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QUESTI ON TI ME

NEUROSURGEON: You have been tal ki ng about problens fromthe
public health perspective. | have been in the private
hospital system for 10 years in Australia and am about to
retire. You have not addressed the problemin the private

system | have been |ooking at various problens from the
private aspect. There is not very good clinical governance,
there is no nmandated reporting and it is all a club
situation. |If | have a problem | have to tell a coll eague.

It isall hiddenand it is not taken care of. Al the clinical
governance is only applicable in the public system What
nmeasures has the governnment taken to effectively control the
private systenf? | have just been doi ng nedico-legal work on
one neurosurgery person who nmade three identical disasters
and so, are we only addressing the public hospitals, while
the private hospitals are exenmpt from this kind of
di sci plinary action?

M5 DEANNE TADROS: The M nistry has a private health branch.
Basically all private hospitals are regul ated by the Private
Health Facilities Act and they are licensed through the
Ministry’s Private Health Care Unit . As part of the Iicence
requirenents they are obliged to follow sone of the
Ministry’s policies. For 1instance, though they are not
required to follow our incident managenent system nost
private hospitals do have a simlar system in terns of
I nvestigating conplaints. The Act also provides for the
Private Facilities to establish Root Cause Anal ysis teans.

DR MURRAY WRI GHT: | think you nake a reasonabl e point but to
back up what Deanne is saying, | think also the private
hospitals do conplete their own root cause anal yses and so
they are signed up to aspects of the incident nmanagenent
system

| should have said in ny presentation that the RCA process
is currently under review. As it is covered by a statute, it
is quite a large process to review it. Sone of our concerns
have been about the quality of the investigations, given the
nunbers of RCAs that we have done over tine.

I think the RCA process is a very robust and very good
nmet hodol ogy when it is done by people who are appropriately
trained and al so have the appropriate time. The reality is
the RCA process is very time and |abour intensive. | think
it is fair to say that sone of the private hospital cases
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that | see - because we do see them — show private hospitals
are still on a learning curve in terns of how best to use
t hese processes.

I think the point fromDeanne’s presentation is that this is
still a systemin evolutionandit is relatively recent days.
After all, those critical incidents and the subsequent
inquiries that we are tal king about have only been in the
| ast 15 years. | see it as a still maturing process wth
further inprovenent to cone. The engagenent of the private
sector is an inportant part of it. They are subject to the
conpl ai nts process and | would al so add that they are subject
to an accreditation process. Accreditation processes have
a very significant dinmension of quality and safety
conpliance. Private sector services are just as subject to
that as are the public sector services.

DR JONATHAN PHI LLI PS, PSYCH ATRY: Mirray, is watering down
the RCA going to lead to |ower standards? M concern is
that a system exists now which is probably robust in every
sense but if you are going to water it down, what is the
out cone?

DR MURRAY WRIGHT: Did | say watered down, Jonathan? | have
a particular interest in this, because | worry that the
quality and the learnings formRCAs in ny part of the world
relies on a relatively small nunber of highly skilled and
hi ghly experienced people. To do a good RCA takes three
significant neetings, a review of every scrap of clinica

evi dence and a nunber of offline interviews. The good RCA
I nvestigators are very experienced clinicians and they do
have ot her things that they need to be doing as well.

| was involved in the very first RCA in New South Wl es and
so have been on the whole journey. My concern is that in
nmental health we do about 180 RCAs a year. The problemw th
RCAs is that they are at their nost val uabl e when you have
real time data and information so that you can draw
conclusions fromreliable information. Wen you think about
it, this has cone fromairline safety where they have bl ack
boxes and all sorts of recordings and ot her data sources.

W use RCAs to investigate comunity based suicides. These
are tragic incidents and we can often learn really inportant
things by investigating them - but not through the RCA
met hodol ogy. You can learn as nuch with a well-chosen,
single, external reviewer or investigator who can go to the
heart of the matter in less tinme and wwth nore reliability.
What we do is put theminto this cunbersone process where we
do not have real tine data and, clinicians being clinicians,
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we want to try and understand what happens, so we often
i nt erpol ate. Where we have gaps in information, we often
try and interpol ate what happened. So we can have gaps in
information of up to a week between the last tinme a person
was seen and when the tragic event happened. The reliability
of the RCA process in those cases is doubtful. This
denoralises the people who are doing the investigation,
because they spend all this tinme | ocked into a process only
to come up with wi shy-washy findings. Wat happens then is
they get investigation fatigue so that when the right kind
of case crops up such as an in-patient suicide where | think
an RCA nethodology is perfect, the investigators may be
overworked and jaded because of a nunber of other
i nconcl usi ve RCAs they have been involved in.

My advice has been to be nore targeted about where the RCA
nmet hodol ogy is best and leave it to the discretion of the
LHDs and their clinical governance units for the ones that
fall outside that. They can still use the RCA process if
they think it is going to be helpful, or they can use one of
the other investigation nethodologies. It is not RCA or
nothing. It is giving sonme freedom and flexibility to the
| ocal clinical governance units to make a nore thoughtful
deci si on about what is the best way to get to the heart of
this matter.

M5 KEELY GRAHAM | have a question to both or either of you.
Whi ch way do you see the systemgoing to devel op further and
in particular | aminterested in whether there is sufficient
cooperation between the various bodies? The HCCC gets a
whol e lot of information frominvestigating conplaints, but
then there is the Ombudsman service the coroner’s office,
AHPRA and the various health departnments. Are they
sufficiently coordinated to see trends and infornmation that
is shared with the other bodies or is that one way it can be
devel oped further?

