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Outline

= What is Clinical Governance?
= Why do we need it?

=  Where is the evidence?

= What are the barriers?

= How can we achieve it?
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What is Clinical Governance?

. a system through which [health] organisations are accountable for continuously
lmprowng the quality of their services and safeguarding h/]qh standards of care by
creating an environment in which excellence in clinical care will flourish”

Scally & Donaldson, BMJ 1998

"The system by which the governing body, managers, clinicians and staff share
responsibility and accountability for the quality o? care, continuously i improving,
minimising risks and fostering an environment of excellence in care for consumers”

ACHS 2013

. a system through which organisations are accountable for continuously
lmprowng the quality of their services and safeguarding high standards of care”

ACSQHC 2012

“..is about a culture ... commitment to continuous improvement processes ...”
RACS 2017
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Why do we need Clinical Governance?

Common Bile Duct Injury
During Laparoscopic Cholecystectomy
and the Use of Intraoperative Cholangiography

Adverse Qutcome or Preventable Error?

David R. Flum, MD; Thomas Koepsell, MD; Patrick Heagerty. PhD; Mika Sinanan, MD: E. Patchen Delli

B hat eI hwt ey are keeping thems -} basbroughtitallbackty  time and sineo the publics
the Al

;(.u. i the mné‘wlh Tul R It e s s menely 16y v i of

ause our daughter wis o

because our dangi pnmmm ¢, lbe poat  youjustdon't irust amybic | we. hve ety T
ham, W o ot ko o b WHR i n ch it “Howere, v do ok e

o do.” Louise, &4 {s ofien the case frel there’ 1s B0 justive: 1 escimae

e Fivien, who has a3t il silbinhs wishod 1 had never subed - mpact folt by sy fusmiy
acold oo bewls trmber | They ke hatasarss St s w11 13 ki e v wil coni s

recetved vt marving, Tl hd  they Eoult Wl ihey vt fel e offer any help and

e oy sresoring g i o, chidren wilh Db Keptany body purte, bt ey o

e sarn Topresents chael, Anna, 14.and Katie,  canmot icgorical are
"R, The couple sax rust "W hought i wouidbo just 13 vy wilhout kg "“"hf.«.mr‘.:' ki

® Rditorial comment

Why do we need Clinical Governance?
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CHECKLIST 0

HOW TO GET THINGS RIGHT

SHARP END

A Guide to Non-Technical Skills

RHONA FLIN
PAUL O'CONNOR
MARGARET CRICHTON

Why do we need Clinical Governance?

= Healthcare is inherently hazardous

= Suboptimal outcomes are common and costly
= Safety and efficacy can be engineered

= Social expectation

= Professional obligation

= Regulatory accountability

Institute of Medicine 2000; Davies 2005; Flin et al 2008; Flynn et al 2015; Reason 2015; Duckett et al 2016
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Where is the evidence?

Failures in
clinical
governance

4/ Successesin
clinical
governance
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USS Ronald Reagan, Brisbane Port, July 2017
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Peters et al 2014, Swensen et al 2016

The evidence tells us ...

High reliability organisations create systems, processes and
conditions that are resilient ... cope with human variability ...

consistent professionalism.

= Synchronised goals

= Vigilance, benchmarking
= No-blame, system focus
= Simulation, practice

Positive relationships
Effective use of hierarchy
Transparency

KPMG 2013; Peters et al 2014; Flynn et al 2015; Taylor et al 2015; Swensen et al 2016; RACS 2017
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What are the barriers?

= |neffective leadership

= Lack awareness or appreciation

= Cynicism, scepticism

= Management-clinician disconnect

= Disengagement, dis-ownership

= Deficient processes

Degeling et al 2003; Sarchielli et al 2016; G

auld & Horsburg 2015

How can we achieve good clinical governance?

/

* Patient experience surveys/questionnaires * Mortality and morbidity
* Advance care planning Governance of review
+ Open communication (disclosure) clinical care  Clinical audit
+ Consumer council/membership/ + Infection prevention and
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Health Quality & Safety Commission NZ 2017
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How can we achieve good clinical governance?

Practical basics ...
= Education and training
= Shared agenda

= Joint ownership, accountability

= Measuring and monitoring

Royal Australasian College of Surgeons

Research & Evaluation, incorporating ASERNIP-S

= Quality data

Clinical Governance Frameworks - Report

b = Evaluate initiatives

Phillips et al 2010; Peters et al 2014; Swensen et al 2016; RACS 2017

How can we achieve good clinical governance?

‘Micro’ level

= Define KPIs and outcomes relevant to practice

= Analyse, interpret, benchmark data

= Inform checklists, protocols, bundles

= Model behaviours (e.g. huddles, checklists, respect)

= |nduction for new members
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How can we achieve good clinical governance?

‘Meso’ level

Management-surgeon partnership
Systems and tools — reliable, consistent
Monitor compliance

Measure effectiveness

Share and publish

How can we achieve good clinical governance?

‘Macro’ level

Education and training

Professional development

Benchmarking practice (e.g. ANZASM, BQA, Joint Registries, etc.)
Research (e.g. ASERNIP-S)

Regulation (e.g. TGA)

10
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Clinical Governance ...

Whole of healthcare issue
Safety culture

Starts with small initiatives
Requires joint enterprise

Surgeon-led
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