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A BSTRACT
Objective: Matching safety and quality improvements to the complexity of healthcare, Gold Coast Mental Health and Specialist
Services implemented a new response to clinical incidents: the Gold Coast Clinical Incident Response Framework (GC-CIRF). It
utilises a Restorative Just Culture (RJC) framework and Safety II principles. This paper evaluates its impact.
Methods: Staff surveys measured perceptions of just culture and second victim experiences. Quality of recommendations were
compared before and after implementation. For the 19 incidents that occurred after the implementation of GC-CIRF, audits of the
review processes were undertaken, measuring several components.
Results: Results show significant improvement in staff perceptions of just culture and second victim experiences. Review of
incident review data showed several shifts in line with Safety II and RJC. The process audit demonstrated inclusion of a broad
range of stakeholders, and significant improvements in the quality and strength of recommendations.
Conclusions: Embedding RJC and Safety II concepts into the incident review process is associated with improved measures
of culture and review outputs. The integration of Safety II concepts and support of cultural shifts will require further work and
committed leadership at all levels.

Key Words: Restorative just culture, Just culture, Zero suicide framework, Clinical incidents, Safety II, Resilient healthcare,
Complex systems, Second victim, Human error and patient safety, Root cause analysis

1. I NTRODUCTION
Current approaches to improving healthcare safety and quality are not unequivocally successful.[1–3] One reason is that
our growing understanding of the complexity of healthcare

is yet to be adequately reflected in our approaches to adverse
event investigation and in our safety and quality improvements.[4, 5] Seeing complex systems as componential and
linear (“Safety I”[6] ), these approaches tend to reduce an ad-
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verse event to a “cause’ or a broken part that can be fixed in Figure 1:
with a policy, rule or poster.[7, 8] In mental health it can drive
• Responding to consumers, carers and families using
restrictive practices, risk secrecy and underreporting because
the STARS Tool[27] (Sorry, Tell me about it, Answer
of the backward-looking accountability of traditional, retribuquestions, Response, Summarise);
tive just cultures that are organized around individual actions,
•
Responding specifically to staff[28] based on Scott’s[29]
transgressions and consequences.[9–12] In contrast, openness
three-tier model of volunteer peer support with psychoabout potential harm and psychological safety allowing for
logical first aid, Denham’s[30] 5 rights and the GRACE
all parties to tell their stories can provide a strong driver
model of compassion;[31]
for learning and improvements[13] and has been found to be
• Weekly triage process of clinical incidents to assess the
associated with lower mortality rates.[14]
need for formal review and through what methodology.
Restorative Just Culture (RJC) sees safety (“Safety II”) comRoot Cause Analyses (RCAs) are typically avoided as
ing from the resilience and adaptations to respond to chalthey use a team entirely external to the treating team;
lenges[15, 16] even if these fall outside the scope of design,
• Comprehensive Incident Review Process consisting of:
training or quality initiatives.[17] Forward-looking account(1) immediate response by the responsible consultant
ability explores the impacts and needs that result from an
and team leader, (2) engagement with the family about
incident, and the obligations on all stakeholders to improve
their understanding, concerns, questions, and recomsafety according to their roles and responsibilities.[18] RJC
mendations, (3) review of the “clinical care pathway”
promotes healing, learning and quality improvement by askincluding timeline, work as done, areas of good pracing what needs to be done to set people up for success, intice, and interactions using a constellation diagram,[32]
cluding consumers, families, clinicians and organizational
(4) validation of findings, lessons and recommendastakeholders.[19] It tends to capture the complexities of
tions, (5) reflection on feedback from leadership and
both “causes” and improvements because of the broader,
to development of action, and (6) report endorsement
forward-looking conversations it engenders.[20] This means
and open disclosure with family;
understanding why things mostly go well even under vary• Training of clinicians, leaders and facilitators in inciing conditions, and identifying and enhancing the adaptive
dent review, RJC and disclosure;
capacities in people, teams and processes that make this pos• Guide provided to make recommendations SMARTER
sible.[21] For example, Turner et al.[22] outlined the benefits
(Specific, Measurable, Accountable, Realistic, Timely,
of a move away from traditional approaches of responding
Effective/Evaluation, Reviewed) and strong (using hito critical incidents in the context of implementing a Zero
erarchy of hazard controls);[26]
Suicide Framework (ZSF) within a health setting,[23] which
• Continuous quality improvement[23] including assesscan increase ownership of the people involved in embedding
ment of all comprehensive reviews and recommendasolutions,[24, 25] while also noting the broader applicability of
tions;[33]
RJC.
• Gathering feedback via semi-structured interviews
from all stakeholders, including staff, family and car1.1 Gold Coast Clinical Incident Response Framework
ers.
(GC-CIRF)
Gold Coast Mental Health and Specialist Services
(GCMHSS) is a directorate within the Gold Coast Hospital and Health Service (GCHHS) and provides integrated
mental health and drug and alcohol services across all ages
to an estimated population of 600,000 people. Turner et
al.[22] described the Gold Coast Clinical Incident Response
Framework (GC-CIRF) using RJC and Safety II principles,
structured around building culture, healing and “learning anything” rather than a narrow linear focus on cause close to the
frontline or proximal to the incident, leading to recommendations of high quality and strength.[26] It asks stakeholders
who is impacted, what do they need, and who has the obligation to meet that need. The following components of GCCIRF were implemented at GCMHSS and are summarised
Published by Sciedu Press

