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INTRODUCTION 
 

Since the inception of the concept of Clinical Governance in the 1990’s, in the UK, healthcare 
workers are expected to have an in depth theoretical knowledge of its concepts, as well as apply 
the concepts in their daily practice. The concept of clinical governance arose following a series of 
high profile cases in the NHS.  
In recent years healthcare workers undertaking job interviews should do well in the questions 
related to clinical governance if they are to give themselves a better chance to be considered for 
the job. Many countries in the world have adopted the original framework of the clinical 
governance document and modified it to suite their own healthcare systems. 
 Many recent studies have concluded that health systems that base their activities on a clinical 
governance model have high quality standards of health care and have better risk management 
than those who don’t. This concept of healthcare improvement is highly dependent on its 
foundations like good and effective leadership and teamwork. 
Several healthcare practitioners are not aware of this concept and may confuse it with other 
programs of the health system. This subject has become an important topic in the education 
circles and many university health departments have emphasized on its importance as part of 
nonclinical skill set for their students. Students including the anaesthetic department’s registrars 
should be aware of the content of clinical governance for their exams as well as for their careers 
as future consultants and leaders within our healthcare system. 
In this booklet the author will take you through a stepwise fashion to the helm of what clinical 
governance is, in the hope that you will be able to question what role you may be able to play in 
clinical governance, as well as think about how you can practically implement the principles of 
clinical governance in your own clinical practice. 
 
 
CONCEPT 
 
Clinical governance is defined as a system through which health service organizations are 
responsible and accountable for 2 
 

1.  Maintaining and promoting high standards of care 
2. Transparent Responsibility and Accountability 
3. Continuously improving their service quality 

 
 
“Clinical governance is a strategic framework for the development of high-quality healthcare, a 
framework through which organizations are accountable for continuously improving the quality of 
their services and safeguarding high standards of care by creating an environment in which 
excellence in clinical care will flourish”.2 
 
Different organizations may sometimes deviate from the original definition to accommodate their 
goals and objectives; however, health organizations need not to unnecessarily deviate from the 
established standards of care and avoid the possibility of going astray. Clinical governance 
provides a system to guide and support this. 
Ultimately, implementation of clinical governance should be the quest of each individual member 
of the health care team realizing their role in providing high quality of care by putting the patient’s 
experience at the heart of the health care service. It is not only about identifying the flaws and 
shortcomings within the system, but also rewarding good practice and reinforcing what is working 
well. 
Clinical governance is about changing organizational culture- away from a culture of blame to a 
culture of learning. 
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A BRIEF HISTORY 
 
Clinical governance was introduced as a concept soon after the Labour government came into 
office in the late 1990s, this was prompted by the scandals and failures within the NHS. Key 
negative indices such as Bristol Royal Infirmary, where there was a higher incidence of  babies 
dying after cardiac surgery, serial killer GP Dr Harold Shipman and failures in cervical smear 
testing services in Kent and Canterbury and failure of breast-screening services in Exeter. These 
cases highlighted to the public as well as the health professionals that clinical care was not always 
of the highest possible standard and that patients were being placed in danger.3 
Following the Bristol scandal, members of the public collectively demanded a commission of 
inquiry from the government and the NHS. This led to the dawn of the clinical governance as we 
know it today. 
 
Though clinical governance concept was in its infancy in the UK NHS, the concept of "hospital 
governance” had already been in use for a considerable amount of time in the United States. 
This notion of governance was used as a benchmark and a spring board to push forward the 
agenda and the understanding of clinical governance framework in the UK. This may have 
preceded clinical governance by at least a decade and offered some valuable insights for those 
trying to make sense of the more recent UK initiative.4  
 
In the great scheme of things, governance is the process of leading and directing the work and 
effective performance of an organisation, a group of organisations or of a community that involves 
shared effort or partnership among directors, executives and other relevant leaders. Governance, 
in its narrowest sense, is commonly considered a synonym for the work done by boards of 
directors. 4  
  
The responsibility of quality improvement by the hospitals was solely dependent on the individual 
hospital board, although this was used as the benchmark for the new UK system, it was not 
comparable like for like. Boards had the following five critical areas for effective governance:4   
          1. A common working definition of governance 
          2. A clearly defined mission with specific goals and objectives  
          3. A well-planned decision-making process  
          4. A board structure tailored to the priorities at hand  
          5. An information, reporting and communication system that focuses priorities.  
 
