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M5 KEELY GRAHAM Thi s eveni ng we have two speakers very wel |
qualified to guide us through this topic, Dr Murray Wi ght,
Chi ef Psychiatrist, NSWM nistry of Health and Deanne Tadr os,
Senior Legal Oficer within the NSWM nistry of Health.

First up is Dr Wight. Mrray has a |ongstanding interest
in service inprovenent, quality and governance and pl ayed a
significant role in the introduction of the first Miintenance
of Professional Standards program by the Royal Australian
and New Zeal and College of Psychiatrists (RANZCP) in the
early 1990s. In addition to his public sector roles, he has
mai ntained a private practice since 1990 wth a focus
|atterly on general adult psychiatry and assessnent and
treatment of health professionals and police. Mirray has
al so worked in a consultant capacity with the Medi cal Counci
of NSWin a nunber of roles over the last 20 years. He is a
peer reviewer for the HCCC and a part tine nenber of the NSW
Medi cal Tri bunal . Murray was the Chair Psychiatry State
Training Conmittee HETI from 2007 to 2013 and has had a
nunber of roles with the RANZCP, i ncl udi ng nenbership of the
Quality Assurance Conmttee, Exans Commttee, Exenptions
Sub- Comm ttee, Consultation-Liaison Wrking Party and the
NSW Branch Rural Psychiatry Steering G oup. Miurray’s role as
NSW Chi ef Psychiatrist includes an oversight of quality and
safety for nental health services, investigation and revi ew
of critical incidents associated with nmental health services
and contribution to inprovenents in patient safety.

Pl ease wel cone Dr Murray Wi ght.

DR MURRAY WRI GHT: Thanks Keely. One of the reasons as a
psychiatrist in aleadershiprole that | becone very famliar
with and wel |l versed in clinical governance, is that although
nmental health services are accountabl e for about 10 per cent
of the services in health, we account for roughly between 30
and 40 per cent of the risk in terns of adverse outcones and
there are a variety of reasons for that. W have a
di sproportionate track record wth safety and quality
I ssues. It is essential that someone in a role |ike mne
becone very, very famliar with howclinical governance works
and when and how it needs tweaki ng.

| am pl eased to be here tonight because clinical governance
is something that | believe is nbost inportant as | hope it
Is to this audience. In ny view everyone who is here has a
stake in the nedico-legal world but we often see only
fragnents of the clinical governance picture, depending on
where our stake sits. My goal today is to explain what the
whol e of the organismof clinical governance |ooks |ike, so
that you can understand how the parts you m ght cone to deal
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with on a day to day basis are connected to the overall
organi sm and thus make nore sense to you. It mght also
help you to frame your questions or your investigations
around the chal l enges that you face in your roles.

Deanne and | have split the talk with Deanne presenting al
the interesting parts. She is going to entertain you with
some quite instructive stories that have occurred in the
| ast decade and a half and which have contributed to the
devel opnent of today’s clinical governance system

I know clinical governance sounds |like a very dry issue but
| hope that by the end of this evening you will understand
it is a dynamc process that is still devel oping. It has
devel oped on the basis of |earnings both from overseas and
from some of the high level incidents, investigations and
enquiries that we have had in New South Wil es over the | ast
coupl e of decades. In fact nost of the things that we deal
with today when it comes to quality and safety, have arisen
because of events that have occurred in this State. | wl|l
talk firstly about the context, and then about the franmework.
| am aware | am probably going to bore all of you sone of
the tine. However ny presentation assunes little know edge
of everything so | can bring everyone up to speed. Finally
there are sonme case studies, as | nentioned, presented by
Deanne. W will l|eave plenty of time for discussion.