DR MJURRAY WRI GHT: One sinple way in which I think we could
do better is if we closed the information feedback | oop. W
require services to collect a lot of information which we
react to and feedback on an ad hoc basis, because they have
reached a critical |evel. If ny service has a particular
incident, then we get investigated or we have an
i nvestigation and we learn fromit. However does the w der
system learn fromit? No, not reliably. Gven the size of
the New South Wales jurisdiction, we have a Ilot of
i nformati on which I think is often not reliably available to
the person who would learn from it. Because we are
secularised into local health districts, when we have
i ncidents happen within a particular part, even within a
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particul ar hospital, which would be of value for other
hospitals to know about, it is not reliably done.

I am working at the nonent with the Cinical Excellence

Commission to try and work out a way to distil the usefu
information fromthe high level incidents and feed it back
into the systemin a way that it wll be read. There is no

point in feeding back information which never gets |ooked
at. It has to be done in a way that is going to be engagi ng
for the decision makers. | see it is a huge opportunity given
our population of 7.5 mllion and, trust nme, there is rich
material there fromwhich people could really Iearn.

M5 KEELY GRAHAM Interstate as wel | ?

DR MURRAY WRI GHT: New South Wales is a third of the country
and | think if we get it done sufficiently well for New South
Wal es, we woul d be nore than happy to share that. W do have
avenues such as neetings at a national |evel where we do
share that kind of information.

M5 JO MONTGOVERY, fornerly QUALITY AND SAFETY BRANCH OF NSW
HEALTH, now at AVANT: | am wonderi ng what systens are in
place at the nonment to recognise the inpact of serious
adverse events on clinicians and what role do the two
governance units play in supporting the vul nerable clinician
who has nade the error?

DR MJRRAY WRIGHT: Good question. Even wthout being
i nvesti gat ed, anyone who has ever worked as a clinici an knows
how comm tted the vast majority of clinicians are to patient
wel fare and an adverse incident, particularly an unexpected
adverse incident, is devastating. | have nentioned the
devastation for the famlies and others but it is devastating
for everyone. That is why how we franme and nanage the
necessary investigation is crucial, because people are
already feeling terrible. If you go in with a frane that
says sonet hi ng went wong here and we are going to find out
who did it, then you are not going to help that person.

My perspective is that | want our clinicians to operate at
their best possible level at all tines. | want people to be
able to continue to learn and to develop. | have seen this

very directly, and | want themto go into the next situation
whi ch renotely resenbl es the one where they have had a tragic
out cone and not be terrified of making decisions. After all
you can do as much harm by not maki ng a decision as you can
by maki ng a bad decision. It is not just about their welfare,
it 1s about their capacity to front up to work the next day
and to operate effectively.
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It mght sound weak to say education is inportant, but I
think it is being really careful about what a just culture
and what a no bl ane approach really neans. There are limts
to that and there is accountability. There is a separate
and di fferent process of support of clinicians after atragic
incident and we try and separate them out from the people
who are responsible and are for investigation. There is
obviously an awareness of the need to offer support and
wel fare to individual clinicians and every district has an
EAP program W nake that very clear, and we try and nanage
that in a transparent way. | think it still happens that it
can be quite damaging to individuals to have an adverse
i ncident and to devel op the perception, rightly or wongly,
that in sone way they are bei ng bl aned for what has happened.
In ny experience it is very rarely the case that you can pin
bl ame or accountability on an individual. CGCbviously we get
to see the ones where you do, but they are, in ny view, quite
a mnority.

MR GARY CLUBB, works for an MO I just want to ask a
questi on about the service check register in NSWHeal t h whi ch
I's state-w de and transcends t he boundari es of the individual
districts. W have occasionally seen doctors placed on that
at an early stage of the investigation of conplaints. | want
to ask, given what you have said about just cultures and so
on, whether that is not the ultinmte punishnent and a great
di scouragenent for doctors to report?

M5 DEANNE TADROS:. The service check register has strict
criteria about when you can be placed on it. Usually you
will only be placed on the service check register after an
investigation or if you decline to participate in the
I nvestigation and you then | eave the area of service.

MR GARY CLUBB: Once you are on it, it is very hard to get
off it.

M5 DEANNE TADRCS: W have recently anended t he service check
register policy to provide for a review after a period of
time to get off the service check register. Also procedura

fairness requirenments allow practitioners to provide their
reasons before we put them on the service check register

However it does conme down to a public safety issue. There
are not many people on the service check register and
generally they have net a set of criteria to be placed on
the register

M5 FRAN DAVIS, AVANT: In ny experience they are put on the
service check register as the first nove. So what would we
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do with a local health district who has put a practitioner
on the service <check register wthout any kind of
i nvestigation, wthout any kind of finding, what do we do?

M5 DEANNE TADROS: The service check register policy outlines
a procedure that you can follow if you are placed on the
service check register and you would like to have a review
of that decision. However w thout knowing the case where
soneone put a practitioner on the service check register
wi thout followi ng the policy, all | can suggest is that you
follow the policy in ternms of the stages of the review

M5 FRAN DAVIS: It is not our policy.

M5 DEANNE TADRCS: No, | know. We did recently anend the
policy. | am quite happy to go back and have the policy
reviewed again if you have exanpl es of people being placed
on the service check register inappropriately.

M5 KEELY GRAHAM Before we go to the Queen’s Club for dinner,
will you join nme in thanking two excell ent speakers.

MEETI NG CONCLUDED
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