. My sense is 
that the timing is right. It arrives 
at a point when the NHS is 
moving forward from the ‘push’ 
of performance to the more 
enlightened ‘pull’ of patient 
quality and safety. Managers  
and clinicians at last feel at ease 
on the subject material if not yet  
the language. Aligned ambition 
across professional and 
managerial groups is the only 
way to deliver for the future…

“Even in its infancy, it feels like  
a movement. It has more than 
the ministerial thumbprint upon 
it. It has heart and soul, it is 
about people and what they 
need to deliver the most complex 
and important public service at 
the most complex and important 
time since the inception of  
the NHS.”19

Across the country, programmes 
have been put in place to support 
clinicians to take on leadership 
roles – from early on in their 
professional careers to very senior 
roles at board level. NHS London, 
for example, is working with the 
London Deanery to establish a 
cohort of clinical leadership 
fellows. Fellows are seconded  
to the roles of Medical Directors/
Professional Executive Committee 
Chairs of trusts for a full year, 
during which they complete an 
accredited leadership programme 
and lead projects designed to 
accelerate new ways of working in 
their trusts and local communities. 

“�Promoting clinical leadership is a key ambition which I have been asked to lead. My sense is 
that the timing is right. It arrives at a point when the NHS is moving forward from the ‘push’ 
of performance to the more enlightened ‘pull’ of patient quality and safety. Managers and 
clinicians at last feel at ease on the subject material if not yet the language. Aligned ambition 
across professional and managerial groups is the only way to deliver for the future.”  
Dr Mark Goldman, Chief Executive, NHS Heart of England Foundation Trust and 
Clinical Leadership Champion, National Leadership Council

Empowering clinicians to lead change 



Clinical leaders in control

The support for clinical leadership 
is being put in place and it is  
now our responsibility to create  
a culture where all clinicians feel 
able and obliged to step up and 
lead the changes required to 
improve quality for patients.  
The next step is to shift the 
balance of control of services 
further, giving clinical leaders  
of services ownership of budgets 
and accountability for the quality 
and financial performance of 
services. 

In primary care this shift has been 
under way for some time, with 
Practice Based Commissioning 
offering GPs and practice staff the 
opportunity to take more control 
over millions of pounds of NHS 
commissioning expenditure to 
achieve better outcomes for the 
local population. There is 
increasing support for this among 
GPs, and earlier this year we 
published a vision for Practice 
Based Commissioning to 
re‑engage the primary care 
community.20

We now need to grow the 
appetite and ambition to do the 
same in the acute sector. Some 
trusts are already developing 
service line management – 
putting budgets in the hands  
of clinicians – within their 
organisations and Monitor,  
the independent regulator of 
Foundation Trusts, has advocated 

this approach for Foundation 
Trusts.21 At Heart of England NHS 
Foundation Trust, clinical 
directors have been in charge  
of their services and budgets for 
some time. 

Its Chief Executive, Dr Mark 
Goldman, is leading a major piece 
of work on developing clinical 
leadership on behalf of the new 
National Leadership Council.  
As part of this programme, I have 
asked him to work with Sir Bruce 
Keogh, the NHS Medical Director, 
to consider how we can embed 
the principles of service line 
management across the NHS.

Allowing clinicians to run their 
own services unleashes a new 
entrepreneurship – liberating  
a team’s creativity to innovate  
in the way it delivers services –  
within clear boundaries. Clinical 
leaders will be able to make  
more decisions without deferring 
upwards. They will be able to 
make bids for investment to drive 
quality improvement and will be 
able to shape their services around 
the needs of their patients.
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It is our clinical leaders who will empower 
their own teams to improve the quality  
of care that they provide.



High Quality Care for All also gave 
staff more freedom to run their 
own community services.

Greater freedom for staff to focus on quality

National targets play an important 
role in driving up the quality of 
care in priority areas. Without 
targets we would not have 
achieved dramatic results in 
reducing waiting times or reducing 
healthcare associated infections. 
National priorities will always have 
a legitimate role in any tax-funded 
health system, to continue to drive 
progress and delivery.

But if we are serious about  
giving staff more freedom to 
improve quality for their patients, 
we must give them more 
freedom to set their own clinical 
priorities. In my career I have 
achieved success by setting my 
own targets. National targets 
should only ever be seen as the 
minimum that patients can 
expect. I strongly believe that 
clinical teams, if empowered, will 
set their ambitions much higher 
than system-level expectations. 

That is why the Secretary of  
State for Health, Andy Burnham, 
set out his intention to minimise 
the burden on frontline staff  
by reducing unnecessary data 
collection and removing 
obsolete targets and 
commitments. We will start 
by removing the redundant 
13-week outpatient and 26-week 
inpatient performance targets 
and will commission a review of 
other targets and data collection 
commitments to ensure that they 
are necessary and fit for purpose. 

Our aim is that data should  
only be collected if it is clinically 
relevant and important to 
patients. The review will be 
reflected in the 2010/11 
Operating Framework. 

