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Information please-and quick

Nick Black

Only one of the government's five aims for the
This is the third in a reorganisation of the NHS seems likely to meet
series of articles which with universal support-the need to improve the
comment on the white' information available about health services.' From
paper Workingjfor the government's point of view it is also the most

accompanyingeight important in that all the main proposals depend for
working papers. Thefirst their success on the ready availability of appropriate,
paper by Ray Robinson complete, valid, and timely data. While the informa-
on the new health care tion requirements of medical audit and resource
market was published on management are obvious, other proposals are equally
18 February (p 437). dependent on prompt, reliable facts. If district health

authorities, general practitioners, and the public are
to make informed choices when selecting service
providers they will need high quality data not only on
costs and waiting times but also on outcomes. And this
requirement applies not just to NHS facilities but also
to the private sector-and major health insurance
companies are already starting to undertake this. In
addition, improved information will be needed to
enable managers, both in NHS and trust hospitals, to
monitor whether consultants are fulfilling their newly
agreed contractual obligations. Developing and intro-
ducing the necessary information systems is a daunting
prospect. To achieve such a task on the timescale
envisaged in the white paper is almost certainly
impossible. This is largely because so little progress has
been made in the past, particularly in the development
of clinical information.
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Clinicians and health services researchers have long
recognised the poor quality of information on clinical
activity in NHS hospitals. Apart from published
reports showing inaccuracies in hospital activity
analysis data,24 almost all clinicians have their own
examples of incomplete and erroneous information.
The resulting lack of credibility of the data-despite
the massive effort by clinicians, coding clerks, infor-
mation officers, and managers in creating, collecting,
and processing it-means that little use is made of the
product. The replacement of hospital activity analyses
with the hospital episode system seems unlikely to be
any better. Given the good intention of those who set
up and maintain the original system, why has the result
been so disappointing? The principal reason is that as
with other NHS initiatives the hospital activity analysis
was devised as part of an information technology
strategy which had as its key feature the centralisation
of data for administrative purposes. Instead of starting
with an information strategy based on the needs of
those who directly provided health care, systems were
designed by information technologists and imposed
from the centre. While the limitations of having to
use large mainframe computers contributed to such
decisions in the past, the development of cheap
powerful microcomputers has removed this constraint.
Despite such technical advances there are as yet few
signs in the NHS of the radical change in approach
to clinical information systems that is so urgently
required.
The key to a new approach is the development of

an information (rather than information technology)
strategy that is based on a consideration ofwhy clinical

information is required. The three principal reasons
are confirmed in the white paper. These are
* To enable clinicians to improve the quality of
patient care by means of clinical audit as almost all
methods of quality assurance require a reliable data-
base
* To improve the running of local services by pro-
viding information for resource management or other
schemes that combine clinical and financial data, soon
to be an essential requirement
* To provide information to the public and parlia-
ment to whom the NHS is accountable.

If an accurate database is established for the first of
these tasks information can be extracted from it for the
second task, which in turn can provide the necessary
data for the third task.

Such an approach based on networks of dispersed
microcomputers, in which each one is dedicated to a
particular activity, raises several questions. What
information is needed and wanted by clinicians and
managers? What level of detail is required? For
example, would a three digit diagnostic code rather
than the current four digit code be sufficient for
routine data? What clinical information needs to be
collected routinely on every patient and what would be
more appropriate for occasional ad hoc collection?
If dispersed microcomputers are used who will be
responsible for the accuracy of the information? And
how will confidentiality of clinical data be maintained?
Some health authorities and boards had already

recognised the need to adopt a new approach before the
publication of the white paper and had started to install
information systems based on the requirements of local
data users. For example, in the North West Thames
Regional Health Authority a standard obstetric infor-
mation system has been developed and installed in all
the main maternity units. This provides data for
obstetricians and midwives to audit the work of their
own unit. The district, regional, and national data
requirements established by the Korner working
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Workingfor Patients says:
The government recognises that managers and profes-
sional staff need better information if they are to make
the best use of the resources that are available to
them. The NHS has made considerable progress in
developing better information systems in hospitals,
but there remain some important limitations. In
particular, there is at present only a limited capacity to
link information about the diagnosis of patients and
the cost of treatment. The government believes that
the best way to remedy this is by extending and
accelerating the existing resource management initia-
tive. This is intended to provide a complete picture of
the resources used in treating hospital patients. A key
feature of the resource management initiative is that
doctors, nurses and other professional staff have much
more information at their fingertips about the care
their patients are getting. Their involvement in the
development' of the resource management initiative
has also ensured that the new systems are actively used
for the benefit of patients.
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parties can be met from the same database.5 Standard
microcomputer based systems are being provided for all
the surgical specialties to enable surgeons to monitor
and audit their inpatient work. In view of the differing
case mix among surgeons within the same hospital it
has been necessary to establish a mechanism for
comparative audit across the region, an activity being
facilitated by a regional audit group along similar lines
to that in Lothian.6 Developments in operating theatre
systems, which will enable anaesthetic audit to be
undertaken, and accident and emergency department
systems are extending this strategy into other key areas
of the hospital.