In New South Wales we are dealing with a population of 7.5
mllion people over 800,000 square Kkilonetres. It is
inmportant to Kkeep in mnd that this population is
concentrated in the greater Sydney region (approxi mately 4.6
mllion people) and along the eastern seaboard. However we
have in addition a very di spersed popul ation with 35% of the
State’s residents living in regional or renote areas. You
shoul d be aware the Mnistry of Health has a very i nportant
principle in the provision of health services in New South
Wal es and that is equity. It isreally inportant that soneone
who is living in a place like Balranald or west of Hillston
gets the sane access and t he sanme out conmes as a person |iving
here in Sydney a stone’s throw from the GPO. We do our | evel
best to provide this and that is a challenge. It al so neans
that our systens for keeping an eye on the health of the way
our clinical services are operating have to operate over
qui te chal | engi ng geographi ¢ di stances.

It is inportant to keep in mnd that if you believe the
overal |l health of our health systemis neasured by somet hi ng
such as longevity, then it is actually in a reasonably good
state, because |ife expectancy is inproving in this country.
When things go wong in the health system which after all
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I's what clinical governance is about, we can tend to |ose
sight of the fact that overall we have a system which seens
to be inproving. However, there are sone identifiable areas
where di sadvantage and poor outconmes are highly preval ent
wi t h i ndi genous heal th bei ng an obvi ous one. Another area is
that of ny own specialty where it is clear that people with
serious mental health probl ens have a |ife expectancy between
15 and 20 years |l ess than the general popul ation and for the
ones that we admt to our hospitals it is even worse.

To give you your first statistic for the night, when sonmeone
is admtted to a nental health unit today, their standardised
nortality ratio over the next 12 nonths is five tinmes that
of the average person. The people that we admit to our in-
patient units are the people with the highest |evels of
disability and acuity, that is at the *“pointy end”. However
that is what this governance systemis all about. They are
already in jeopardy just in terns of their health outcones.
The contribution of suicide, poisoning and accident to that

poor health outconme is small. The larger contribution is
through issues such as cardio respiratory disease and
di abetes, the so called lifestyle diseases, which are

extrenely poorly nmanaged. Hence ny interest in inproving the
qual ity and safety of services.

On the other hand if, as a way of building context, we judge
the health of the systemon the basis of all the reports of
things that go wong, we can get a msleading picture of
what is actually going on within our system A typical day
i nvol ves 3, 100 anbul ance responses, 6,500 people being seen
in energency departnents (2.7 mllion per annum, 5,500
people admtted to a public hospital, 17,000 people in a
hospi tal bed (44%65 years), 1,000 people have their surgery
performed and $51 mllion is spent ($18.7 billion per year).
That is clearly a very large budget with a workforce in
excess of 100, 000 peopl e.

Anot her dinmension to this is the level of activity in our

syst ens. | find useful the conparison between what the
activity was in the early part of the noughties (2003/04)
and what it is today (2013/14). In that period Emergency

Depart nent attendances have risen 32.9 per cent, adm ssions
31.7 per cent and total bed days (an inportant figure) 3.6
per cent. In other words although activity has increased
consi derably the nunber of bed days has not. This neans
people are spending less tine in hospital and being
di scharged from hospital at an earlier stage than they were
10 years ago. Further non-admtted patient services have
only risen 1.1 per cent. Hence there is a nmassive increase
in activity at the acute end and therein |lie sonme of the
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chal l enges to the system These patients are the sickest
individuals and this is the area where things can go
drastically wong.

| am aware | am telling you things that you already know,
but | amtrying to “franme” the argunent. | believe it is
I nportant to understand the health service is an enornously
conpl ex and dynami ¢ area. Thus what we think we are dealing
with today in a health situation based on good current
i nformati on and careful assessnent and good deci si on naki ng
can turn out to be wong and the situation can change w thin
a very short period of time. That dynamic nature of health
trajectories and outcones is sonetinmes msunderstood or
gl ossed over. This is particularly so when we are talKking
about the follow up or investigation of critical incidents.
We sonetinmes take the outconme and then we assess all the
t hi ngs that happened up to the point of the bad incident as
if that outconme was inevitable. | believe a really inportant
concept to keep in mnd is that those outcones whil st often
predictable in the sense of being statistically possible
are not inevitable. W have to be careful wthin our
retrospective analysis of incidents to keep sight of the
fact that these things are not always an inevitabl e outcone.