2. M ETHODS
The GC-CIRF evaluation components are summarised in
Figure 2. GC-CIRF was evaluated by seeking evidence of:
(1) Improvement in Just Culture and Second Victim experiences. Assessed via the Voice of Staff Survey, introduced
at GCMHSS in 2016 (and repeated in 2017 and 2019). The
survey was distributed to all clinical staff across Gold Coast
Mental Health and Specialist Services. 2017 and 2019 included the Just Culture Assessment Tool[34] and Second Victim Experience and Support Tool.[35] Results of the Voice of
Staff Survey were analysed, comparing outcomes from 2017
(N = 297, 45% of GCMHSS workforce) and 2019 (N = 315,
50% of all workforce).[36]
9
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Figure 1. Gold Coast Clinical Incident Response Framework (GC-CIRF)

Figure 2. Gold Coast Clinical Incident Response Framework: Evaluation methods
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(2) A service that is now learning from a wider range of
incidents and with a greater inclusion of stakeholders. Assessed via a register at GCMHSS on all incidents discussed
at weekly triage meetings with the leadership of GCMHSS,
and records of the type of incident and review, inclusion of
team members and leadership, and family or carer’s input.
(3) The quality of the incident review process. There were
19 incidents that were reviewed in the 1 year post implementation of GC-CIRF. These were anlaysed using an adaptation
of tool of the Dutch Healthcare Inspectorate,[33] which contained 44 questions on immediate response, review process,
reconstruction, analysis, conclusions, recommendations, and
follow through/close the loop.
(4) Improvements in the quality and strength of recommendations of post-incident reviews. An audit was undertaken
to review the quality and strength of recommendations of
all reviews in the two years prior to the implementation of
GC-CIRF (October 2016 – October 2018; N = 39 incidents,
producing 72 recommendations), and in the 12 months after
(November 2018 – October 2019; N = 19 incidents, producing 75 recommendations).[37–40] The strength of recommendations was based on a hierarchy of hazard controls[41]
and relates to the likelihood of its implementation preventing the unwanted event where “weak” relies on individual
behaviour (policy, procedure, rules, warnings), “moderate”
targets systems but remains reliant on individual vigilance
(e.g. software enhancements, elimination of distractions,
audits or increased staffing); and “strong” simplifies processes, strengthens clinical governance or standardises care.
Quality was assessed using “SMARTE” criteria,[41] which
included domains of specific, measurable, accountable, realistic, timely and effective/evaluated. Two auditors independently assessed 10 incident reviews, cross-collated results to
establish inter-coder reliability and engaged a third auditor
when the analysis was ambiguous.

2022, Vol. 11, No. 2

staff reported that the organisation did not show concern
for their well-being following an incident.[36] Statistically
significant changes were seen in the 2019 survey (at level of
p < .05) including:
• Fewer staff reported being afraid of disciplinary actions (27.3% vs. 34.9%) or of being blamed when
involved in an event (16.5% vs. 20.3%);
• More staff expressed trust in the hospital to handle
these events fairly (40.3% vs. 25.3%) and believed
that the hospital sees clinical incidents as opportunities
for improvement (56.8% vs 43.2%);
• More staff felt that the organisation understands they
may need help with effects of their involvement in
incidents (61.1% vs. 54.9%), and agreed or strongly
agreed that the organisation offers resources in overcoming these effects (62.2% vs. 42.2%); and
• 50.0% disagreed that the organisation does not show
concern for the well-being of staff involved in incidents (increase from 39.3% in 2017).
Importantly, a statistically significant association was noted
between the staff’s ability to actively participate in the incident review process and more positive perception on all
domains of just culture, less distress and negative impacts
on their professional self-efficicacy following involvement
in incidents, perceived higher levels of support from work
and non-work related sources, and lower turnover intentions
and reported absenteeism.[36]