High Quality Care for All also  
gave staff more freedom to run 
their own community services.  
In November last year, we gave 
community staff the ‘Right to 
Request’ to set up social 
enterprises – organisations with 
social objectives whose profits  
are reinvested to serve local 
communities and can be more 
innovative and responsive to 
patients’ needs. This has 
generated considerable interest 
and we will announce the first 
wave of social enterprise projects 
in the autumn.
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As discussed in chapter 2,  
good progress has been made  
in taking forward the quality 
agenda. Local teams are more 
consistently measuring what they 
do as a basis for improvement. 
However, measurement alone 
cannot be enough. Without the 
skills to improve, teams will not 
be able to systematically move 
the care they provide to a higher 
level. We need to give NHS staff 
the tools and the time to improve 
the quality of care based on  
what they measure.

The science of quality 
improvement within health 
services can appear to be 
forbidding territory. There are 
many methodologies, from 
evidence-based care to LEAN 

and the Institute for Healthcare 
Improvement’s Plan, Do, Study, 
Act (PDSA) cycle.22, 23 However, 
there are fundamental principles 
applicable throughout –  
a systematic, team-based,  
problem-solving process to 
continually move up the level  
of care provided – to implement 
and test the effects of ideas  
on quality outcomes. 

This is not just theory. There are 
some excellent examples of quality 
improvement initiatives happening 
right across the country. The NHS 
Institute for Innovation and 
Improvement’s Productive Ward 
initiative is increasing the amount 
of time nurses spend on direct 
patient care by implementing 
simple, standard changes.24 

Making it happen – equipping staff to improve quality

Salford Royal Foundation Trust  
is taking a ‘whole systems’ 
approach, embedding quality 
methods at all levels of the 
organisation and working 
towards excellence in clinical 
systems.25 Bolton has 
implemented the Bolton 
Improving Care System, based on 
LEAN methodology, to improve 
the quality of care offered to 
patients and has notable 
successes in reducing the 
mortality rate for trauma. Many 
of these initiatives are inspired by 
pioneers such as Virginia Mason 
Medical Centre in the US and 
Jonkoping County in Sweden. 
We need to do more to spread 
these insights. 

Collaboration is essential and 
should be the obligation of all 
those who subscribe to the 
quality agenda. Professionals and 
providers can learn from each 
other more efficiently and quickly 
than they can learn on their own. 
Quality Observatories and Health 
Innovation and Education 
Clusters will play an important 
role here and there are many 
other examples of collaborations, 
such as the Patient Safety First 
and Clinical Audit programmes. 

“�One of the rewarding things about the science of quality improvement is how egalitarian it is.  
Anyone can play a role in making meaningful changes given the time, the right tools and motivation.” 26  
Don Berwick, President and CEO, Institute for Healthcare Improvement



Accreditation schemes are already being used 
in different parts of the NHS, enabling clinicians 
to lead the way in healthcare quality.

Aspiring to excellence: the role of accreditation 

Our aspiration for quality in the 
NHS should be nothing less than 
excellence, and clinicians should 
constantly compete with one 
another to find new and better 
ways to care for their patients. 
Their successes should be 
recognised and celebrated by  
the whole of the NHS. While we 
have robust systems in place to 
ensure that minimum standards 
of care are met through 
regulation, there is no coherent 
or comprehensive approach to 
recognising leading teams that 
are providing excellent standards 
of care. One way of recognising  
the teams that meet such levels 
of excellence is through greater 
use of accreditation. This has  
the potential to unleash healthy 
competition among clinicians 
across the country to provide the 
best care.

Accreditation schemes are 
already being used in different 
parts of the NHS, enabling 
clinicians to lead the way in 
healthcare quality. We now need 
to develop a new common 
approach to accreditation with  
a clear purpose, to recognise 
excellence. It should complement 
wider efforts to improve quality, 
while reducing the burden  
of assessment. It should build  
in an element of peer review  
to provide a holistic view  
of services.

The Royal Colleges have already 
started to work together to move 
towards a common approach. 
Over the next year, the Royal 
College of Physicians will 
examine the case for accrediting 
stroke service. Working with the 
Royal Colleges we will develop  
a consistent accreditation 
approach, beginning initially with 
a limited number of services and 
building up to extend this across 
every NHS service. The National 
Quality Board will play an 
important role in the 
development of this work.
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Fostering a high quality workforce

Improving the health and 
well-being of NHS staff

The NHS is on a mission to 
transform itself from a service 
focused on treating sickness to 
one that also promotes health 
and well-being. As the largest 
employer in the country, there is 
no better place to start with this 
agenda than with our own staff. 
Not only is a healthy workforce 
important for our own well-
being and productivity, but it 
will also make NHS staff the 
best ambassadors for promoting 
healthy living to the patients  
they care for and the public  
with whom they engage. We are 
committed to this agenda and  
it is therefore essential that we 
all start to role-model healthy 
behaviours ourselves.

Therefore, just as we are 
increasing our focus on more 
preventive measures for our 
patients and the wider public, 
so too should we reconsider our 
approach to the health of NHS 
staff.27 Rather than relying solely 
on occupational health services, 
we need to move towards a 
broader commitment to improving 
health and well-being across the 
workplace. That is why Steve 
Boorman’s ongoing review into 
the health and well-being of NHS 
staff is of such importance. The 
review will report in the autumn 
and I want to encourage as 
many people as possible across 
the NHS to get involved as the 
recommendations are finalised, 
as they will go on to inform the 
2010/11 Operating Framework.