It is inmportant to rem nd ourselves that the consequences to
error are catastrophic for the people who suffer the error
and for the people around them Furthernore it can have a
catastrophic inpact on confidence in our systens as well.
That is one of the other things that | amquite conscious of
bal ancing. Wiilst it is inportant to be constructively
critical of what happens in our systens and our services, it
Is also inportant not to underm ne confidence in the system
because that can also | ead to adverse outcomes.

Error is inevitable. It is just not possible to prevent
error in these kinds of systens. There are very conpl ex and
I nterwoven systens within health with its decision making
chai ns and comuni cation chains. Accordingly even with al
the best people working to the best of their ability errors
can and will happen.

An inportant point in the evolution of our current quality
and safety systens, was to consider what we do about our
i nvestigations when there is an error. One of the concepts
which | think is very inportant is the concept of a just
culture. A just culture is sonmething which Dekker talked
about a nunber of years ago. It is where we appreciate that
if we do not prioritise the need to understand what went
wong and to inprove the systens, ahead of the need to find
peopl e accountable and in certain instances to punish them
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for making a m stake, then we will have difficulty getting
people to tal k about what actually happened. After all quite
often it is a person’s account of an incident which helps us
to understand what went w ong.

The concept of a just culture is not to |lose sight of the
I nportance of accountability and the need to nmake sone
j udgnment about professional performance, but at the sane
time not to approach every incident with the idea that there
needs to be sonmeone who has nade a grievous error for which
they are to be held accountable. That is sinply not true. If
that is the frame within which we investigate incidents,
then we are going to struggle to get accurate, neaningfu

information from the people who can tell wus about what
happened. On the other hand if we adopt the concept of a
just culture we say in the vast majority of incidents it is
actually a systens issue about how the separate parts cane
to join up and how the information flowed. It is not about
sonmeone doi ng sonet hi ng egregi ous or | ooking for evidence of
mal practice. Those things can be dealt wth when they are
identified. What it is about is the way our health systens
work together, the way the information was shared and the
way it was appropriately responded to.

It is that concept of the holes in the Swi ss cheese lining
up to contribute ultimtely to a catastrophic incident. It
is derived fromairline saf ety and engi neeri ng concepts where
of ten no one thing which has caused an adverse inci dent, but
instead a series of errors, none of which were appropriately
i dentified and responded to. In many cases none of the errors
by thenselves are catastrophic, but the alignnment of the
series of errors results in the catastrophic outconme. So,
just asinthe airline industry, our health systens are often
over - engi neer ed because we need those opportunities to have
checks and bal ances. |If | have an oversi ght of a process and
m ss the significance of an event, | amnot the |ast person
to have the opportunity to see that. There is al ways soneone
checking on nmy work or sonmeone redoing the work either in
real time or in subsequent hours or days and who can correct
it. However if | get it wong and the next person gets it
wr ong and sonet hi ng el se goes wong, that is when we can end
up with a catastrophe.

The just culture concept is a balancing act that is still
sonmet hing which is in evolution. The question is how to
manage t hose often conpeting issues of trying to understand
what are the systens issues and how to inprove our systens
versus hol ding certain individual s to account when what they
have done becones an issue about professional performance?
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It is inportant to understand how NSW Health is organised
these days because it tends to be restructured every few
years. Thus it depends on how long it is since you have had
a close association wth the health system as to what
structure you remenber. NSW Health is currently structured
with Local Health Districts (LHD) which are self-governing
by their Boards. Above them is the cluster Mnister, and
then the Secretary of Health. Each of the LHDs has their own
board and effectively enploys a chief executive who is
accountable to those boards, as are all the staff. There is
a clinical governance unit in every single LHD. Deanne will
give you the history leading up to the creation of clinical
governance units which arose from critical incidents and
some observations and findi ngs about our existing governance
structures.