 WHAT CLINICAL GOVERNANCE IS 
 
A defining feature of clinical governance is the notion of ‘reciprocal accountability ‘.5 A structure 
of different levels of management that are accountable to carry out a clear mandate of specific 
responsibilities aimed at continuously improving the quality of health services.6 Organizational 
accountability is the goal of clinical governance. Every individual in the system is responsible to 
do their bit, which contributes to the output of the entire organization. These levels of leadership 
are known as “lines of accountability.6 The highest-level of this hierarchy is responsible for 
handing down guidelines and protocols as a benchmark of activities at the lower levels of the 
organisation. 
It ensures that roles are recognised and that there are clear lines of responsibility and 
accountability for clinical services rendered. It outlines a comprehensive programme of quality 
improvement activities, clear policies for managing risks, and procedures to identify and manage 
poor performance among professionals. 
 

Although quality is to become 'everybody's business' in the 'new' NHS, clinical governance brings 
a greater emphasis on the corporate responsibility for quality.4 Within the clinical governance 
framework, the chief executive is explicitly identified as the officer accountable for quality on 
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behalf of the board of all NHS Trusts.4 In future, quality, which includes clinical quality, should be 
awarded a status on the corporate agenda that is equal to finance.4 In the past, it has not always 
been clear exactly who was responsible for this aspect of the service and problems with clinical 
quality issues have often been regarded as the province of the individual clinician.4  

WHAT CLINICAL GOVERNANCE IS NOT 
 
Although clinical governance is a term borrowed from corporate governance, the latter focusses 
on programmes that seek to maximise profits and financial gains for the organisation.   
In clinical governance, focus of quality improvement and accountability is aimed at patient 
satisfaction not financial gains. It is focused on improving health services at a reasonable cost. 
This system was not developed to police or to put blame to those who may have erred but to help 
them improve and to make sure the same errors do not repeat, in a nut shell it advocates for a 
learning culture. 
 
WHY CLINICAL GOVERNANCE 
 
Clinical governance protocols have been put in place to tackle the wide differences in quality of 
care, and ensure equality in the standard of healthcare delivered.  
Clinical governance aims to shift the performance of all health organisations closer to the best 
standards of care possible. It hopes to reduce unjustifiable variations in quality-of-care provided, 
in terms of outcomes, access and appropriateness.  
It seeks to create a culture where healthcare professionals are motivated to routinely think: Am I 
doing it right? How can I do it better?7 
 
CLINICAL GOVERNANCE MODELS 
 
These key features of clinical governance as shown illustrated by different models, highlighting 
the different levels of the structures. Quality and accountability are the apex of any clinical 
governance model.8 Two examples will be shown in this review, the “temple” and the “conceptual” 
models of clinical governance. These 2 models clearly demonstrate that, not one component can 
work alone effectively without the other components, they all need to work together in harmony 
to deliver the necessary outcomes. 
 
THE TEMPLE MODEL3  
 
It was among the first models and attempts to give a visual understanding of the interrelation 
between the different components of the clinical governance structure. Other models have been 
developed by various authors to improve the comprehension of these components and to add 
other important components missed by the temple model.  
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THE CONCEPTUAL MODEL 9 

