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Associate Professor Nicola Cunningham

Welcome to the June 2022 edition of the Clinical Communiqué – a 

milestone moment for us that marks 20 years of work on this publication. 

In our inaugural edition, we told our readers that, ‘Our primary aim is to 

improve the awareness of clinicians and those in positions of governance about 

adverse events resulting from systems failures, and then to apply these lessons 

to their own institutions.’ Two decades and fifty editions later, we are proud 

to have stayed true to this course. Our name evolved from the Coronial 

Communiqué to the Clinical Communiqué, our designs modernised, and 

we became ever busier in our professional lives, but at the heart of it all we 

remain a small team who firmly believe that the process of sharing insights 

from coroners’ cases is both a powerful tool in improving patient safety, and 

a responsibility that we have the privilege of holding.

Much has changed in healthcare since we started, not least the immediacy 

of data. Where once clinical practice improvements were thought to take 

a decade to filter through and integrate into systems, now a significant 

advance can make sweeping changes overnight thanks to the power of 

the internet. However, the sheer scale of the available information can be 

overwhelming, and it is important not to get lost in big data or paralysed 

by the multitude of voices presenting opinion over expertise. There’s still 

a role for the oldest form of information transfer, that of narrative. That’s 

why the Clinical Communiqué continues to tell stories with a human focus 

and highlight the available expertise, to speak on behalf of those who are no 

longer here, and to ensure that their passing helps those in the future. 

To honour this 20-year anniversary of the Clinical Communiqué, we have 

collated a remarkable collection of commentaries from experts in the 

fields of medicine, law, ethics, and clinical governance. Individuals who 

have contributed immensely to improvement work on patient safety over 

the past 20 years, and who have been integral in shaping the landscape of 

quality and safety in healthcare. We invited each of these renowned experts 

to share their insights on 20 years of quality in healthcare and patient 

safety - reflections on the past, lessons from the COVID-19 pandemic, 

and directions for the future, and we were delighted by their responses. In 

the last 20 years the scope of patient safety has expanded from individual 

activism by early adopters to an acknowledgement that safety principles 

should be embedded within every health system. General concepts of error 

and human factors have sharpened focus into sophisticated sub-specialty 

areas of problem identification and system improvement. The experts here 

have done more than most to define the topography of this new space, and 

we are fortunate to have them guide us up their very own mountains in this 

special edition of the Clinical Communiqué.
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From Annie Moulden’s recollection 

of the seminal publications in 

the nineties on medical errors, 

and Caroline Brand’s reflections 

on her career path from clinical 

practice to quality improvement 

and hospital governance; to Ron 

Paterson’s moving account of his 

experiences of patient safety, as 

both a commissioner, and a family 

member witnessing the devastating 

effects of the pandemic on the 

aged care system. Nicholas Talley 

and Angela Magarry use a global 

health lens to identify lessons 

from COVID-19, while Harriet 

Grahame’s humanising description 

of the vagaries of a virtual 

courtroom, and Ian Freckleton’s 

examination of COVID-19 related 

inquests, demonstrate that there 

is a lot of work being done, and a 

lot to be learnt from our recent 

collective experiences of the 

pandemic. The role of regulation 

and standards in improving patient 

safety is explored by Martin 

Fletcher and Paul Shinkfield who 

look ahead to a regulatory scheme 

that encompasses cultural safety, 

clinical governance, and a more 

holistic view of risk; and by Michael 

Dooley who juxtaposes another 

20-year anniversary – that of 

‘Australia’s National Strategy for 

Quality Use of Medicines’ and 

is encouraged by the growing 

momentum in medication safety 

standards. 

Our collection is rounded off with 

an inspirational set of observations 

by John Banja, who succinctly 

frames a few key concepts weaving 

through the past, present, and 

future of patient safety.

When I first read their 

commentaries, I was struck by 

just how steadfast these experts 

have been in using their diverse 

professional backgrounds to forge 

a common path in the patient safety 

movement. They each describe the 

challenges, lessons, and their hopes, 

with the clarity and wisdom of a 

person who has experienced the 

many highs and lows of initiating 

change in a seemingly immutable 

healthcare system. I have now read 

their commentaries many times 

over, taking away more to reflect 

on and learn from each time. I feel 

truly indebted to this group of 

forethinkers and go-getters for 

their contributions to this edition 

and for what they have achieved 

in improving quality and patient 

safety in healthcare.
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20 years of quality in healthcare and 

patient safety - reflections on the past, 

lessons from the COVID-19 pandemic, 

and directions for the future

Over the years, I have spent many 

hours reading coroners’ findings. 

Too many to count. Reading the 

narratives around a tragic loss of 

life and imagining the individuals 

involved. Patients, families, 

and clinicians, incontrovertibly 

affected by gaps and failures in the 

healthcare systems that existed 

around them. I have reflected on 

the individuals who write for our 

editions about these systemic 

failures - the case summary and 

expert commentary authors who 

somehow find the time in their 

hard-working schedules to examine 

and share important lessons in the 

hope that it will prevent further 

harm. 

Editorial
The irony about examining systems, 

however, is that there are very few 

mechanisms in place to address 

the problems identified and 

create the solutions. We look to 

organisations and governments 

to implement changes that will 

improve the delivery of healthcare. 

Yet change at that level can feel 

cumbersome, complicated by 

competing priorities, and may even 

be counterproductive, creating 

unintended new risks when 

attempting to close identified 

gaps. Large-scale improvements, 

while urgently needed, are often 

dishearteningly slow to bring into 

effect. Through all this, I have come 

to realise that in such a colossal 

and complex system as healthcare, 

it is all too easy to overlook the 

significant benefit that one small 

idea can have on patient safety. 

Sometimes the most impactful 

differences can be made by just a 

single individual. It has been said 

that the way to move a mountain 

is one stone at a time, and this is 

so true in the work being done to 

improve patient safety. 

Associate Professor  
Nicola Cunningham

If we look closely at the people in 

the system, we will find endless 

examples of individuals who are 

working tirelessly to move stones 

and make a difference.

In keeping with the theme of 

this edition, I approached three 

clinicians that I worked with, or 

knew of, who to my mind, were 

fitting examples of individuals 

making important differences in 

improving patient safety. I wanted 

to explore what they had in 

common, what that elusive quality 

might be, that propels someone 

forwards with work to bring about 

change that improves patients’ 

lives.

I could not look past Professor 

Joe Ibrahim, my colleague and 

friend, who first conceptualised 

the Clinical Communiqué, as 

an individual who had an idea 

20 years ago that has since 

contributed so much to patient 

safety. For an example of work 

during the COVID-19 pandemic 

that potentially saved many lives, 

Page 4 

THE COMMUNIQUÉS

CONNECTING WITH CLINICIANS



I thought of Associate Professor 

Vivien Chen, a Sydney-based 

haematologist, who was part of 

a collaborative team that saw 

an urgent need for a consensus 

guideline on the diagnosis 

and management of vaccine-

induced immune thrombosis and 

thrombocytopaenia (VITT). 

The recent admirable work of 

some of my emergency medicine 

colleagues, Drs Philip Ward and 

David McAroe in creating first 

aid videos for civilians in Ukraine 

was a clear example of where 

the future of patient safety lies 

– sharing lessons through social 

media in a way that has never been 

done before. I asked each of these 

individuals to answer three simple 

questions, looking for a common 

thread that might shed light on why 

their efforts were so successful.

Reflections on the past

Professor Joseph Ibrahim  
and the Clinical 
Communiqué

The Communiqués approach is 

highly innovative and remains 

unique in the world. Each issue 

of the Clinical Communiqué 

identifies key themes vital to 

improving patient safety, using 

case studies of preventable deaths 

that occur in acute hospitals and 

community settings, with senior 

expert commentaries to instruct 

clinicians on how to improve care. 

Results from a 2017 BMJ Open 

publication, found that one in two 

respondents (53%) attributed 

changing their practice to the 

Clinical Communiqué, and three in 

five respondents (62.4%) used the 

Clinical Communiqué for teaching.¹ 

The Clinical Communiqué now has 

over 10,000 subscribers, and an 

estimated 70,000 readers. 

In 2021, The Communiqués 

website had approximately 40,000 

hits, and over 15,000 podcast 

streams, an increase of 52% from 

the release of the first podcast in 

2020.

Where did the idea come 
from?

‘Lots of places. In the 1990s we had 

medical board report cases, the Joint 

Commission had a ‘Sentinel Alert’ 

about serious events, and Harvard 

had an insurance risk management 

newsletter. I spent Jan 2001 at a 

Harvard meeting with professors in 

the field of public health and saw how 

important it was to get information 

back to clinicians if something was 

reported. I also set up the Safety and 

Quality in Healthcare Unit at Monash 

University and was always hunting 

for cases I could use. I had a coroner’s 

case from the mid-1990s about 

an ICC going into a patient’s liver 

and was using that as teaching for 

undergraduates and clinicians. I was 

recruited by the then State Coroner 

to set up the Clinical Liaison Service 

with Dr Adam O’Brien at the Victorian 

Institute of Forensic Medicine. We 

wanted to make better use of coronial 

data so I travelled around Australia 

interviewing coroners, clinicians, and 

health departments about what we 

should do. We learnt that we needed 

something simple and quick that 

people would want to read.’

