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What is Clinical Governance

• Having a framework in place throughout the organisation, that supports 
you to be explicit about:
• the standard of care delivered, 

• how you protect patients from harm, 

• how you listen to patients, and 

• how you plan and measure improvement.
(Flynn et al 2015)



National Model Clinical Governance Framework
ACSQHC - 2017



Clinical Governance Processes

Admission Discharge

Pre-Admission Screening

Risk Identification

Risk Mitigation Planning

Incident Identification

Incident Reporting

Incident Investigation
In-depth Case Review

Root Cause Analysis

Remedial Action

Implementation Tracking

Incident Classification

Staff Engagement

Open Disclosure
Apology

Compensation

Claims Management

Liability determination

Insurer engagement
Formal Communication

SettlementHuddle
Interview

Reporting

Accountability

Action planning
Reflection

Management
Clinical – Nursing, Medical, AH

Benchmarking

Culture of Curiosity, Commitment and Courage
Underpinned by accurate, timely and complete data

Compliance – licensing, accreditation, audit
Credentialing and Certification

Education and Training
Patient Experience

Risk Identification Incident Management Patient Communication Insurer Engagement Reporting



Outline

• Clinical Governance Implications for Data and Analytics leaders
• Challenges, Opportunities and Gaps

• Examples in reporting from a Cabrini perspective

• Engaging front-line clinicians in reflection and change

• Leveraging data to change culture
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Major opportunity in Healthcare
• Collating existing information to identify patient risk

• Falls, delirium, malnutrition, infection, haemorrhage
• Collecting past assessments, investigations, medications
• Social determinants of Health, health literacy
• Accessing social media

Incorporation into care planning & discharge support

Data availability and privacy

Reliant on “notification”
• Filtering the noise
• Determining materiality

Identifying causation
• Not an answer that can be drawn from data

Ability to mitigate risk
Incidents into trends
Identifying priority action areas
Tracking implementation of recommendations

Duty of Candour (Victorian legislation)
• Serious Adverse Patient Safety Event (SAPSE)

Compliance versus culture
• Setting a standard expectation for all incidents

Apology without Liability
• Setting patient expectation of compensation

Provisioning
• Determining the likelihood of future claim

• Expectations, 
• Perception of care, staff response
• Degree of harm
• Personality, support networks, past history

Attributing liability
• Private VMOs as independent contractors

Identifying the data is (probably) the easy bit
• Administrative events, incident reports
• Patient Experience, complaints

Defined priority measures
• HACs and Patient Experience

Creating intuitive reporting
Engaging the change agents
Benchmarking

• VAHI
• Private Hospitals

Identifying the data is (probably) the easy bit
• Administrative events, incident reports
• Patient Experience, complaints

Defined priority measures
• HACs and Patient Experience

Creating intuitive reporting
Engaging the change agents
Benchmarking

• VAHI
• Private Hospitals



The Inverted Information Disclosure

• Management
• Board and Executive

• Trends, targets and projections

• Accountable, but cannot effect change in healthcare

• Nursing & Allied Health
• Unit Managers and front line workers

• Patient trends and outcome changes

• Doctors (VMOs)
• Individual patient outcomes

• “Have I created harm?”

It is the Doctors and Nurses who deliver care
Effecting change requires their engagement



Reporting - Management

• Summary Reporting



Engaging Nurses

• Nurses deliver health care
• Aware of and concerned about the individual

• But nurses are:
• Extremely busy

• Overwhelmed with paperwork and process

• Focused in the individual (may not see trends)

• Team oriented with formal leadership structure and accountability

• Often intimidated by power dynamics

• Defensive of their practice
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Reporting – Nursing Staff
• Daily/Weekly/Monthly automated reporting

• Current status, exception reports

• Weekly management meeting
• Summary reports on emerging issues

• Committees
• Health Outcomes and Quality
• HAC committee

• Each unit develops individualised action plans



Ward HAC Report



Engaging Doctors

Assumption
• Given access to their data, specialists will 

improve their performance

• Specialists focus on reducing “harm” to their 
patients

• Specialists are intelligent, so understand data

• Specialists are curious

• Specialists seek competitive advantage

Reality
• Specialists tend to be cynical about hospital 

sourced data

• Harm is a nebulas concept, interpreted 
differently be management and clinicians

• University does not teach data literacy to 
doctors

• Specialists lack time/motivation to explore

• Specialists are inherently insecure

• Reflection is hard and potentially painful

• Primacy of reputation



Distribution by SpecialistQuestions:
• What does the data mean?
• What is the problem?
• Data is too simplistic
• What is best practice?
• What are you comparing?

• What diagnosis/procedures are included
• Is it risk adjusted

Medical Staff Response

Graph Type % Positive or Neutral Interpretation

Table 65% 100%

Bar Chart 50% 63%

Funnel Plot 65% 50%

Box Plot 25% 75%

Bucalon et al, “You can’t improve until you measure”: A need finding study on 
Repurposed Clinical Indicators for Professional Learning OzCHI ‘22



Surgeon Cases Same Day % Same Day 
Hours To 
Surgery

Theatre Time Avg LOS
Ext ended 

LOS 
Complications

Return 
to OR 

MET Calls 
28 Day 

Readmit
% Readmit Deaths Robot

Other Knee Surgery
Group Outcomes 101 59 58% 2 46 1.1 1 1%
ORT32 22 16 73% 1 33 1.1 1 5%

Knee - arthroplasty
Group Outcomes 74 3 94 5.2 2 1 6 1 1% 2
ORT32 30 2 86 5.4 1 1 4 1

Age Gender Admission Date
Admission 
Category

Hours To 
Surgery

Theatre 
Time

LOS Principal Diagnosis Principal Procedure Complication

71 F 07/03/2022 Planned 2 88 8 M17 - Arthrosis Of Knee 49518 - KNEE total replacement Met call leading to ICU admission

67 F 21/03/2022 Planned 3 94 9 M17 - Arthrosis Of Knee 49518 - KNEE total replacement
Return to theatre following surgical 
complication

Age Gender
Admission 

Date
Category LOS

Separation 
Type

Principal Diagnosis Principal  Procedure
Readmit 

Days
Readmit Date

Readmit 
Category

Readmit 
LOS

Readmit Diagnosis

60 F 28/02/2022 Planned 2 HOME M06 - Other Rheumatoid Arthritis
49586 - Synovectomy of knee 
by arthro

18 20/03/2022 EMG 2
M25.46 - Effusion of joint, 
lower leg

Complications

Readmissions

Quarterly Comparative Reports

Purpose - highlight cases for consideration and reflection



Communication



Challenges
• Developing a culture of collaboration

• Engaging VMOs - independent specialists

• Facilitating reflection
• Benchmarking and performance are currently a “management” issue

• CEO and Executive team review clinical indicators
• Only clinicians can influence outcomes
• Multiple, variant agency benchmarks

• Defining acceptable, recognised clinical indicators
• Creating a core indicator set
• Visualisation and presentation of data
• Communication and distribution
• “Spooking the horses” and “witch hunts”
• Transparency and knowledge dissemination
• Coaching versus policing
• Alignment with external agencies

• National Standards, Medical Education (CPD), 
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Questions and discussion 