The apex of the model represents its dual purpose: accountability and the delivery of high quality 
health care.9 The literature describes clinical governance from both the structural (macro-level) 
perspective and the operational (micro, organisational or practice-level) perspective. The 
structural elements describe the context or operating environment, and are represented in blue 
as the canopy of the parachute.9 These include: workforce policy, financing mechanisms, 
regulation, cultural expectations (of health care professionals, and of the use of evidence in health 
care), and the medico-legal environment. The abstracted ideals of clinical governance are 
represented as an intermediary between the structural and operational elements – or strategies - 
for clinical governance.9 This range of operational strategies for delivering clinical governance is 
represented as strands of the parachute holding the cone. 9 
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Both quality and accountability are the most important outcomes of Clinical governance and they both 
operate in slightly different ways.9 Quality is driven and constructed through the various strategies 
prioritised in the model. Accountability on the other hand, is both an emergent, property (signifying the 
transparency and openness of the service), and a prior order determinant of the type and focus of clinical 
governance which is undertaken within the service.9 
In the first sense, accountability signals what account is made, and the second sense signals to whom an 
account should be made.9 

 
CLASSIFICATION OF CLINICAL GOVERNANCE MODELS 

 
Clinical governance models are classified according to their accountability focus.9 There are three 
notions of accountability focus, in which the models are accountable for quality to the profession, 
to management or to the community served by the practice.9  
 
Professional accountability 
In this type of accountability, the workers in the service see themselves as accountable for 
providing a good service, according to the norms and values of the profession.9  
 
Managerial accountability 
In this type of accountability, the orientation is towards the organisation.9 Typically, accountability 
is defined through measurement, and some effort is expended in ensuring that there is a 
framework against which the quality of the service can be measured and compared with other 
services.9 
 
Community accountability 
Here the service is held to be accountable to the community it serves for its health care. There 
are two subtypes of community accountability: transparency to community, and direction by 
community. The former means that the community being served was involved in the decision-
making process that underpinned resource allocation or priority setting.10 In the latter, the 
community is directly engaged in the direction setting of the service. Teamwork and a patient 



Page 8 of 22 

focus are key operational ideals of community accountability.9 In both community accountability 
models there are strong notions of share purpose which boost in the development of teamwork.11  
 
FEATURES OF CLINICAL GOVERNANCE 

Systems awareness 

This domain encompasses a set of interdependent elements, human or non-human, interacting 
to archive a common goal. 
Systems awareness looks at the whole process of the healthcare system, the components of 
healthcare delivery and the relationships between them. 
It focusses on looking outside of your own sphere of influence, team or department.3 
Systems awareness ideally leads to the re-evaluation of processes in order to reduce risks, it 
emphasises the leading role of doctors and nurses in the establishment of high-quality 
healthcare.12 

Teamwork 

“The potential of clinical governance will never be archivable without teamwork. Cooperation 
between the different organizations, the Health care service and the public it services is 
fundamental to building better structures and safer higher quality care”.3 
No one individual works in isolation. Everyone is part of a team, whether small or large. 
Where teamwork fails, the quality of care delivered will also dimmish.3 Successful teamwork is 
essential to archiving quality healthcare and every team member ought to embrace and 
understand this. If teamwork is performed successfully, teams can reap benefits for themselves, 
patients and patients’ families. However, if done badly, the organization will struggle to meet its 
objectives, staff morale and satisfaction will be lowered and patients will have an unsatisfactory 
and negative experience of care.3 
 
Communication 
Effective communication is an integral ingredient for the success or failure of clinical governance. 
Effective communication has to exist between colleagues and across professional groups. It also 
needs to be communication of the organization to staff and stakeholders to facilitate flow of 
information from the decision makers to all interested and involved parties.3 
Two way information between staff and patients is vital, whether formal or informal. It has to be 
delivered in a correct way at a right time and within the right environment and setting. Patients 
and their families should have platforms to express their fears, concerns and gratitude.3 
 
Ownership 
Ownership involves active participation in the design and execution of health care by the 
healthcare professionals.12  
All stakeholders must take ownership of clinical governance as a whole, this includes higher 
authorities, healthcare workers of different professions, the patients and the community at large. 
All parties should strive to embrace and nurture every aspect of clinical governance to ensure its 
protection and highest quality of service. 
Patients should take ownership of their care and treatment.3 
 