How did you make it 
happen?

‘Time and commitment from a 

team who saw that it was one way, 

possibly the only way, to demystify 

the coroner and improve reporting by 

giving something back to clinicians. 

We needed the support of many to 

help write and revise cases, so we 

had medical, nursing, pathology, and 

research staff all assisting to make 

sure we had it right. We knew we had 

to tell the story in much the same 

way as a long case presentation in 

medicine and focus on removing legal 

jargon. 

Adam had a publishing program at 

home so we would write it up and he 

would put it all together.’

What were your biggest 
challenges?

‘Making sure neither family nor 

clinicians would be harmed by what 

we put out. Simplifying complex ideas 

and making it engaging for readers. 

It was also a challenge to sustain the 

effort, which was ad hoc at times 

depending on our availability. People 

believed we were fully funded to do 

the work – the reality was most of 

the work was done in our free time 

because the team believed in it.’

Lessons from the 
COVID-19 pandemic

Associate Professor 
Vivien Chen and the  
VITT Guideline

VITT is triggered by an extreme 

immune system reaction and 

leads to low platelet counts and 

blood clotting in arteries and veins 

at unusual sites in the brain and 

abdomen. Mortality data from 

other countries where the Astra 

Zeneca (Vaxzevria) COVID-19 

(AZ) was being used prior to its 

introduction in Australia was high 

- between 25% and 50% of those 

with VITT died in those first few 

months of vaccination. In the six 

months from the first Australian 

VITT case in April 2021 to October 

2021, there were 148 cases of 

confirmed or probable VITT (out of 

11.6m AZ doses). 
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Just eight of those cases were 

fatal, representing a significantly 

lower fatality rate (5.4%) than seen 

overseas. Vivien organised and 

led the meetings to work on the 

VITT diagnosis and management 

guideline.² 

She was not asked by government; 

she took the initiative to bring 

clinicians, laboratory scientists and 

researchers together herself. She is 

the reason there was a treatment 

protocol in time for the first patient 

in Australia diagnosed with VITT.³

Where did the idea come 
from?

‘As thrombosis and haemostasis 

experts, many of us had been hearing 

from our international colleagues 

about this new syndrome of 

catastrophic clotting associated with 

the AZ vaccine with early suggestions 

around a potential mechanism. 

Flowing on from this was possible 

diagnostics and interventions that 

might be helpful to reduce poor 

outcomes. 

My research group had been working 

on immune thrombosis and had 

developed a test that I thought could 

be adapted to diagnose VITT. AZ was 

just rolling out in Australia, so we 

knew we needed to act fast to manage 

the potential cases.’

How did you make it 
happen?

‘I reached out around Australia 

and New Zealand to fellow experts 

in blood clots and bleeding, with 

representatives from each state 

and the ACT collaborating in online 

meetings. The aim was to get testing 

and clinical guidance available by the 

time the first patient presented. We 

decided that we would get our advice 

out quickly and continually update 

based on experience – thus we used 

rapidly determined clinical criteria for 

investigation, agreed to centralisation 

of testing, and provided online 

guidance with weekly updates on the 

THANZ (Thrombosis & Haemostasis 

society of Australia New Zealand) 

website as we knew that the advice 

would keep changing.4 We used a new 

testing form that could be accessed 

online to get the right diagnostic test 

samples to the right sites. We included 

clinical experts/research scientists/

diagnostic laboratory experts so 

that we had an integrated response. 

I initiated the work without being 

asked by the government, and after 

commencement I received support 

from both NSW Health and NSW 

Health Pathology. Our systems 

organically developed with the public 

health departments in each state. 

Importantly, we proposed steps to 

recognise a low-risk group that could 

be reassured and treated via a normal 

pathway. The education outreach 

for the frontline staff seeing these 

patients was crucial – we developed 

a multidisciplinary communication 

group that was able to finesse the 

communique and help disseminate 

guidance not just to haematologists, 

but to GPs, emergency physicians, 

intensivists, respiratory, stroke and 

gastroenterology specialists.’

What were your biggest 
challenges?

‘The need to balance the messaging 

around recognition of this rare but 

life-threatening condition with the 

overarching need for COVID-19 mass 

vaccination at a time when we had the 

delta outbreak and limited access to 

alternative vaccines. 

Designing not only a brand-new 

testing system, but real-time updated 

diagnostic and management guidance 

for our clinical colleagues – these 

patients could be presenting anywhere 

and access to diagnostic testing and 

management guidance needed to be 

available to all. This was all done in 

our own time – we were working after 

hours and on weekends. Everyone I 

reached out to answered the call - we 

all knew how important it was.’

Directions for the future

Drs Philip Ward,  
David McAroe, and 
Civilian First Aid

Civilian First Aid is an innovative 

series of first aid training videos 

created by emergency trauma 

specialists and produced in 

collaboration with UK medical 

charities to help civilians save 

lives in the war in Ukraine.5 The 

videos are available in Ukrainian, 

Russian and English, and 

demonstrate potentially lifesaving 

first aid techniques for gunshot 

wounds, tourniquet application, 

penetrating injuries, eye injuries, 

the unconscious person, and burns. 

The creators utilise social media 

to enable civilians in any conflict 

zones to view, share and download 

their simple tutorials:  

www.instagram.com/civilian.

firstaid;  

www.twitter.com/civ_firstaid;  

www.facebook.com/Civilian-First-

Aid-108644028487786.

Where did the idea come 
from?

‘Civilians are unfortunately in the 

firing line of conflicts, and most 

haven’t had first aid training - 

certainly not for war injuries. A friend 

and former colleague had been 

involved in the foundation of a charity 

called “StreetDoctors” in the UK which 

teaches first aid skills to young people 

affected by violence. 
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We felt that similarly simple and 

transferable techniques would have 

far reaching applications on today’s 

frontlines in Ukraine and would be 

best achieved using the immediacy 

and shareability of social media. 

We also recognised that emergency 

physicians are uniquely equipped with 

these practical first aid skills and have 

daily experience of translating medical 

information for patients.’

How did you make it 
happen?

‘The first steps involved identifying 

which clinical scenarios to focus on, 

somewhat guided by existing first aid 

literature. Next, we wrote the scripts 

which were then peer-reviewed by 

senior trauma specialists in the UK. 

We also had to outline the video 

content scene-by-scene. A film and 

content production company was 

sourced, who lent their expertise ‘pro 

bono’, and the videos were filmed on 

location at the London Air Ambulance 

helipad. We then sourced narration 

from prominent British and Ukrainian 

TV presenters, created the ‘brand’ and 

started sharing.’

What were your biggest 
challenges?

‘Working in areas outside of our 

comfort zone: getting the videos 

shared and creating social media 

traction; and utilising medical and 

non-medical networks to get the 

videos to where they’re needed. 

Sourcing the narrators took a long 

time - we were fortunate to have 

people on the team who weren’t 

scared of making a few phone calls! 

Everyone involved in this project gave 

their time free of charge.’

Sharing the successes

It was not until I finished collating 

the invited responses that it 

dawned on me that I had essentially 

been searching for insights on 

safety successes. 

In other words, although I had 

not articulated it in such a way 

at the time, I was trying to learn 

through Safety-II. In healthcare, 

learning from adverse events, such 

as through coroners’ findings, is 

an example of Safety-I. The notion 

of Safety-II is based on resilience 

engineering and aspires to 

overcome the paradox of learning 

from the absence of safety, by 

bringing into focus situations where 

safety is present, that is, where 

things go well.6 In Safety-II, success 

is a consequence of ostensibly 

hidden acts and collective efforts 

to adapt to dynamic conditions and 

uncertainty.7 This occurs where 

individuals, teams or systems 

are able to demonstrate four 

resilience abilities: To learn (from 

past experience); to monitor (the 

system’s performance and changes 

in its environment); to anticipate 

(potential developments); and to 

respond (to actual changes).8

I was fascinated by what these 

individuals had written. I had found 

the common threads I was looking 

for - the secret to their successes 

per se, and unsurprisingly, the 

list resembled the resilience 

abilities that Safety-II described. 

Joseph, Vivien, Phil and David, all 

anticipated a need in their system 

of work; looked at what had been 

done elsewhere; used what they 

had at their disposal; and set to 

work to create something new. 

Importantly, they collaborated with 

other individuals to utilise valuable 

expertise and experience. 