Investing in training  
and development 

Radical developments in the shape 
of primary care and community 
services, together with the shift  
of care from hospitals into the 
community, require different 
thinking about how those services 
are staffed. Since last year, care 
pathways, designed by clinicians 
to set out what the future of care 
should look like in each NHS 
region, are being actively used to 
determine the numbers and types 
of professionals we need for the 
future.28 The East Midlands has 
adopted a systematic, dynamic 
approach – involving clinicians  
and service managers to model 
the consequences for the NHS 
workforce of major changes to 
stroke, trauma and maternity care. 
To support the NHS locally, a new 
Centre for Workforce Intelligence 
will begin its work in December. 
It will work closely with NICE  
to assess the impact of new 
developments and standards in 
clinical care to ensure that we plan 
the NHS workforce we need for 
the future.



The quality and safety of patient 
care depend on the quality of staff 
treating patients. This is why we 
have focused on improving the 
quality of healthcare education 
and training. Delivering a 
wholesale change in this area will 
not take place overnight, but in 
the last year important steps have 
been taken. Medical Education 
England (MEE) has been 
established to provide professional 
leadership of workforce planning 
and education. This clinical input 
to education is both important 
and essential, particularly in the 
face of new challenges. By the 
end of 2009, we will have set  
up similar bodies to ensure that 
nurses, midwives and allied health 
professionals have the same input.

We must invest in nurturing talent 
at every level and across the entire 
workforce. High Quality Care for 
All committed to doubling our 
investment in apprenticeships by 
2012/13, and the Prime Minister 
has subsequently announced 
5,000 additional apprenticeships 
this year. They will cover traditional 
apprenticeship roles such as 
estates and maintenance, but 
many of them will also be in 
clinical support roles such as 
healthcare assistants. 

We spend £4.6 billion a year  
on education and training.  
Ensuring value for money from 
this investment has never been 
more important. Our reform of 
funding – replacing the historical 
funding for Multi-Professional 
Education and Training (MPET) 
with a tariff-based system – will  
be implemented by April 2010. 
The tariff will bring greater 
transparency to funding. Money 
will now follow the trainee 
professional – which will help drive 
up the quality of education. 

But these incremental steps are 
not enough. We must have 
greater ambition – to become 
global leaders in healthcare 
education. In December we  
will announce the first wave  
of Health Innovation and 
Education Clusters – new 
alliances between the NHS, the 
higher education sector and 
industry. Building on our strong 
tradition of medical education in 
Britain, they will harness creativity 
and innovation, giving 
professionals in training access  
to the breadth and depth of 
expertise to ensure excellence. 
Along with AHSCs, they have the 
potential to attract the best clinical 
minds from across the world.  
For patients, this is set to 
accelerate the pace at which 
innovative treatments and 
medicines become available  
for their treatment. 

High Quality Care for All committed to 
doubling our investment in apprenticeships 
by 2012/13.



Quality must become personal 
and individual to everyone 
working in the NHS. We 
must develop a culture inside 
organisations where quality is 
talked about – from every GP 
practice through to every hospital 
ward and every board. It means 
supporting staff as they step 
up to the challenge of raising 
quality, promoting dialogue and 
discussion about how things can 
be done differently and looking 
out to the communities we serve 
for our inspiration for change. 
High quality care for all will be 
accomplished through thousands 
of small changes, through the 
courage and leadership of 
frontline staff, sustained and 
supported by an NHS system 
with quality at its heart.  

Clinicians must be prepared  
to step up and take the lead.  
Two years ago I was offered  
the great privilege of joining  
the Government to help improve 
the health service. It was 
perhaps the biggest risk of my 
career, but I agreed to step up 
to the challenge of setting the 
direction for the NHS for the 
decade ahead. Today, the next 
challenge is to achieve a change 
in the way we think and work as 
professionals so that we always 
put quality first and foremost. 

Where next?

This means individual clinicians 
taking a lead to raise the quality 
of care for their patients. It is 
easy to stand by and criticise.  
It is much harder to work with 
others to make things better. 
Just as the 2,000 clinicians took 
the lead to redesign care for 
patients during the NHS Next 
Stage Review, clinicians across 
the country should get involved 
and lead the changes that will 
improve the quality of care  
for their patients.

Our task now is to ensure that 
we implement the vision for 
improved quality laid out in 
the NHS Next Stage Review 
– locally and nationally – but 
that we do so in a way that 
maximises productivity, stimulates 
innovation and supports people 
to stay healthy.

“�And what you need to do is say to people, it’s in your hands... People feel that they’re powerless. 
And what I think they don’t realise is the power that they’ve got… I don’t know, it might just be 
me, but I think the power is in my hands.”  
Patients’ Council, North East Manchester sector

Today, the next challenge is to achieve a change 
in the way we think and work as professionals 
so that we always put quality first and foremost. 
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