Leadership 
Leadership is crucial to the quality of care, treatment and outcomes, to staff morale and to the 
learning climate and opportunities available to students and others. 
There need to be a positive strong leader at the helm of the organization to inspire and motivate 
others, but there need to be leaders at every level, including support workers who will motivate, 
inspire and lead  others in pursuit of quality care. 3  
Modern approach, recognizes effective leadership at all levels. 
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A panel of experts indicated that, for clinical governance to be successful, it is important that 
leaders have a clear understanding of clinical practice. The panel rejected elements that referred 
to authoritarian approaches to leadership, and emphasised on leadership involving collaboration 
and shared responsibility among healthcare professionals.12 
 
THE SEVEN PILLARS OF CLINICAL GOVERNANCE 
 
Clinical effectiveness 
 This encompasses a range of activities aimed at improving services.13 These may be archived 
through 3 distinct parts. 

1. Finding and assessing evidence. 
2. Implementing the evidence, by formulating standards of care, protocols, and guidelines. 
3. Monitoring and evaluating, readjusting practice as necessary, through clinical audit and 

patient feedback. 
Considering the following factors, quality improvement tools can be formulated.13 

1. Patient views, service users and staff 
2. Information received from incidents and near miss reporting 
3. Important outcomes from treatments and services rendered 
4. Identified areas of care still needing research 
5. Assessment of the cost-effectiveness of services 

 
Guidelines and local protocols assist clinicians to standardize treatment where variation and 
different opinions may affect patient safety and outcomes.14 Evidence based guidelines are 
formulated at the higher echelons of leadership and passed down to the ground workers, to be 
used in clinical practice. 
 
The table below shows some subtle differences between Audit and research15 
 

 
 
 
Clinical audit 
Clinical audit is the essential tool used by health professionals to objectively assess the quality of 
care they offer. It is a process or cycle that includes the following steps:13,15 

• Measuring procedures for diagnosis, care, and treatment against the gold standard, and 
investigating what impact these have on patient outcomes 

• Identifying opportunities for improvement, planning, and implementing changes, if 
necessary 

• Re-audit to close the cycle, and to evaluate if the changes have been successfully 
implemented and are yielding the desired outcomes. 
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It is a different process from research in that it involves the quality improvement cycle that 
measures care against predetermined standards (benchmarking), on the other hand research 
involves the attempt to extend the available knowledge by means of a systematically defensible 
process of enquiry.16 
 
The figure below illustrates the clinical audit process15 

 
 
Risk Management 
A good safety culture is one where staff have a constant and vigilant awareness of the potential 
for things to go wrong, learn from mistakes and take action to avoid them happening again.13 
Open and transparent problem reporting systems, free of blame, must be used. These reporting 
systems provide a platform for learning and sharing and providing constructive feedback.14 
The current systems encourage incident reporting, but there are no clear incentives for the 
healthcare professionals to report adverse events, and this is a concern.  What makes an incident 
worthy of reporting? The following terms may give some clarity. 
An incident  is any event or circumstance that led to unintended or unexpected harm, loss, or 
damage.17 
A near miss is an event or occurrence which, but for skillful management or fortunate turn of 
events, would have led to harm, loss, or damage.17This incident should not impact the patient. 
A significant incident  Is an event sufficiently serious to warrant a root cause analysis 
investigation and usually involves death or serious injury, major damage to property, loss of a 
service, a major health risk, or threat to the strategic objectives of the organization.17 
A never event is a serious incident that in theory wholly preventable.17 
 
Morbidity and mortality meetings should identify events that resulted in adverse outcomes, 
foster discussions, and lead to the dissemination of learning. Ideally these should be 
multidisciplinary with a safe, non-critical environment where staff are encouraged to share and 
speak up, and focus on systems and process variations rather than individuals and blame.17 
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A risk register is a systematic record of risks to the organisation, with a description and severity 
rating of the risk. Many risks cannot be eliminated and therefore it must be decided whether to 
accept, manage or possibly avoid.17 
 