Perhaps the most striking 

commonality of all, however, was 

that they all committed to working 

after-hours and often without 

funding at the outset, because they 

believed so strongly in what they 

were doing to help save lives. 

Some of these individuals, like 

the experts in this edition, have 

defined and shifted mountains over 

a period of time. Others have come 

up against a new problem created 

novel approaches to address it. 

The new mountaineers. In patient 

safety, it is the systems that we 

need to look at and improve, but 

it will always be the resilience of 

people that show us the way. 

This edition of the Clinical 

Communiqué is dedicated to every 

single person who goes to work 

each day and strives to make a 

difference to a patient. We all know 

them; we all are them.
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Whilst the release of the Institute 

of Medicine’s report ‘To Err is 

Human’ in 1999 had a pivotal role is 

focusing attention on the massive 

amount of inadvertent harm 

being caused to patients receiving 

healthcare, it was a decade earlier, 

in 1991, when Paediatric Surgeon 

Lucien Leape and his colleagues 

published the ‘Harvard Medical 

Practice Study’ and detailed the 

extent of adverse events in several 

New York hospitals. Aptly titled, 

‘The incidence of adverse events and 

negligence in hospitalised patients’, 

this was the first large study that 

actively looked at the extent of 

medical error and the resultant 

harm in healthcare. In the US alone, 

nearly 100,000 patients were dying 

each year due to medical error.

We initially wondered whether the 

degree of harm in Australia was as 

significant. In 1989, anaesthetist 

Bill Runciman and his colleagues 

formed the Australian Patient 

Safety Foundation and in 1993 

they published, ‘Errors, incidents and 

accidents in anaesthetic practice’. 

The publication of the ‘Quality in 

Australian Health Care Study’ in 1995 

removed any doubts and confirmed 

that adverse events were occurring 

in hospitals in Australia too, and at 

alarming rates.  

Nearly 35 years later, how far have 

we come?

Patient Safety is now a major 

priority. We have a National 

Commission whose sole focus is the 

quality and safety of healthcare. 

Every hospital must undergo 

regular accreditation through them. 

Every hospital has a Board Quality 

Sub-Committee and a structure to 

support it with detailed quality key 

performance indicators (KPIs) and 

investigations into critical incidents 

and sentinel events. We have 

electronic medical records and 

e-prescribing and much more.

As a result, no one would debate 

that many types of errors, and the 

resultant harm, have been reduced. 

Hospital-acquired infections, 

adverse medication events, wrong 

site surgery to name a few.

But too much harm is still occurring.

Much of this is due to a healthcare 

system that is poorly structured, 

severely under-resourced and 

more recently smashed by not only 

COVID-19 but by the pandemic 

response. 

However, too much is also due to 

poor communication, insufficient 

clinical accountability, or both. 

Poor communication is the major 

contributing factor in many sentinel 

events – either between treating 

clinicians or between clinicians 

and patients and their families. 

In Paediatrics, parents being 

unable to attract attention to their 

deteriorating child continues to 

cause harm.

Come so far but still so far to go
Dr Annie Moulden OAM
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Learning lessons from harm that 

has occurred is pivotal, and a moral 

responsibility. Sharing those lessons 

is crucial. The Clinical Communiqué 

is the stand-out in presenting cases 

that have gone before the Coroners 

Court in Australian jurisdictions, 

providing sufficient detail as to what 

happened and expert commentary 

as to why. Of note however, these 

cases are in the public arena and 

as a result, confidentiality is not 

an issue. In many other instances, 

potential identification of the 

patient, or of the clinicians involved, 

precludes the story being told and 

the sharing of lessons learned. As 

a result, the same types of adverse 

events keep recurring.

Open disclosure of an adverse 

event to the impacted patient and 

their family is now considered a 

duty of care. In a sentinel event 

investigation, the patient and 

their family are now expected 

to be interviewed as part of the 

process. These are recent, and very 

important, shifts in health care. 

There are increasing numbers of 

patients or their families describing 

their experiences in the public 

arena, but we need to find ways 

to share their stories much more 

broadly. Hearing these stories is 

very powerful and drives change in 

clinician behaviour. 

Finally, patients and their families 

must consistently be considered 

a critical part of the clinical team. 

For the vulnerable families for 

whom this is an almost impossible 

reality, we have a responsibility 

to actively facilitate it, and ensure 

their voice is heard. Until we do 

so, harm will continue to occur. 

Annie is a General Development 

and Behavioural Paediatrician and 

a self-described Quality and Safety 

activist. Having commenced working 

as a consultant in 1994, Annie has 

over 25 years of clinical experience 

as a paediatrician. She was awarded 

an Order of Australia Medal (OAM) 

in 2011 for her contribution to 

Paediatrics and to Patient Safety. 

Annie is the Clinical Lead, Victorian 

Paediatric Clinical Network, and the 

Medical Lead, Quality & Safety at the 

Royal Children’s Hospital, Victoria 

Australia (RCH). Her previous roles 

included Director of Quality at RCH, 

and Clinical Director, Innovation and 

Quality at Monash Health.

About Dr Annie Moulden OAM
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Introduction

My recollections of discussing 

quality and safety issues in 

healthcare are divided into three 

phases of my career.  The early 

phase in my career as a medical 

student, intern, registrar trainee 

and junior consultant physician 

was in the 1980s-1990s. I would 

attend clinical review and audit 

meetings. These were purely 

confined to a medical or surgical 

craft group review of cases that 

were presented as disease-based 

issues. Quality of care issues 

were raised more commonly as 

criticism of perceived errors made 

by individuals. These were a bit 

terrifying. This approach did not 

encourage open disclosure of 

adverse events. 

Even if one wanted to report an 

adverse event, there were not any 

well-developed organisational 

systems for reporting and 

responding to these incidents.

In the middle phase of my career 

while pursuing a Master of 

Public Health, I was shocked to 

discover the extent of adverse 

events occurring in the delivery of 

healthcare. This was documented in 

the landmark report of the Institute 

of Medicine, ‘To Err is Human’ 

(released November 1999). I began 

a steep learning curve. This phase 

involved learning the importance 

of a broader perspective, defining 

quality and safety, the role of 

teams, and the need to build safer 

systems with good governance and 

robust data systems.

The latter phase of my career 

combined clinical practice and 

increasing involvement in health 

services research and evaluation. 

I focussed on approaches to 

improving quality and safety of 

healthcare and improving models 

of care for people with chronic 

conditions. This culminated in 

becoming involved in hospital 

governance.

There have been substantial gains 

over the past four decades, but 

significant challenges remain. I 

have chosen to address two areas: 

clinical governance systems; and 

use of data for quality and safety.

Ensuring we don’t fall short on 
safety - reflections of a health 
service researcher and clinician
Associate Professor  
Caroline Brand
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Clinical governance 
systems

Contemporary healthcare 

stakeholders (managers, clinical 

and non-clinical staff, patients, 

families and carers and the broader 

community) better understand 

the potential for incidents and 

errors within healthcare delivery. 

There is greater transparency in 

discussions of adverse outcomes by 

individual clinicians and hospitals 

associated with the open disclosure 

process. Clinical governance has 

improved in both the public and 

private hospital sector, although 

recent reports about deficiencies 

in residential aged care services 

indicate the need for specific focus 

on improvement in these settings. 

Quality and safety frameworks 

have been implemented in all 

Australian jurisdictions and these 

are evaluated for accreditation 

status against the National 

Standards. Whilst this has 

imposed a burden on healthcare 

organisations to provide adequate 

resources to ensure the Standards 

are implemented and reviewed, the 

organisations take great pride in 

ensuring they meet the Standards 

and that their activities do not 

simply represent a “tick-box” 

mentality.

At a clinical level, perhaps most 

pleasing has been the growth of 

“ground up” clinical governance 

activities, whereby clinical 

department teams are developing 

craft group specific quality and 

safety governance frameworks 

for reporting internally to hospital 

management. Such activities 

encourage clinical ownership and 

a pro-active approach to clinical 

as well as financial governance. 

However, this development 

remains patchy; functioning well in 

areas where teamwork and good 

data systems naturally evolve such 

as surgical/anaesthetic teams, 

intensive care and emergency 

medicine teams. The technical 

nature of these craft groups’ work 

encourages standardisation of 

processes and procedures. Within 

other craft groups there is less 

focus on technical intervention.

I have found that the maturity of 

clinical governance frameworks 

is more reliant upon the degree 

to which clinical leaders have 

been trained in the principles 

and practice of quality and 

safety as well as leadership and 

management.  For doctors, such 

training has not been routinely 

included in medical curricula. 

Interestingly, once doctors enter 

the workforce at a healthcare 

organisation, training is more 

readily available to non-medical 

staff who are likely to be full-time 

rather than sessional and for whom 

such training is valued for career 

advancement. I would like to see 

all members of clinical teams 

better trained in these areas in 

undergraduate and postgraduate 

programs.