3.2 Triage data
Prior to 2018, the primary focus of GCMHSS (in line with
the broader health service) was on reviews of reportable
events, and largely for consumers meeting the criteria of the
suspected suicide of a person with a mental illness who is under the care of a mental health service. Gradually, from 2018,
with
the introduction of GC-CIRF, a larger range of incidents
Descriptive anlayses were performed for all four study components, and changes in the results between the period before were considered to undergo a review and thus contribute to a
and after the implementation of GC-CIRF were anlaysed us- learning process (see Table 1).
ing t-tests and Chi square tests. Statistical significance was Since the implementation of GC-CIRF, just under half of reset at p < .05. All analyses were conducted using the IBM viewed incidents were classified as SAC1 (incident resulting
SPSS 25.0.
in death/permanent harm), with the remaining ones classified as either SAC2 (21.1%) or Significant events (31.6%).
3. R ESULTS
“Significant Events” were defined by GCMHSS to include
events that provided an opportunity for significant learning
3.1 Voice of the staff (VOS) survey
In 2017, 20% of GCMHSS staff felt blamed for adverse but were not reportable events and included but not limited
events, and 35% feared consequences of involvement in an to suicide attempts and “near misses”. A decision to label an
event, which caused psychological and physical distress and event as a Significant Event is made in the GCMHSS Triage
feelings of inadequacies in patient care ability. A third of Committee.

Published by Sciedu Press
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Table 1. Types of incidents and review methodologies, before and after the implementation of GC-CIRF
Before GC-CIRF
(Oct 2016 – Oct 2018)
N = 39

After GC-CIRF
(Nov 2018 – Oct 2019)
N = 19

N

%

N

%

Death by suicide

34

87.2%

8

42.1%

Suicide attempt

2

5.1%

7

36.8%

Death - head injury

2

5.1%
1

5.3%

Seclusion

1

5.3%

Unexplained death

1

5.3%

Violence incident

1

5.3%

9

47.4%

SAC 2

4

21.1%

Significant event

6

31.6%

1

5.3%

14

73.7%

4

21.1%

Event

MHA breach
Physical deterioration

1

2.6%

Classification of Event
SAC 1

39

100.0%

Review Methodology
HEAPS
MHSS Comprehensive Review
(Patient Safety facilitated)
MHSS Comprehensive Review
(MHSS facilitated)
Root Cause Analysis (RCA)

33

6

84.6%

15.4%

Note. MHA – Mental Health Act; SAC – Severity Assessment Code; HEAPS – Human Error and Patient Safety incident review approach; RCA – Root Cause Analysis

The implementation of GC-CIRF also led to greater variation
in the methodologies applied in incident reviews, with most
reviews using the MHSS Comprehensive Review facilitated
by Patient Safety (73.7%), followed by MHSS-facilitated
Comprehensive Reviews, and only one incident undergoing
the HEAPS review. No incidents were reviewed using the
RCA methodology, compared to 15.4% in the period prior to
GC-CIRF. Anecdotally, there had already been a deliberate
and large move away from RCA approaches prior to 2017, in
recognition of the limited learnings that were being identified
in RCAs.
Since November 2018, reviews of all incidents included in
this analysis produced recommendations (compared to 78.1%
in the “before” period, Fisher test p = .010), and the average
number of recommendations per incident was significantly
higher than before the implementation of GC-CIRF (3.9 vs.
1.9; t(56) = -3.47, p = .001).
3.3 Process audit
Incidents reviewed in the period post implementation of GCCIRF (N = 19) also underwent an audit of the review process
examining 7 dimensions: Immediate response, Review pro12

cess, Reconstruction, Analysis, Conclusions, Recommendations, and Follow through (see Appendix 1).
In the aftermath of the incident, Clinician Disclosure was
offered in 17 and occurred in 15 out of 19 incidents, most
commonly 1 or 2 days after the incident. In all incidents,
staff were offered support following the incident. The review
teams had good multidisciplinary representations, representations from relevant members of the clinical team, trained
facilitator and peer clinical experts. Only 2 incidents out of
19 incidents included representatives from external organisations.
Just over half of incidents included in the audit (57.9%) had
a record of seeking input from consumers or their carers, or
subsequent consideration of their feedback. When feedback
was sought, 100% agreed to it, and all reviews considered
the feedback.
There is evidence of regular completion of different methodologies used to identify underlying causes or contributing
factors of the incident, such as Chain of events, Human factors analysis or Diagramming. All incident reviews considered adherence to relevant guideline/protocols, and in 73.7%,
ISSN 1927-6990
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reports articulated whether the care provided was in line with
evidence-based practice.