Education and training  
Most if not all healthcare systems require their healthcare employees to be registered with their 
respective councils which in turn require their members to engage in consistent lifelong learning 
through a process of continuous professional development (CPD)14,18 
Continuous professional development, regular review and reflection of clinical practices are 
important components of clinical governance. Learning from complaints and adverse incidents is 
another important aspect of clinical governance.3 
Further education and training can be obtained through the following methods:14,18 

• Work appraisals with colleagues, assessing competency and areas requiring improvement  

• Attending courses and conferences 
 
Leadership can ensure compliance with this element of clinical governance by ensuring adequate 
supervision, teaching and training of juniors.14 
 
Patient and public involvement 
Clinical governance allows for patient centred care, where patients and their relatives where 
appropriate should be equal partners in planning, developing, and assessing care to ensure that 
it is the most appropriate for their needs.17 
Person centred care also includes complaints and a process whereby these are reviewed and 
responded to timeously.17 
In this matter the panel of experts highlighted the importance of good patient outcomes, the 
elements that referred to involving patients in decisions about healthcare, to patients’ complaints 
about the received care and to the relationship with the patient being the most important aspect 
of clinical governance were rejected. 12 
One member of the panel said: ‘A good relationship is important, but adequate healthcare is much 
more important.12 
 
Information and IT 
This element ensures that patient information whether physical or electronic is stored 
appropriately, data is protected, and confidentiality is maintained.18 This includes information used 
for research, academic activities, patient management and audits.14 
In their booklet number 9, the HPCSA provides comprehensive guidelines on the keeping of 
patient records.19 In this booklet they don’t make mention or provide any guideline on information 
kept in logbooks whether physical or electronic. 
The protection of personal information in South Africa is provided for in the Protection of Personal 
Information (POPI) Act No.4 of 2013.14 
 
Staff management 
This ensures correct staff are employed for the correct jobs.18 Any staffing issues like 
performance, are addressed as well as encouraging staff to actively participate in the 
environment.14 
Additionally, it requires the employer to provide an open attitude with good working conditions 
and appropriate management of staff members.18 
Encouraging staff retention by motivating and developing staff.18 
 
CLINICAL GOVERNANCE IN THE SOUTH AFRICAN CONTEXT 
 
Efforts and strategies to improve quality care delivery in South Africa through many quality 
improvement programs like the accreditation of facilities by  “the Council of Health Service of 
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Southern Africa” (COHSASA) that had been initiated, adapted, modified and tested did not 
produce the required level of quality service delivery desired.20 This led to the implementation of 
National Core Standards (NCS) in 2008, by the Department of health to deliver the desired health 
outcomes.21 
The main purpose of this document was to: 20 

• Develop a common definition of quality of care, which should be found in all health 
establishments in South Africa as a guide to the public and to managers and staff at all 
levels. 

• Establish a benchmark against which health establishments can be assessed, gaps 
identified, strengths appraised; and 

• Provide a national framework to certify health establishments as compliant with standards. 
 

As an example of standards in action, the Medical Research Council found a negative correlation 
between COHSAS's overall facility standard compliance scores and perinatal mortality rates in 
babies weighing more than 1000g in level 1 facilities, and this was a blow. 
If facilities did not  maintain substantial standard compliance, they were required to correct 
deficiencies if their accreditation status was to be maintained.20  
 
 
The Office of the Health Standards Compliance (OHSC) 
 
Amendment bill to amend the National Health Act of 2003 and  to provide for the establishment 
of the OHSC and matters connected with it.  
The purpose of the OHSC was to ensure that complaints from healthcare users are investigated 
properly and dealt with expeditiously through an independent mechanism. It was also going to 
facilitate compliance with the norms and standards of the national health system.20 
Among the many functions of this office was to monitor indicators of risk as an early warning 
system relating to serious breaches of standards. The National Health Amendment Act was 
introduced in 2013 which paved the way for all health establishments to be inspected to ensure 
safe and quality care to all South Africans.22 
 