Use of data for quality 
and safety

There have been great 

improvements in the use of data 

for improving patient safety and 

understanding patient experience. 

There has been a growth in 

numbers of clinical registries, which 

provide the highest quality data, 

and a broader range of quality 

and safety outcomes are being 

measured. 

Data from repositories such as the 

Australian Orthopaedic Association 

National Joint Replacement 

Registry (AOANJRR) influences 

surgical behaviours as robust 

outcome data about specific 

prostheses is made available.  Data 

from The Victorian Healthcare 

Associated Infection Surveillance 

System (VICNISS) provides 

robust system-wide outcomes 

data on healthcare associated 

infections as well as integrated 

information about processes such 

as appropriate use of antibiotics to 

inform quality improvement. At a 

system and individual level, there is 

a standardised peer review process 

for reviewing mortality associated 

with surgical care in Victorian 

hospitals through the Victorian 

Audit of Surgical Mortality (VASM). 

Similar surgical mortality audits 

are performed in other Australian 

jurisdictions.

Comparative clinical performance 

data is being published through the 

Australian Institute of Health and 

Welfare and at jurisdictional levels, 

for instance the Victorian Agency 

for Health Information (VAHI). 

There is also increased reporting of 

hospital outcomes to consumers. 

Public and private hospitals publish 

data about their own performance, 

however there is considerable 

heterogeneity in the type and 

number of indicators used by 

organisations as well as variability 

in ease of access to the information 

on their websites. This is an area for 

future improvement. 

Data issues remain a challenge. 

There is ongoing debate about 

appropriate metrics, their 

interpretation and publication, 

especially of comparative data. 

Hospitals, in the absence of 

purpose specific quality and 

safety clinical registries, continue 

to rely on routinely collected 

administrative data (collected 

primarily for the purpose of funding 

models).
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A broad range of health process 

and outcome indicators are collated 

and presented to governance 

committees in public and private 

healthcare organisations. These 

results are dutifully reviewed at 

regular intervals; however I have 

noted results may improve  

(i.e., lower complication rates) as 

data definitions and documentation 

in medical records are addressed 

and improved. This is not a ‘bad 

thing’ as data systems should 

continue to improve over time, 

but it highlights the basic flaw 

in the use of such data and the 

need for cautious interpretation 

of deviance in either direction. 

Further, deviance based on small 

numbers of events may be difficult 

to interpret and greater attention 

to the frequency of reporting of 

incidents and statistical methods 

for assessing significant change is 

needed.

More recently, I have seen greater 

engagement between hospital 

management and clinical teams to 

define craft group specific quality 

and safety indicators and to link 

data from craft group databases to 

administrative data systems. This 

will enhance clinical ownership and 

engagement in clinical governance, 

support clinical research and 

improve reporting to management 

about craft group/department 

performance. Where appropriate, 

such data sets should include 

clinical registry data.  

The future 

The greatest challenge to 

improving quality and safety in 

healthcare relates to addressing 

system factors, amongst others, 

workforce issues and the ageing 

population. 

We have seen the effect of 

COVID-19 on our health workforce 

which at times has been severely 

depleted in numbers. The ongoing 

impact associated with retirement 

of nurses from the system is yet to 

be fully understood.  

The reduced ability to open beds 

due to staffing shortages is likely to 

impact access to elective surgery. 

This creates complications due to 

delayed or deferred care. Other 

concerns are expressed about how 

changes necessitated to address 

the COVID-19 pandemic may have 

had inadvertent consequences 

such as increasing adverse events. 

Data pertaining to such events 

have not been fully investigated 

or published. Perhaps, watch this 

space.

At every governance meeting 

we continue to discuss falls and 

fall-related injuries. We train, 

we huddle, we risk assess. Falls 

continue to occur. Our patients 

are getting older and frailer 

and frequently have cognitive 

impairment. We can’t monitor 

every patient 24 hours per day. We 

identify risk but, in some wards, 

everyone is at risk.

Our current model of care is 

inadequate to address the safety 

and quality needs for the very frail 

elderly.  We need new models of 

thinking about solutions for such 

problems – possibly a conversation 

with experts from other sectors – 

maybe space scientists and bubble 

suits?

The health system issues associated 

with an ageing population are well 

recognised. More needs to be done 

to improve the systems of care to 

reduce lives lost, and the suffering 

of families and carers. 

 

Caroline is a health services 

researcher and Consultant 

Rheumatologist with inpatient and 

outpatient experience in public and 

private health care sectors. Caroline 

holds degrees in Medicine (Monash 

University) and Arts (University of 

Melbourne) and a Master of Public 

Health (Monash University). Caroline 

has a particular interest in designing, 

implementing, and evaluating new 

models of care for people with chronic 

conditions and improving the quality 

and safety of healthcare. Caroline was 

Director of the Clinical Epidemiology 

and Health Services Evaluation Unit 

(later known as Melbourne EpiCentre) 

between 2004 and 2010. Caroline 

was President of the Victorian Branch 

of the Australian Rheumatology 

Association between 2006-2007 and 

is a member of the Cabrini Patient 

Experience and Clinical Governance 

Committee.

The greatest challenge to improving quality and safety 
in healthcare relates to addressing system factors, 
amongst others, workforce issues and the ageing 

population.

About Associate Professor 
Caroline Brand
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The case studies shared in the 

Clinical Communiqué and its 

companions, the Residential 

Aged Care Communiqué and the 

Future Leaders Communiqué, are 

an excellent vehicle for in-depth 

analysis of the findings of one type 

of inquiry, coroners’ investigations 

– with commentary from clinical 

experts on the lessons to be learnt.

The issues are familiar to me as a 

former New Zealand Health and 

Disability Commissioner. Over the 

decade 2000-2010, I investigated 

hundreds of complaints from, 

or on behalf of patients harmed 

by substandard care in general 

practice, rest homes and hospitals. 

I undertook several major ‘own 

initiative’ inquiries into systemic 

problems that harmed multiple 

patients in public hospitals. 

Patient safety inquiries consistently 

identify the same recurring 

problems: healthcare below 

promulgated standards; lack of 

quality-monitoring processes; 

patients, family members and 

concerned staff being ignored and 

excluded; whistle-blowers being 

vilified; and persistent deficiencies 

in teamwork, systems and 

communication. Shortages of staff 

and demoralised, fatigued staff are 

often major contributory factors.

As Joanne Travaglia writes, ‘Our 

analysis of multiple inquiries teaches 

us lessons from history that need to 

be heeded… Those who do not learn 

the lessons are compelled to repeat 

them, at great cost to patients.’ For 

good reason, Ian Kennedy entitled 

his Report of the Public Inquiry 

into children’s heart surgery at the 

Bristol Royal Infirmary, Learning 

from Bristol.¹

Learning from inquiries and 
experience
Emeritus Professor  
Ron Paterson

If we are serious about patient 

safety, we need to continuously 

review incidents and feedback 

from patients and families. US 

surgeon and writer Atul Gawande 

says that ‘although we traditionally 

associate significant improvements 

in healthcare with the big break-

throughs in science – such as 

transplant surgery and gene therapies 

– much the  biggest gains are likely 

to come from the close attention to 

the detail of failure’. We also need 

to learn from external inquiries 

– case reports from complaints 

commissioners, coroners’ inquests 

and special purpose inquiries, 

such as the multiple inquiries that 

followed revelations in 2017 of 

serious care failures at Oakden 

Older Persons Mental Health 

Service in Adelaide, and the recent 

Royal Commission into Aged Care 

Quality and Safety.
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The lessons are especially 

important for frail, elderly, 

cognitively impaired residents 

in aged care facilities and for 

elderly patients in hospital with 

an acute problem compounded by 

multiple co-morbidities, functional 

impairment and communication 

difficulties. 

The damning 2018 inquiry report 

into the treatment of elderly 

patients at Gosport War Memorial 

Hospital in England found that 

the lives of over 450 patients 

were shortened when opioid 

medication was prescribed and 

administered without appropriate 

clinical justification.² Alarms 

raised by nurses and families went 

unheeded. In a grim review of the 

report, Kieran Walshe warned that 

‘lethal failures in care will happen 

again’ unless there are effective 

systems of clinical governance 

and a culture in medicine and the 

healthcare professions that enables 

staff, patients, and relatives to 

speak up when they have concerns, 

knowing they will be listened to 

sympathetically and will not face 

adverse consequences as a result. 

Equally, it is important to share 

the lessons from the majority of 

cases when patients and residents 

receive good clinical care, and 

to highlight what they and their 

families say makes for great care. 

The former emphasis is sometimes 

called the Safety II paradigm. Nicola 

Cunningham notes that such an 

approach can be applied to coronial 

investigations into healthcare-

related deaths, with coroners 

addressing both positive and 

negative factors in each case.³

During my time as New Zealand 

Commissioner, recognising that 

most patients receive very good 

care, we advertised for patients and 

families to write in with examples 

of great care. We got an excellent 

response and published a booklet, 

The Art of Great Care. 