The rel ati onship between the Mnistry and the LHDs i s worthy
of mention. It is inportant for a role |ike mne, because if
the districts were entirely self-governing, then they woul d
be responding to and managing all the issues that arose
within the LHD and | would have little to do. The fact is
there is a service | evel agreenment between the Mnistry and
each LHD which sets out what the Mnistry is purchasing and
what it expects to obtain fromit, including dinensions of
qual ity and safety, which is where clinical governance fits.
This is the space in which | operate. How do we ensure that
we are neeting the appropriate standards of care and how do
we respond when we find sone evidence that the standards of
care mght be slipping, either in terns of particular
critical incidents or in ternms of increases in |ower |evel
i nci dents? Good clinical governance operates best at the
| evel closest to the coal face. W do have sone focus on our
over-arching structures, which includes the pillars. The
dinical Excell ence Commssion is probably the nost
I nportant clinical governance pillar for NSWHeal th. However
the dinical Excellence Comm ssion would achieve little
wi t hout good engagenent, good know edge and the ability to
function at a clinician and team | evel.

My view is that the best kind of patient safety franmework
relies very heavily on an educated and engaged clinical
staff. If they are not educated about clinical governance or
quality inprovenment and not given the opportunity to
participate, then we will not know about the problens until
it istoolate. Werely heavily on our staff to both identify
incidents and to assist us in finding solutions. OCbviously
it is the individual <clinicians, but each clinician,
depending on their seniority, is accountable to sonebody.
This is particularly so in the junior years as quite often
adverse incidents involve people in the early stages of their
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careers. Those peopl e have supervisors, and are also in teans
whi ch have team | eaders. Good clinical governance systens
i ncl ude some consideration of incidents and conplaints at a
teamlevel. Then it escalates up to the unit level, then to
the district level and then on to the Mnistry and to the
State and national |evel. | sit on a national conmttee
which is purely concerned with inproving the standards and
quality of clinical practice in nental health services. W
have a busy agenda | ooking at a nunber of things, which are
essentially about practice inprovenent and reduction of
error.

O her agencies with a stake in the clinical governance
business include the Health Care Conplaints Conmm ssion
(HCCC), the Ombudsman’s Office, the Coroner’s Office and the
Australian Health Practitioner Regul ati on Agency (AHPRA). |
ama strong believer in the capacity of conplaints to act as
“the canary in the coal mne”. Sonetinmes when you follow up

on a conplaint it wll tip you off to a serious systemc
i ssue that you woul d ot herwi se have had no i dea about until
a significant adverse event occurred. Sonething | have

observed in the last 20 years is the nore professional way
i n which everyone views conplaints and our ability to |learn
fromthose conplaints.

The structure of incident managenent is still at arelatively
early stage. This is because in the |ast decade we have
been putting in place a structure based on a “no blane”
process. It is al so based on encouragi ng clinicians at every
| evel , who believe they have been witness to or involved in
sonme ki nd of an i nci dent where sonet hi ng happened t hat shoul d
not have happened, that they should report it. W do not ask
peopl e to judge whether it is serious or otherw se, we just
encourage people to report it. That is what the incident
reporting system (IIMS) is all about. Presently we have
I nconsi stent recording of incidents. Some institutions
record all manner of things, sonme of which I mght argue do
not anount to incidents and others record al nost nothing. My
viewis if in doubt, report it and then | et the systemdecide
whether it was truly an i nci dent and whet her sonet hi ng shoul d
be done about it. M concern is people pre-judgi ng whet her
sonething i s serious enough to report. | can recall a nunber
of incidents | have been involved with over the years where
peopl e have been aware of sonethi ng which did not reach their
reporting threshold but which was past mne. Had they had
reported it at that earlier tinme, we could have done
sonet hing before a serious incident |ater occurred.
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| do believe the process of having people feel confortable
about reporting wthout worrying too nmuch about it is stil
a work in progress. The difficulty is we do not have a
denom nator so that people can say this service is reporting
nore incidents than that service, so therefore this is a bad
service. In my opinion, sonetinmes the services that report
a lot of incidents are good services because everyone is
taking seriously their role as an early warning system The
| ack of denom nator neans that we need to be careful how we
track and make sense of those incidents. W rank incidents
according to their severity - The Severity Assessnent Code
(SACQ). A mmjor serious incident is called SAC 1 and in
psychi atry that i ncl udes sui ci des. A strictly regul ated
and clearly structured reporting and investigation process
Is required with no discretion. |If we have what we call a
SAC 1 incident, you are | ocked in. You have to report it and
investigate it in a particular way called the Root Cause
Anal ysis (RCA) process. Sone of you will be famliar wth
that process because SAC 1 incidents often end up in the
coroni al system