The OHSC was established in January 2014, by section 77 of the national health act and, from 
an enforcement perspective, it has three main responsibilities: monitoring, inspection and 
investigation.23 24The bill gives extensive powers to the inspectors acting on the instructions of 
the ombudsperson to deal with any complaint relating to the health system. These powers include 
ordering of affidavits, obtaining information from any person under oath, issuing of subpoenas, 
hearing witness information and other related information.20 
This was especially relevant in the light of the 2011 decision to introduce a system of national 
health insurance and to create a national health insurance fund which would purchase services 
only from certified healthcare providers. This OHSC was to emulate the functions of the Care 
Quality Commission in the United Kingdom. Most of the senior managers of the OHSC were 
initially sent to the UK to undergo training by the Care Quality Commission, even before the 
inception of this establishment. 
  
All these initiatives were established to improve the health situation of the marginalized South 
Africans, more than two decades have passed in the democratic South Africa, policies 
programmes and people in the leadership positions have changed over the years but there seem 
to be no improvement in the health situation of the poor people.24 A ranking of quality of care of 
48 countries in 2008 ranked care in the public sector 40th while private care was ranked sixth.24  
 
Management in Public and Private Hospitals 
 In the private sector management style has been professionalised while the public sector still 
embraces an amateur management model with healthcare professionals (often without 
managerial skills) filling managerial positions.24 This model is often imposed by regulation e.g., a 
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requirement that clinic managers must be nurses. A political interference with cadre deployment, 
that rewards party loyalists with managerial appointments undermines management efficiency 
and protects managers from being held accountable.24 This may sound like tongue lashing, but it 
is the reality in South Africa, these people in management positions all hold medical aid cards 
and use private facilities for their health problems.24 This clearly shows their distrust to the system 
they are guardians of. 
 
Three systems of healthcare in South Africa 
The main focus is usually on two parallel healthcare systems in South Africa, the public and the 
private sector. This is not the full picture of the health system of this country as our government 
and the department of health recognizes the third i.e. traditional healers. The majority of South 
Africans rely on this health system for their health problems. Traditional health practitioners are 
still fighting to be recognized by different quoters of society, this includes the department of health, 
Health Professions Council of South Africa (HPCSA) and medical aid schemes.25 
Indumba is a small hut or room where traditional healers like izangoma, izinyanga and 
abathandazi consult, diagnose and treat their patients. If this is recognized as a health 
establishment, then it is logical to apply the same rules and restrictions that govern all healthcare 
facilities, this includes quality improvement programmes. 
Traditional and religious healers may be partially recognised, but as mentioned above they offer 
their services to the majority of people and they do this under no clear lines of responsibility and 
accountability. Adverse events and sometimes clear cases of criminality that occur in these 
facilities are not reported. The OHSC has no powers to investigate, monitor and inspect these 
health practitioners and their facilities.  
 
Efforts have been made to promote and regulate the traditional medicine, the following abstract 
shows some of the legislation regarding traditional healers. 
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Structure to maintain hierarchy of the NCS 

  
 
 
 
 
 
OHSC Norms and Standards 
 

– User rights 
– Clinical governance and clinical care 
– Clinical support services 
– Facilities and Infrastructure 
– Governance and Human Resources 

These domains are used as inspection tools by the OHSC and replaced the original domains from 
the NCS. OHSC conducted ‘mock’ inspections, as the regulations had not been promulgated.24 
About 696 public health establishments were inspected in 2016/17 and 923 in 2017/18 of the 
3,186 public health establishments in the country.24 The findings were published in the OHSC 
Annual Inspection Report in June 2018.24                                                                                                                                        
The following figure shows the performance of facilities per domain, patient rights and patient 
safety, clinical governance & care average performance score for hospitals was 63%. The lowest 
average performance score for hospitals was for the domain on Leadership and corporate 
governance with the score of 44%.24 

Domain

Sub Domain

Standard

Criteria

Measures

Sub-domain - further break down the domains 
into sub-sections or critical areas which 
combined describe the scope of that domain. 