There are similar examples from 

Australia, notably Sarah Russell’s 

Living Well in an Aged Care Home 

(2017). It educates and encourages 

staff to identify the particulars of 

excellent care.

Aspects of our response to 

the COVID-19 pandemic have 

highlighted the disconnect between 

safety and care.  

The Royal Commission’s special 

report on Aged Care and COVID-19 

(2020) highlighted the cruelty of 

isolating elderly residents from 

the comfort and support of family 

and friends.4  As I witnessed during 

my mother’s final year of life in a 

South Auckland private hospital 

and rest home, during prolonged 

lockdowns residents with dementia 

suffered visible decline in their 

physical and mental health because 

of an excessive, disproportionate 

emphasis on safety. Instead of the 

familiar faces of their loved ones, 

they saw only masked staff. Many 

residents lost their bearings and 

despaired for the future.

Aged residential care facilities are 

homes. The dignity of residents 

should be supported at all times – 

and their independence too, so far 

as possible. Safety from falls and 

other avoidable harms needs to 

be balanced with common sense 

and respect for autonomy – much 

easier when there is a trusting 

relationship with the resident and 

family. It is important to nourish 

the body and the soul, with good 

food, massage, art, dance and song. 

People benefit from activities and 

jobs to do. Residents need to be 

supported by staff who care. 

They may not remember what they 

are told, but they will remember 

how staff made them feel.

The inevitable inquiries into the 

lessons of providing care during 

the COVID-19 pandemic must 

weigh what matters most to elderly 

patients in hospital and aged care 

homes. Personal narratives also 

teach valuable lessons.  

People need care and compassion, 

not just “meds and cares”. 

Families need information and 

encouragement as they navigate 

unfamiliar territory. 

A resident’s spirit, loving family, 

caring staff and sensitive use 

of medication can bring a 

resident back from distress and 

disorientation. The quality of 

residents’ lives, as well as their 

clinical care, matters. We can be 

buoyed by hope and possibility in 

reflecting on experiences of great 

care.

The dignity of residents should be supported at all times  
– and their independence too, so far as possible.
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As pandemics throughout history 

have shown, humanity is vulnerable 

to threats to public health when it 

is weak or under-prepared, more so 

when it is naïve to the cunning. 

The SARS-CoV-2 virus is an 

emerging infectious disease (EID) 

of probable zoonotic origin, causing 

severe respiratory illness in rapid 

human-to-human transmission and 

with capacity for mutation.¹ This 

was the cunning threat humanity 

was unprepared for despite the 

early warning signals of the rise of 

EIDs globally over the past 20 years 

and for which as a global society 

we have shown a lack of capacity to 

prevent and control. 

The investment in quality 

improvement and patient safety 

since the 1999 report by the 

Institute of Medicine, To Err is 

Human has been significant. It 

broke the silence on medical errors 

and their consequence, correctly 

identifying that good people work 

in bad systems.² Since that time 

the advances in patient safety 

have focussed on building strong 

connections between education, 

quality improvement and clinical 

practice. But how well have we 

integrated health equity into 

patient safety? 

The COVID-19 pandemic has 

showcased the inequities that 

arise from a lack of connectedness 

between these metrics within a 

poorly designed process. Indeed, 

Dr Tedros Ghebreyesus, Director-

General World Health Organisation 

(WHO) correctly stated in an 

opinion piece in September 2021, 

that the COVID-19 pandemic is a 

lesson in humility for the world.³

Health systems were under-

prepared and there was a high 

degree of inequity in access to 

services, diagnostics, equipment, 

therapeutics and subsequently 

vaccines in resource rich and low to 

middle income countries across the 

globe. This may have come about 

from a disconnect between local, 

national, and international systems 

of governance, communication, 

and control. For example, under 

the International Health Regulations 

(2005) of which 196 countries and 

territories have signed, each has 

an obligation to detect, assess, 

report, and respond to public health 

threats in a structured process. 

However, while SARS-CoV-2 as it 

became defined, was detected by 

an existing surveillance system, 

global reaction and response was 

slow. 

Distinguished Laureate Professor 

Nicholas Talley 

and 

Ms Angela Magarry

What does the COVID-19 pandemic 
teach us about patient safety?
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The subsequent spread across 

borders occurred due to 

complacency, poor communication 

and global leadership.  Many 

unnecessary deaths have occurred 

from COVID-19 due to inequities 

in access to basic supplies such as 

oxygen and other tools because 

of fragile health systems. When 

combined with a lack of access to 

quality healthcare and protection 

of patient safety on a local, 

national, and global stage, under-

preparedness has had global 

economic and societal implications 

that will take many years to recover 

from. Humiliating indeed. 

In many ways, humanity deserves 

a form of coronial investigation 

into the pandemic to learn from 

the lessons and undertake a 

system reset which has the patient 

and those who provide the care 

at its core. What we should be 

looking for is a global treaty which 

commits UN Member States to 

share data, information, resources, 

knowledge, and tools swiftly. We 

are at the natural disaster level 

dealing with COVID-19 and must 

improve governance to strengthen 

global, regional and national health 

systems, build capacity and make 

them ready to respond rapidly 

when threats emerge.  

This pandemic can be considered 

a call to action as while it will 

eventually shift to endemicity, the 

concerted efforts by government 

to control the disease and the 

enormous level of investment in 

new vaccines must be reflected 

upon. Any period of calm must be 

seen as an opportunity to prepare, 

foster trust and accountability 

and practice responsiveness to 

address any future pathogens of 

pandemic potential. The cunning 

nature of the SARS-CoV-2 virus has 

forced global leaders to realise that 

we must work together in a One 

Health approach that addresses the 

interface between environmental, 

animal, and human health. 
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This morning I had a barking dog 

in court. Later a legal practitioner, 

apparently also waiting on hold 

for customer service, sang along 

to the muzak as he tapped his 

pen… mute off. There have been 

bathroom renovations, inevitable 

streaming glitches, and I once 

saw a cat peeping out from the 

covers of a young solicitor’s 

unmade bed – such are the 

joys of the modern courtroom. 

COVID-19 has forced courts to 

grapple with the technology and 

remote access like never before 

and overall, it has been a good 

thing. While sharing a room can 

have enormous therapeutic value 

during the hearing of evidence in 

an inquest, there is little doubt 

that much of the administrative 

work we do is more efficiently 

completed in a virtual courtroom, 

without practitioners wasting time 

travelling and waiting in court 

foyers. It is a very small system 

improvement that has come out 

of the difficulties, grief and death 

caused by this pandemic.

In February 2020, watching what 

was already occurring overseas, 

the New South Wales Coroner’s 

Court and NSW Department of 

Forensic Medicine prepared for 

the possibility that we could soon 

be overwhelmed by the number 

of deaths we were about to see, 

with vaccination still a distant 

dream. Temporary refrigeration 

facilities were quickly assembled to 

support existing mortuary facilities, 

processes were streamlined, and 

new protocols put in place. Then 

we waited, watching the daily press 

conference from the sidelines while 

health professionals of all sorts 

swung into action and commenced 

what for many continues to be 

the most difficult period of their 

professional career.

Fast forward a couple of years and 

I am pleased to say that while too 

many have died, we did not need 

the extra mortuary facilities. 

Most COVID-19 deaths in NSW 

are not reported to the coroner but 

are properly certified by medical 

practitioners in the usual way. No 

COVID-19 deaths have yet gone 

to inquest in NSW, although an 

inquest into deaths at Newmarch 

House Aged Care Facility is listed 

for later this year.  The Ruby 

Princess inquest remains to be 

listed. Nevertheless, as coroners, 

always interested in the death 

prevention function of our role, we 

have been keen to learn what we 

can from the sidelines, watching 

with great admiration the work 

of medical, nursing and other 

healthcare staff.

Deputy State Coroner  
Harriet Grahame

A coroner’s perspective on the 
pandemic
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For a coroner, to hear every day in 

the media that the proper political 

response to a health crisis is to 

“follow the best available health 

advice” is sweet indeed. While 

advice can be contested and 

evidence disputed, the emphasis 

on listening to the experts has 

been rewarded. It informed an 

approach that slowed the spread 

of COVID-19 in this country until 

we could commence and then 

increase vaccination. This approach 

undoubtedly saved many lives. It 

corresponds to how an inquest 

should be informed. Find the best 

experts you can and listen to them. 

Of course, the best experts told us 

much more than wear a mask and 

get vaccinated. We were told that 

health education and care is best 

delivered from within communities. 