It is also inportant to be aware that part of the framework
of incident managenent is how do we manage a concern about
aclinician? It is apparent people becone quite vexed about
whet her or not they should make a report about soneone whose
per f ormance causes them concern. Again, ny view is nmake the
report and let the system decide. This is because | have
seen a nunber of instances where there has been sone
awar eness that sonmeone mght not be performng to the
acceptabl e |l evel, but the people were concerned about either
m sjudgi ng or being punitive in their responses. | believe
that kind of educational conponent to the clinicians and
their managers about the system can find the truth of a
conplaint. You do not have to work it out for yourself. |
believe that is a really inportant part of our processes.

| have tal ked about the SAC code and Root Cause Anal ysis.
Many of you woul d know that the proceedi ngs of a Root Cause
Anal ysis investigation after an incident are privileged. On
the ot her hand the outcones are not privileged. The outcones
are publishable and they are discoverable. The proceedi ngs
are privileged because we want and need to understand why
things went wong. Cinicians will not talk openly if they
are concerned about the consequences, either for thenselves
or others, of telling you sonething. If we do reach a point
in the proceedings where we believe there is a performance
issue with a particular clinician, then we either suspend
the proceedings and enbark on an investigation of that
performance or we can set up a separate process. The Root
Cause Analysis is not designed to nanage perfornmance issues

This transcript is the joint property of Pacific Solutions Pty Ltd trading as Pacific Transcription,
and the authorised party responsible for payment and may not be copied or used by any other party
Wi t hout authorisation.



Medi col egal _080616.draft1l Dr Murray Wi ght
Page 10 of 10

whi ch operate separately. |If there are performance issues,
it may well touch on them but it does not make findings on
them W go into a different process known as Managenent of
Concern or Conplaint About a dinician managenent that is
covered with its own policy.

The other thing to be aware of and I am going to run close
to short of tinme very soon, is that we have early alert
systens within the Mnistry. There is a reportabl e incident
bri ef which cones through to the Mnistry if something really
terrible happens so that we are alert toit. W can provide
assi stance or even investigation for the services if that is
needed. W can also help them to find the appropriate
corrective action in advance of such things as a root cause
anal ysis or a coronial enquiry, which though nore detail ed
are a sonmewhat | eaden footed type investigation.

The last thing | want to nention is what we call the Cinical
Ri sk Action Goup, which is the peak group to consider risk

within the Mnistry. It is also a privileged conmttee. |
sit on that commttee because as a psychiatrist | am
responsible for a fair bit of the risk. | do believe it is

nost inportant to be aware of this high |evel group that
takes very seriously the clinical conponents of risk within
our systens. It works hard to respond to all the evidence
available to it to enable it to determ ne where the system
is not functioning. | should al so mention the open discl osure
process which is a critical conponent of managi ng adverse
out cones.

Il will now hand over to Deanne who wll talk about the
| egi sl ative framework and sone illustrative incidents. Thank
you.
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