Improbable timetable
Despite these developments and those in other parts

of the country an immense amount of work remains
to be done. The white paper recognises this when
it identifies two particular problems: the need for
improvements in the coding of medical records and the
development of case mix groups. Recognition of the
first of these is ironic given the current difficulties and
confusion caused by the recent introduction of the new
operative procedure codes by the Office of Population
Censuses and Surveys.79 Such technical problems can
of course be overcome if sufficient resources are
applied to seeking solutions. What is less certain is the
ability of the NHS to introduce change as rapidly as the
government plans. The difficulties encountered over
the past few years in the six resource management pilot

Like many if not all government pronouncements, the
NHS white paper is probably as much rhetoric as it is a
detailed prescription. If so, and if it leads to major
benefits as regards the quality of clinical information it
will in that regard at least have made a useful
contribution to improving health care in Britain.

sites makes it improbable that 20 acute hospital units
will be ready by the end of this year, let alone 260 units
by March 1992. Not only are such developments likely
to cost around £1 billion but they would also require a
commitment to training and supporting clinicians and
managers throughout the country. These are not
arguments against the improvement of information
and the introduction of resource management but a
plea for a more realistic estimation of the task that lies
ahead.
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Working papers "to form basis of detailed discussions"

The Secretary of State for Health has now issued the
eight working papers on the main proposals in the
government's white paper Working for Patients. The
papers, which form the basis of detailed discussion,
cover the following subjects and are summarised below:

(1) Self governing hospitals
(2) Funding and contracts for hospital services
(3) Practice budgets for general medical practi-

tioners
(4) Indicative prescribing budgets for general

medical practitioners
(5) Capital charges
(6) Medical audit
(7) NHS consultants: appointments, contracts, and

distinction awards
(8) Implications for family practitioner committees.
Copies of the working papers are available from

HMSO, £8 for the complete set.
The Secretary of State is sending working papers (2),

(3), and (4) to all general practitioners in England
and Wales together with a copy of the Department of
Health's own report of the year's discussions on
Promoting Better Health (p 606).
The government intends to complete discussions on

any matters which require primary legislation by the
end of May.

"Freedom to run their own affairs"
Any hospital can become a self governing NHS

hospital trust if it can satisfy the Secretary of State for
Health that its management has the necessary skills to
run the hospital; that senior professional staff, especi-
ally consultants, are committed to management; and
that its plans are financially viable. Short stay hospitals
with more than 250 beds will be encouraged to seek self
governing status from April 1991.

The cardinal principle of the new arrangement is that
emergency treatment should be available immediately
and without question.

Granted "the greatest possible freedom to run their
own affairs" trusts will have their own board of
directors headed by a non-executive chairman ap-
pointed by the Secretary of State. Executive directors
will include the hospital's general manager, a medical
director, the senior nurse manager, and the finance
manager. They will be numerically balanced by non-
executive directors-at least two drawn from the local
community and appointed by the regional health
authority, the remainder appointed by the Secretary of
State after consulting the trust chairman. Members of
special interest groups-general practitioners holding
practice budgets, employees of health authorities or
hospitals, representatives of trade unions with
members who work in the NHS, or major hospital
contractors or suppliers-will be disqualified from
serving on boards.

Trusts will be able to set up the management
structures that best suit their particular activities and
needs, free of control from district or region. Instruc-
tions issued by the NHS Management Executive will
not normally apply to them, although they will have to
comply with the NHS complaints procedure and
arrangements for the control ofcommunicable diseases.
They will also be expected to provide limited data
about their activities and manpower and institute
medical audit. The Secretary of State will retain
powers to intervene in the running of trusts in excep-
tional circumstances.

Self governing hospitals will earn their revenue from
the services they perform: most will come from
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