It’s hardly a revelation. The need 

to fund and better resource 

indigenous health providers and 

ensure cultural competency in 

health messaging has, for example, 

been an ongoing issue for coroners 

for many years. Nevertheless, 

COVID-19 has brought back into 

focus what we already know, that 

disadvantaged communities will 

always be disproportionately 

affected and so require additional 

support.

As the months wore on, we 

watched as medical experts 

and health executives mostly 

managed to work cooperatively 

notwithstanding the real barriers 

created by our state and federal 

structures. 

I am sure the communication 

systems developed will continue to 

be useful. It was also refreshing to 

see that the need for access to free 

testing, increased income support 

for those in need, and attention to 

the risks caused by social isolation, 

were identified as health strategies 

and largely supported by the 

general population. 

There have been many more 

specific lessons along the way. 

Perhaps the most obvious and 

life-saving change has been the 

increased use of telehealth and 

remote prescribing and its capacity 

to help provide service to rural 

and regional NSW. An in-person 

attendance may be best practice, 

but a virtual doctor or specialist 

is certainly better than none at 

all. The pandemic finally created 

an urgency to develop greater 

medical use of available platforms 

for consulting patients at all levels 

of care. 

Despite what is sometimes 

now reported in the media - the 

pandemic is not over – we need to 

keep listening and implementing 

the best health advice.

On a practical note, it will be 

interesting to follow the rate of 

influenza transmission this year. 

One hopes that a population that 

has learnt to get vaccinated, wear a 

mask, wash their hands and sneeze 

into their elbow might well be 

rewarded by an ongoing reduction 

in flu deaths. Time will tell.

As coroners, we have not been 

at the forefront of the pandemic, 

but we have watched medical, 

nursing and allied care staff work 

tirelessly and we express our 

profound thanks. The stress on 

the health system – whether in a 

crowded emergency department 

or a locked down aged care unit 

has been extreme at times and is of 

course ongoing. One can only hope 

the public interest in these issues 

translates into ongoing action at 

all levels of our community. Sound 

health policy must be prioritised 

in any government’s agenda - that 

would certainly be a valuable and 

lasting lesson arising from these 

difficult years. 

 

 

Harriet has been NSW Deputy State 

Coroner since 2015, prior to that she 

worked as a Local Court magistrate, 

barrister, solicitor, and law lecturer. 

Her first legal role was as a solicitor 

at Redfern Legal Centre. As a coroner, 

Harriet has a particular interest in 

examining ways to reduce drug-

related deaths. She has conducted 

inquests into opiate deaths and deaths 

at NSW music festivals, both resulting 

in recommendations to government. 

More recently she has examined 

how harm reduction principles are 

applicable to Performance and Image 

Enhancing Drugs (PIEDS) arising from 

the death of a body builder. Harriet 

retains a keen interest in social justice.

 
Deputy State Coroner Harriet Grahame’s 
contribution was written prior to the recent 
ongoing outbreaks/waves of COVID-19.

Nevertheless, COVID-19 has brought back into 
focus what we already know, that disadvantaged 

communities will always be disproportionately affected 
and so require additional support.

About Deputy State Coroner 
Harriet Grahame
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With the public health emergency 

of COVID-19 easing, the 

opportunity for reflection on the 

lessons that need to be learned 

from the response by governments 

and institutions to the pandemic 

emerges. Forensic pathologists, 

epidemiologists and coroners 

all have a crucial role to play in 

identifying systemic flaws that 

resulted in avoidable losses of life 

from the pandemic during 2020 

and 2021. Learning such lessons is 

critical to improving preparedness 

for future strains of COVID and 

other zoonotic pandemic threats 

that are looming.

The need for accurate data on 

deaths caused, or contributed to, 

by the pandemic was highlighted by 

the use of diverse criteria in some 

countries and a failure to apply 

the WHO standards on the issue. 

Some countries, such as Tanzania 

and Turkmenistan, engaged in 

ongoing denialism about COVID-19 

and maintained the fiction that it 

either did not exist in their country 

or was not resulting in fatalities. 

Other countries, including some 

developed nations, have now 

been shown to have persistently 

generated reports of death 

that under-reported mortality. 

Ultimately, excess mortality 

statistics, comparing pre-pandemic 

with pandemic death rates, have 

provided a more accurate, albeit 

imprecise, insight into patterns 

and numbers of COVID-19-related 

deaths. Unfortunately, this is not 

good enough as real-time reliability 

of pandemic data is vital for 

enabling timely responses to trends 

in an evolving pandemic, including 

as variants and sub-variants 

emerge. 

However, decisions and poor 

performance by institutions 

and governments also have the 

potential to contribute to deaths 

during a pandemic, which could 

have been avoided by timely 

directions, better preparedness, 

and more suitable provision of care. 

In the United Kingdom, Baroness 

Hallett engaged in a consultative 

process until April 2022 to refine 

the terms of reference for her 

wide-ranging inquiry  which is 

currently under way. In Australia, 

governments have commissioned 

a plethora of independent, 

parliamentary and internal reports 

on different aspects of how 

responses to the pandemic have 

been handled.

Coroners and investigators of 

death, such as the Procurator Fiscal 

in Scotland, have also undertaken 

inquiries into cohorts of deaths 

as well as into individual deaths. 

Again, the approach has not been 

consistent across jurisdictions with 

a need for such inquiries to focus 

upon those deaths from which it 

is most likely that constructive 

lessons can be learned.

Professor Ian Freckelton AO QC

Death investigations and COVID-19
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In Australia, the highest profile 

inquest thus far has been into the 

deaths of 50 residents at St Basil’s 

Home for the Aged in Victoria. 

The inquest into these deaths is 

currently under way before the 

State Coroner, Judge Cain, and is 

focussing upon the sufficiency of 

measures deployed by the Home 

for protection of foreseeably at-

risk elderly residents during the 

pandemic. It builds on a November 

2020 independent report into 

the deaths, and affords an 

opportunity to identify failures to 

take necessary measures and learn 

lessons from both international and 

Australian experiences to protect 

residents and deploy available 

resources as the crisis unfolded.

In England and Canada, several 

high-profile inquests have been 

convened into COVID-19-related 

deaths where coroners found 

the criteria for an open inquest 

to be satisfied. The Bolton Senior 

Coroner held an inquest and made 

findings in March 2021 in relation 

to the death of a 51-year-old 

woman who had been treated for 

gastroenteritis but in fact passed 

away from vaccine-induced immune 

thrombotic thrombocytopenia. He 

highlighted the need for awareness 

amongst medical practitioners 

of rare responses to COVID-19 

vaccinations so that they can 

be responded to as quickly and 

effectively as is possible.

In another inquest in South 

Manchester, the Senior Coroner 

inquired into the circumstances of a 

man who died of COVID-19-related 

pneumonia, neck of femur fracture, 

hypertension, and atrial fibrillation. 

In December 2020, she found that 

the man had been admitted to 

hospital for surgery on a fractured 

hip but had carelessly been placed 

in a bay where he was exposed 

to a COVID-19 positive patient. 

Shortly afterwards he contracted 

COVID-19, deteriorated rapidly 

and passed away. The Senior 

Coroner’s findings analysed 

the errors in the hospital’s 

implementation of guidance from 

Public Health England about 

placement of patients who were 

COVID-19 positive.

In Canada, the Deputy Chief 

Coroner of Ontario undertook 

an investigation into the COVID-

19-related deaths of temporary 

foreign agricultural workers 

during 2020. In October 2021 he 

found an absence of pandemic 

preparations or guidelines for such 

workers who had been living in 

congregate conditions, working in 

close proximity to one another and 

some of whom were not officially 

documented. 

Amongst other things, 

he recommended better 

documentation of such workers 

to enable more effective 

contact tracing, the creation and 

management of public health 

isolation centres, especially during 

a pandemic, and the development 

of culturally appropriate education 

campaigns for matters such as 

vaccines to reach persons for whom 

English is not their first language. 

In the course of a Quebec Inquest, 

evidence was given by a former 

Health Minister that systemic 

ageism, outdated facilities and 

inadequate government directions 

contributed to the deaths of 53 

persons in aged care homes early 

in 2020. In May 2022 the coroner 

recommended that the province 

convert private facilities into 

state run facilities, improve care, 

implement better staff-resident 

ratios and ensure public health 

response reviews every three years.

This selection of inquests 

demonstrates the beginning of 

formal attempts by coroners 

to assist the community to 

learn lessons available from 

unsatisfactory provision of care 

to persons at foreseeable risk 

and groups of persons living in 

shared care accommodation who 

were especially vulnerable at 

different stages of the pandemic. 

The fact that the inquests, death 

investigations and formal inquiries, 

such as that of Dame Hallett, are 

taking place a significant period 

of time after key phases of the 

pandemic does not detract from 

their importance. The passage of 

time and the knowledge acquired in 

the period between the deaths and 

the completion of investigations 

provide an opportunity for rigorous 

identification of shortfalls and 

reflective evaluation on what 

measures should be implemented 

before the arrival of the next 

zoonotically-generated pandemic.