Standards - what is expected to be delivered in 
terms of quality care; reflect expected situation 
resulting from implementation of a policy, 
procedure, or system. 
 

Criteria - elements setting out the requirements 
for measurable and achievable standard 
compliance.  
 

Domain - an aspect of service delivery 
where quality or safety can be at risk. 
 

Measures - the means or evidence for 
determining whether the criteria have been met; 
examine aspects that can be seen, heard, or felt 
by the assessors and give reasonable 
assurance that a standard is met. 
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THE CONFUSION SURROUNDING CLINICAL GOVERNANCE 
 
Prior research indicates that the concept, as well as the practice, of clinical governance has 
undergone significant development, leading to complexity and confusion.8 
Resistance to change was to be expected and regarded as a normal response and, as such, 
should be anticipated and addressed. Deliberate action to confront this phenomenon was taken 
and, where necessary, remove any obstacles. The decision to carry on with the plan and to deal 
with problems as they come was taken, and this was going to be by trial and error method.4 
A few studies have found that interpretation of clinical governance in praxis is quite different from 
best practice definitions, and that practitioner roles and responsibilities held influence 
practitioners’ interpretation. It has been highlighted by some authors like Cleary and Duke (2019) 
that the evolution and the continuing need for the clinical-governance agenda warrants a 
breakdown.8 A research based on in depth, semi structured interviews with hospital clinicians, 
managers and governors in 2 large hospitals in Ireland, illustrates this point. Practitioners used 
71 keywords in their interpretation of clinical governance.  
 
“Quality health” is another important term used in the original definition of clinical governance 
which may mean a whole lot of different views and opinions by different individuals. 
The Institute of Medicine defines health care quality as “The degree in which health care 
services for individuals and populations increase the likelihood of desired health outcomes and 
are consistent with current professional knowledge”.8 
Quality in health: refers to the extent to which an organisation meets its clients’ needs and 
expectations.20 
The World Health Organisation describes quality of care as the degree to which health services 
for individuals and populations increase the likelihood of desired health outcomes. They further 
acknowledge that healthcare services should be: 26 

• Effective – Providing evidence-based healthcare services to those who need them; 

• Safe- Avoiding harm to people for whom the care is intended; and  

• People-centred- providing care that responds to individual preferences, needs and 
values. 

These definitions seem to focus on the outcome part of the clients’ experience, this may be difficult 
to archive as individuals come to a health establishment with different expectations, outcomes 
may satisfy some clients but fail to satisfy other clients’ expectations.                  Some authors 
have compared this to beauty and they are quoted as saying quality is in the eyes of the beholder. 
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4,27To integrate quality into your brand and customer experience means first defining what quality 
is, but this is no easy feat. Quality, by definition, is vague. Business Dictionary defines quality in 
a number of ways: 

• The standard of something as measured against other things of a similar kind; the degree 

of excellence of something – “an improvement in product quality” 

• A distinctive attribute or characteristic possessed by someone or something – “he shows 

strong leadership qualities” 

• Of good quality; excellent – “he’s a quality player” 
These definitions are all valid, but they do not help us get to an objective definition of what quality 
actually is. The reason is that quality is not objective, but subjective. In a study conducted in the 
early nineties, a group of hospital administrators, quality assurance coordinators, physicians, and 
nurses in 72 hospitals in six states were telephonically surveyed.27 Participants were asked to 
identify the most serious issue related to quality of care in their hospital.27 
Of all the respondents, hospital administrators mostly identified quality issues related to 
organizational/institutional issues.27 Quality assurance coordinators, majority of whom had 
nursing backgrounds, mostly identified organizational and patient care issues. Physician 
responses were distributed evenly across issues related to physicians, to the organization, and 
to patient care. Nurses mostly identified issues related to patient care and patient satisfaction.27 
 

Clinical Governance in praxis.  

