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Clinical Governance

ACCOUNTABILITY
Any member within the system can give an account 
of their actions at any time backed up by a 
documented record of those actions

TRANSPARENCY
An outside observer with appropriate background 
expertise can get a clear understanding of how the 
system functions.



FIRST INSIGHTS INTO CLINICAL 
GOVERNANCE AT THE MATER

You don’t get a FULL understanding of how an 
organisation functions by looking at the 
organisational structure. 

Begs the Question, how do find out how your 
organisation works?

Does STPA have a role in answering that 
question?



FEEDBACK / CONTROL ACTIONS

PRESENT
CORRECT

CORRECTLY TIMED
CORRECT DURATION



“KNOWLEDGE” as a hazard
Knowledge is a critical component of an operators process model. 

• Correct knowledge is required to correctly interpret inputs.
• Correct knowledge is required for correct control actions.

THIS IS REQUIRED AT EVERY LEVEL OF THE ORGANISATION

So, in terms of function of an organisation;

• We need to know where the knowledge lies
• How is that knowledge/information feed backs through the organisation.
• How that knowledge is used to affect control actions

Note; we’ve made terms knowledge/information/data synonymous for ease of operation of the 
model





“All models are 
wrong, some are 
useful”

George E. Box 
(statistician)

Leveson, N. (2004). "A new accident 
model for engineering safer systems." 
Safety Science 42(4): 237-270.



EXECUTIVE DIRECTOR

Examples at the Top-end



EXECUTIVE DIRECTOR’s GOALS

• MATER’s people.
• Stewardship
• Consumers/Patients
• Value Based Care



DOES THE MODEL HAVE UTILITY?
LOOKING AFTER PEOPLE
No way of knowing if the staff are in pain until it was too 
late. (Rescue plans were in place, CONTROL ACTION 
INCORRECT TIMING)
BUT, 
• We did have ERIC (Incident reports) data; about 6000 

reports a month.
• Information is PRESENT, FEEDBACK LOOP IS ABSENT.
• We need to create a feed back loop. 
• Solution in this case was LEXIMANCER study in 

collaboration with University of Queensland
• SAFETY 3 in action (PROACTIVE SAFETY)



VALUE BASED 
HEALTHCARE

Value based care (VBC) 
is MATER health's 
operational goal. Of 
course part of any 
organisations 
implementation 
process is to explore 
both how to implement 
the goal and hazards
that may impede 
MATER’s progress to 
VBC.











UTILITY AT THE COAL-FACE?



2 quick examples;

WHO CHECKLIST FAIL
• Change of DBS Battery.
• WHO checklist done (reasonably well). Patient said 

battery was on the right side of the chest, Surgeon, 
Anaesthesiologist, Scrub Nurse concurred. 

• BUT, Pacemaker box was on the right! How does 
this happen &, more importantly, what system 
changes to make.

(you can argue semantics, this was a CAST analysis, of knowledge flow)



Second Example

HIDDEN PULMONARY ARTERY PRESSURE
• Booked parathyroid operation (neck operation)

• Endocrinologist review
• Surgical Review
• Cardiology review (twice)

• Anaesthesiology Registrar review 1 hour prior
• Anaesthesiology Consultant review (with Registrar) 15 minutes prior.
• Buried on page 30 in the notes; pulmonary artery pressure 100mmHg

AND THAT IS THE CRITICAL PIECE OF KNOWLEDGE THAT DETERMINES THE 
PATIENT OUTCOME



SUMMARY

• We need to know medical organisations function 
not how they are organised.

• Knowledge is a critical part of everyone’s process 
model at every level of that organisation.

• Treating “Knowledge” as a hazard can provide 
important insights into functional system 
improvements for that organisation.
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