The fact that the inquests, death investigations and 
formal inquiries, such as that of Dame Hallett, are taking 
place a significant period of time after key phases of the 

pandemic does not detract from their importance. 
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Over the past 20 years there has 

been a growing recognition and 

evidence that healthcare can both 

help, and at times, inadvertently 

harm patients. Much more is 

now known about the scale and 

impact of avoidable errors in 

healthcare. We know that safer 

patient care requires competent, 

qualified and safety conscious 

health practitioners at the sharp 

end of health care delivery. It also 

requires well-designed processes 

and systems of care which put the 

patient at the centre and supports 

the health and well-being of all 

members of the team.

How should the regulation of health 

practitioners contribute to patient 

safety? 

Australia has a national, multi 

profession regulatory scheme for 

over 800,000 registered health 

practitioners across 16 professions. 

The Australian Health Practitioner 

Regulation Agency (Ahpra) works 

in partnership with 15 National 

Boards to implement the National 

Registration and Accreditation 

Scheme. The contribution of the 

National Scheme to patient safety 

has strengthened over the past 

decade in three main areas.

Firstly, by placing public and patient 

safety at the heart of professional 

regulation. While the confidence 

of the professions in the work of 

regulation is important, public 

protection and safeguarding 

the public interest is our central 

concern. There are a number of 

ways in which regulation works 

to ensure patient safety including 

setting standards to ensure 

only qualified and competent 

practitioners are registered to 

practice; systems of accreditation 

of programs of study to ensure 

qualifications meet appropriate 

standards; and having effective 

ways of responding to concerns 

about practitioners whose conduct, 

performance or health may be 

placing the public at risk of harm. 

Secondly, a patient safety lens 

is applied to everything we do. 

Indeed, the former Council 

of Australian Governments 

Health Council issued two policy 

directions to Ahpra in late 2019 

which explicitly prioritise public 

protection. These directions 

require consultation with patient 

safety bodies and healthcare 

consumer bodies on every new 

and revised registration standard, 

code and guideline. These have 

strengthened patient safety as a 

key regulatory focus. 

Mr Martin Fletcher  

and  

Mr Paul Shinkfield

Patient safety and the role of regulators 
– current and future challenges
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Thirdly, we have worked to ensure 

a strong patient and community 

voice in our work. Patient safety 

improvements globally have rightly 

emphasised the importance of 

partnership with patients and their 

carers. In the National Scheme, 

there are community members on 

all National Health Practitioner 

Boards to ensure a community 

voice in regulatory decisions; a 

Community Advisory Council 

provides advice to inform strategic 

and policy development; there is 

learning from routine consumer 

experience surveys; and there is 

consultation with communities in 

the review and development of 

regulatory standards, codes and 

guidelines. Partnership also means 

we are taking purposeful steps to 

engage with communities who may 

face particular issues with safe 

healthcare delivery. This includes 

children, older persons, those 

living with a disability, survivors 

of family violence, and LGBTQIA+ 

communities.  

A focus on patient and public safety 

also needs to consider the potential 

impacts of regulation on the health 

and well-being of practitioners and, 

consequentially, on the patients for 

whom they care. The majority of 

health practitioners are competent, 

professional, honest and committed 

to high standards of patient care. 

Regulators undoubtedly need to 

take swift and decisive action to 

address practitioners who pose a 

significant risk of harm to patients. 

However, many registered 

practitioners may never receive 

a notification (complaint) about 

their practice. Others may only 

receive one or two in their careers 

and actively take steps to learn and 

improve their practice. 

Ahpra is adopting a more nuanced 

approach to risk-assessment to 

differentiate between complaints 

about practitioners. This involves a 

move away from a “one-size-fits-all” 

approach to managing concerns 

about practitioners, to determine 

the most appropriate regulatory 

response needed. In many cases, 

this may include cases of a one-

off or “honest error” that can be 

addressed without any need for 

regulatory action.

What does the future hold?  Three 

areas of focus are highlighted.

Firstly, we need to encompass 

cultural safety as a core part of 

patient safety for Aboriginal and 

Torres Straits Islander peoples, as 

defined by First Nations peoples. 

Culturally safe and accessible 

healthcare is integral to building 

a healthy life and closing the gap 

for Aboriginal and Torres Strait 

Islander Peoples health outcomes. 

Patient safety is a major feature 

of our Aboriginal and Torres Strait 

Islander Health Strategy and 

Reconciliation Action Plan.

Secondly, we need to ensure that 

registered health practitioners 

play their part fully in systems 

of clinical governance within all 

healthcare settings. At its core, 

clinical governance requires 

health practitioners to implement 

systemic ways to assure and 

improve clinical quality. Health 

practitioners in clinical governance 

roles are a key part of building and 

leading robust systems of clinical 

governance.

Thirdly, we need to work closely 

with others within the larger 

patient safety ecosystem 

– employers, professional 

associations, civil society, and 

other regulators - to ensure a more 

holistic view of risk. We all have a 

role to play in keeping patients safe.

With a strong focus on the above 

areas, and with public safety at its 

heart, the National Registration and 

Accreditation Scheme is well placed 

as a key contributor to patient 

safety in Australia. 

Culturally safe and accessible healthcare is integral 
to building a healthy life and closing the gap for 

Aboriginal and Torres Strait Islander Peoples health 
outcomes. 
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and medico-legal and ethical issues.

Page 28 

THE COMMUNIQUÉS

CONNECTING WITH CLINICIANS



2016/3336 QLD 
Taken from Clinical Communiqué March 2021; Volume 8: Issue 1

Clinical Communiqué  -   Issue NO: 02 / June 2022

Page 29 CONNECTING WITH CLINICIANS

https://www.thecommuniques.com/post/clinical-communiqu%C3%A9-volume-8-issue-1-march-2021
https://www.thecommuniques.com/post/clinical-communiqu%C3%A9-volume-8-issue-1-march-2021
https://www.thecommuniques.com/post/clinical-communiqu%C3%A9-volume-8-issue-1-march-2021


The 20-year anniversary edition 

of the Clinical Communiqué is 

an opportunity to reflect on our 

progress towards improving the 

quality of healthcare and achieving 

patient safety. For me, it is an 

opportunity to ponder through a 

lens focusing on medication safety.

I had a casual read through every 

issue to identify cases with a 

medication-related component and 

I asked myself a simple question. 

Could this case happen today in 

the health service I work? Have we 

learnt from these lessons? Have 

we made improvements to prevent 

harm relating to medications?

The cases presented over the 

twenty-year journey include 

deaths due to administration 

of medications despite 

known previous anaphylaxis, 

administration by wrong route, 

infusion device errors and wrong 

drugs given due to look-alike 

drug names. Cases of medication-

related deaths due to failures in 

transitions of care, peri-operative 

complications, the use, and failure 

to use anticoagulants as well as the 

inappropriate prescribing of opioids 

are a sobering read. Many of these 

should have been prevented. Could 

these cases happen today? Could 

this happen to those close to us?

Twenty years is a long time and 

there have been major advances 

in therapeutics and technology, 

but have there been contiguous 

advances in innovation in patient 

safety? Improving patient safety 

includes: building awareness, 

encouraging reflection, 

strengthening systems, and 

maintaining well-being (The Polygon 

of Patient Safety).  

Have we seen and led innovation 

in patient safety with the same 

degree of urgency and impact 

to that of changing therapeutics 

and the adoption of technology? 

We need to ask whether we have 

incorporated safe practices in the 

prescribing and administration 

of new medications and in the 

implementation of digital systems 

including electronic medical 

records and the decision support 

knowledge base that supports 

these systems.

It has been nearly 30 years since 

the Quality in Australia Health 

Care Study was published, which 

highlighted the unacceptable rate 

of hospital admissions that were 

associated with an iatrogenic 

patient injury. 

Professor Michael Dooley

Twenty-year anniversaries: The Clinical 
Communiqué and Australia’s National 
Strategy Quality Use of Medicine
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In 1999, Australia’s National 

Medicines Policy was launched as a 

framework based on partnerships 

between health educators, health 

practitioners, the medicines 

industry, healthcare consumers, 

and the media working together. 

One of the four central objectives 

was the quality use of medicines 

(QuM). 

It is now the 20-year anniversary of 

the implementation of Australia’s 

National Strategy for Quality Use 

of Medicines, that sets out the 

principles necessary to achieve 

QuM. These principles include 

the central role of consumers, the 

essential nature of partnerships, 

the need for activities to be 

consultative, collaborative and 

multidisciplinary, and for system-

based approaches to support 

and encourage QuM. I also had a 

casual read of that document and 

pondered the questions again. 

Have we made improvements 

over the last 20 years to prevent 

harm relating to medications? 