The documented forms of clinical governance i.e. in praxis has been identified by various authors 
as different or not having the same meaning in the actual clinical practice.  Answering the research 
question “do clinical governance definitions adequately distinguish between governance, 
management and practice functions?” Brennan and Flynn’s findings were that definitions of the 
umbrella term “clinical governance” comprise a mixture of activities relating to governance, 
management and practice which is confusing for those expected to execute those roles.28 
The following figure shows the rank orders  frequency of practitioner usage of the 34 keywords in 
Brennan and Flynn’s 29 clinical governance definitions.8 “Quality” ranks number one on the list, 
which means it is the most important term in the definitions of clinical governance and should be 
clearly defined if any clarity of the whole understanding of clinical governance is to be embraced.  

http://www.businessdictionary.com/
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37 additional terms were added by the practitioners according to their understanding of this 
subject, and this shows how complex and confusing this may be. Clinical Governance means 
different things to different people. These terms mostly mean the practical outputs of the 
application of clinical governance such as “reporting”, “outcomes”, “patient safety”, “trust”, 
“openness”, “transparency” and “change”. However practitioners also added more negative 
keywords such as “ensure”, “control”, “blame”, “blame culture”,  evidence of an on top hierarchical, 
command-and-control environment.8   
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The following figure rank orders the frequency of practitioner usage of the 37 keywords added by 
practitioners.8 
 

 
 
 
Maureen Alice Flynn’s conclusion was that “there is an absence of mapping of clinical governance 
to the roles and responsibilities of the parties expected to execute clinical governance, therefore 
discernibility of clinical governance roles and responsibilities, leads to confusion for those 
expected to execute them”.8 
 
WHISTLEBLOWING  
In the days leading to the establishment of clinical governance, the anaesthesiologist who worked 
at Bristol Infirmary was the important whistle-blower who kept on giving critical information about 
the paediatric cardiac surgeons who had more complications than it was expected. Although he 
was rejected by management for a number of times, who clearly displayed ‘wilful blindness’ 
(inaction with critical information), this case together with other cases brought the idea of clinical 
governance to light. The Macarthur Heath Service (MHS) case, concerned nurses reported 
episodes of substandard clinical practice resulting in patient death and injury and expressed their 
dissatisfaction with the clinical governance processes at MHS.29 Their efforts to highlight systemic 
inaction in dealing with their concerns and the unjust management of their own cases, was each 
time referred back by the Department of Health or Health Minister to the Executive of the hospital, 
who appear to have been in denial that a problem existed.29 Whistleblowing is one of the important 
tools of the system’s evaluation and helps identify problems before they grow out of hand. Instead, 
increased surveillance was employed to examine the performance of the whistleblowing nurses, 
who faced various forms of disciplinary action.29 In a country like South Africa there are several 
instances where whistle-blowers lost their lives and the perpetrators not brought to book. 
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CONCLUSION 
 
 Striving for good quality patient care is the most important goal for any health care system. If 
patient care is important it is worth doing our best to continuously improve its quality. Clinical 
governance is a good tool to carry this mammoth task. Its magnitude and evolution over the years 
has created a cloud of confusion, this means its understanding between different practitioners 
may be varied. Little has happened in the improvement of primary health care in South Africa 
despite many structural and organisational changes. 
Risk management and patent safety has an important role in this concept of clinical governance 
and this may be archived by reporting adverse incidents and near misses, in the current form of 
the system, there is no incentive to reporting incidents, this reduces the quality and quantity of 
incidents reported. 
The importance of clinical governance has been established but still needs recognised clinical 
leaders to drive the conversation surrounding it and to make sense of its direction, not only as a 
concept but also in practice.   
The public sector hospitals host the majority, Almost 90% of the country’s hospital beds are found 
in the poorly managed public sector. The 2016/17 mock inspections have demonstrated that most 
of the public health institutions will struggle to meet the OHSC criteria. 
Hospital management needs to be professionalised, managers should be able to demonstrate 
competency. Political interference in appointments must be removed and wilful blindness be dealt 
with decisively, in order to improve public health management.  
All health care workers must adopt a culture of excellency rather than that of compliance, and 
must be accountable for their actions. 
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