The National Medicines Policy is 

currently under review, after more 

than 20 years, and hopefully will 

provide renewed momentum in 

improving the care we provide. 

In 2017, the World Health 

Organisation released the third 

Global Patient Safety Challenge, 

Medication Without Harm with the 

aim of reducing severe avoidable 

medication-related harm by 50% 

globally over the following five 

years.

 In 2020 the Australian Commission 

on Safety and Quality in Health 

Care published Australia’s response 

with a focus on three flagship areas. 

These are polypharmacy, 

transitions of care, and reducing 

harm from high-risk medications 

including insulin, opioid analgesics, 

antipsychotics and anticoagulants.

We have seen significant focus 

on improving the quality of care 

associated with antimicrobial and 

anticoagulants with the adoptions 

of the clinical care standards for 

antimicrobial stewardship and 

also venous thromboembolism 

prevention. The Opioid Analgesic 

Stewardship in Acute Pain Clinical 

Care Standard released this year, 

will hopefully provide further 

momentum to reduce the risks and 

harm to patients.

QuM and medicines safety was 

announced in 2019 as Australia’s 

10th National Health Priority. 

There is much to be positive about. 

However, if looking through the 

lens from the perspective of those 

receiving care, are these steps big 

enough? The Australian Charter of 

Healthcare Rights describes what 

patients can expect when receiving 

healthcare. This includes the 

patient’s right to receive safe and 

high-quality care. When we reflect 

on the achievements over the last 

20 years, is that what we actually 

see in practice? 

The challenge for health 

practitioners and all those who 

support our practice across every 

level of the healthcare sector is 

to prioritise patient safety and to 

continue to learn from our failings. 

The Clinical Communiqué will 

continue to be an invaluable 

opportunity to reflect on our 

progress towards improving the 

quality of healthcare and achieving 

patient safety.

About Professor  
Michael Dooley

Michael holds a joint appointment 

as Director of Pharmacy at Alfred 

Health and Professor of Clinical 

Pharmacy, Centre for Medicine Use 

and Safety, Faculty of Pharmacy and 

Pharmaceutical Sciences, Monash 

University. He is an Adjunct Professor 

at the Department of Epidemiology 

and Preventive Medicine, School 

of Public Health and Preventive 

Medicine, Monash University. 

He has contributed to a range of 

International, Commonwealth and 

State forums focusing on issues 

including hospital and pharmaceutical 

services, policy and medication 

management improvements. He 

co-founded the Centre for Medicine 

Use and Safety (CMUS) of Monash 

University which has a hub at the 

Alfred Hospital. The CMUS integrates 

academic and applied research to 

address medicine use and safety issues 

in the home, community, hospitals, 
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The challenge for health practitioners and all those 
who support our practice across every level of the 

healthcare sector is to prioritise patient safety and to 
continue to learn from our failings. 
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I was delighted to receive an 

approval from the editors to set my 

thoughts down in the bulleted style 

below.  I’m hoping to share some of 

the most important and interesting 

things I’ve learned from studying 

medical errors and patient safety 

over the last two decades.  

1. There is a natural, inevitable 

tension between efficiency 

and safety. As long as clinicians 

are required to meet an 

organisation’s productivity 

targets, they will be strongly 

inclined to do workarounds, 

take shortcuts, and deviate from 

practice standards.  They do not 

do these things because they 

are bad people. They do them 

because they are pressured to 

meet corporate or institutional 

expectations, which are often 

aggressively profit-driven.  

But a heightened, unrelenting 

emphasis on efficiency easily 

leads to ripe opportunities for 

disasters.     

2. James Reason’s ‘Swiss Cheese 

Model’ of disaster is perhaps 

the #1 game changer in patient 

safety science.  To understand 

harm-causing error as the result 

of a system failure rather than 

a single person’s mistake is very 

counterintuitive.    

3. Medical error is medical 

negligence.  Clinicians resist 

that equation and sometimes 

lawyers do as well, claiming that 

negligence requires harming 

someone and not just making 

a mistake.  But many law 

dictionaries define negligence 

simply as an unwarranted or 

unjustified failure to comply 

with the standard of care.  And 

that’s what medical error is: 

when a clinician inexcusably 

doesn’t follow the standard of 

care.

4. And what is the standard of 

care?  Nothing mysterious.  

Simply what an “ordinary, 

reasonable, prudent clinician 

would do in like or similar 

circumstances.”  Not what 

God would do, but what the 

ordinary, reasonable clinician 

would do.  

5. Occasionally I hear clinicians 

say “There is no standard of 

care.  Everybody does things 

their own way.”  Nonsense.  The 

standard of care is what we 

teach in medical and nursing 

and therapy schools.  And while 

there may be multiple standards 

of care for a given diagnosis, no 

one would say that a wrong site 

surgery, a wrong medication, or 

a failure to check an armband 

leading to a patient mix-up and 

a disaster are congruent with 

the standard of care.

Professor John Banja

Some random observations from a 
systems thinker on patient safety
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6. Erik Hollnagel’s ideas on 

patient safety are marvelously 

intriguing.  Hollnagel wonders 

why it is that things usually go 

well in healthcare and clinicians 

usually keep patients safe.  So 

rather than concentrate on 

errors, Hollnagel thinks we 

should more explore why it 

is that we get things right so 

often.  And that is amazing 

because health professionals, 

nurses especially, are constantly 

tweaking the system and their 

workflow. Do they largely 

remain within the standard of 

care?  Probably.  In any event, 

things usually turn out well.  

How does that happen?  What 

special skills do these people 

have?        

7. In line with Hollnagel’s thinking, 

I’ve been intrigued ever since I 

read Patricia Benner’s research 

on the development of nursing 

expertise on how professionals 

develop a “knack” for things.  

Over time, they train their 

unconscious.  They come to 

know where to look.  They know 

when things don’t feel right, 

even though they can’t exactly 

articulate what’s wrong.  They 

are extremely efficient—no 

wasted movements.  They hone 

in on the source of the problem 

almost without thinking, and 

they know exactly what to 

do to remediate it or what 

intervention has the best 

probability of a successful 

outcome.  Benner found it takes 

years to develop this. And some 

people never get it.

8. Can you teach a person that?  

Partly.  You can expose them 

to problematic situations.  You 

can show them what should 

be done.  But somehow their 

motor-cognitive system has 

to absorb those lessons and 

then be able to generalise from 

the specific instances they’ve 

encountered to whatever novel 

comes along.  

9. Me to a very experienced 

plumber: “George, when do 

you know a job is going to be 

difficult?”  George: “Before I 

start.”

10. In his book ‘The Human 

Contribution’, James 

Reason makes my favourite 

observations about patient 

safety: “The only attainable 

safety goal…is not zero 

accidents, but to strive to 

reach the zone of maximum 

practicable resistance and then 

remain there for as long as 

possible.” (p. 285) and “Safety 

is a guerilla war that you will 

probably lose…but you can still 

do the best you can.” (p. 288)  

11. What do these quotations 

imply?  Comparing patient 

safety to a guerilla war says 

to me that you never know 

where the enemy is coming 

from or how many of them 

there are.  And that’s one of the 

lessons of the Swiss Cheese 

Model:  When disasters occur, 

the clinician is dealing with 

often unrecognised system 

flaws and suboptimalities that 

somehow glom together and 

enable the disaster. The goal, 

therefore, is to make it more 

difficult to commit an error and 

to eliminate as many hazard 

opportunities as you can.   

 

That’s what Reason means 

when he talks about the “zone 

of maximum practicable 

resistance.”  You’ve removed 

all the variables that you 

reasonably can that dispose a 

system towards hazard or peril.   

And that’s where you want to 

stay “for as long as possible.”

12. Years from now when we 

look back on the COVID-19 

nightmare that we’ve 

experienced, we will marvel 

at all the clinicians who 

every day went into the 

breach and grappled with a 

very formidable adversary.  

Their sacrifice, dedication, 

knowledge, and courage have 

been overwhelming.  Surely, 

this has been one of their finest 

hours since Hippocrates began 

imagining the beginnings of 

modern medicine.
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Disclaimer

All cases discussed in the 

Clinical Communiqué are public 

documents. We have made every 

attempt to ensure that individuals 

and organisations are de-identified. 

The views expressed are those of 

the authors and do not necessarily 

represent those of the Coroners’ 

Courts,  The Communiques 

Australia Inc, Monash University or 

the Victorian Managed Insurance 

Authority.

Reproduction and Copyright

This document may be reproduced 

in its entirety for the purposes of 

research, teaching and education 

and may not be sold or used for 

profit in any way. You may create a 

web link to its electronic version. 

Permission must be obtained 

for any modification or intended 

alternative uses of this document. 

If referring to this publication, the 

following citation should be used:

Clinical Communiqué [electronic 

resource]: The Communiqués. 

Available at:  

www.thecommuniques.com
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