for less than half of reviewed incidents (42.1%), it is worth
noting that FOD was offered to 100% of SAC1/reportable
events (and all but one family accepted). On the other hand,
Evaluation of conclusions confirmed that contributing factors,
none of the other incidents received FOD, which is due to the
existing service developments aimed at addressing similar
fact that at the time of conducting this study, processes were
issues, and examples of high-quality care were identified
in place to support FOD for reportable events but not for the
in almost all incidents. Similarly, all incident reviews had
other Comprehensive Reviews (non-SAC1 incidents/events)
articulated recommendations that followed the SMARTE
undertaken. Processes have subsequently been updated to
framework.
ensure FOD is also offered to consumers and families for
In regard to “Follow through” actions, just under half of in- non-SAC1 incidents.
cident reviews were completed within the appropriate time
frame, and in only 8 out of 19 cases, feedback on the incident 3.4 Audit of recommendations
review was provided to the consumers or their carers through Quality of recommendations was assessed against the
the Formal open disclosure (FOD). While this accounted SMARTE criteria, as shown in Table 2.
Table 2. Quality of recommendations, before and after the implementation of GC-CIRF
Before GC-CIRF

After GC-CIRF

(Oct 16 – Oct 18)

(Nov 18 – Oct 19)

Difference

N = 72

N = 75

(p value)

N

%

N

%

56

78.9%

70

93.3%

.011*

The recommendation demonstrates an impact on process and outcomes.

48

67.6%

57

76.0%

.259

The recommendation includes a substantive measure of performance
improvement.

0

0.0%

6

8.0%

.028*

The recommendation includes an aspirational target.

3

4.2%

3

4.0%

.945

69

97.2%

74

98.7%

.528

Recommendation is achievable within available resources, is likely to be accepted
and implemented.

65

91.5%

72

96.0%

.264

There is evidence from the narrative that there are issues identified that have not
resulted in recommendations.

2

7.7%

4

25.0%

.120

These issues are being addressed by alternative means.

1

3.8%

4

25.0%

.096

There is evidence that review team did not propose a recommendation as they
were inhibited by concern of the ability to implement.

0

0.0%

1

6.7%

.279

68

95.8%

74

98.7%

.258

Recommendation will actually make a difference to the identified issue.

46

64.8%

60

81.0%

.039

Evidence base for the recommendation is cited.

4

5.6%

8

10.7%

.268

There is a plan to determine if the recommendations are implemented.

46

64.8%

72

96.0%

< .001**

There is a documented plan to evaluate effectiveness of the recommendation to
address the identified issue.

5

7.0%

17

22.7%

.008*

The evaluation embedded into business as usual.

4

5.6%

9

12.0%

.205

Specific
The aim of the proposed recommendation is clear.
Measurable

Accountability
There is a single point position of accountability responsible for follow-through of
recommendation.
Realistic

Timely
Recommendation has a clear timeline for implementation.
Effective/Evaluated

*

Note. Statistically significant at level p < .05;

Published by Sciedu Press
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Statistically significant at level p < .001
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Results in Table 2 show that all indicators of the quality of
recommendations have improved since the implementation
of GC-CIRF, though not all reached a level of statistical
significance. Most notable improvements are seen in the domain of Effectiveness/Evaluation, with 96.0% of recommendations including a plan to determine if the recommendation
has been implemented (increase from 64.8%; p < .001), and
a plan to evaluate the effectiveness of the recommendation
(22.7% vs. 7.0%; p < .05). Further, auditors considered
81.0% of recommendations made since GC-CIRF as making
a difference to the identified issue (increase from 64.8%; p <
.05). The implementation of GC-CIRF has contributed to the
development of more specific recommendations with clearer
aims (noted in 93.3% of cases, increase from 78.9%; p <
.05), and more measurable recommendations that included a
substantive measure of performance improvement (noted in
8.0% of cases, but in no cases prior to November 2018).

2022, Vol. 11, No. 2

participating in this study (see Figure 1).
Comparison of the ratings between the two groups shows
that in both time periods, the incident review teams assessed
recommendations as being stronger than those of auditors.
Before the implementation of GC-CIRF, review teams considered 58.7% of recommendations to be of weak strength
(compared to 73.2% according to auditors’ rating), and after GC-CIRF, teams assessed 16.7% of recommendation as
strong (which was double the percentage of recommendations rated as strong by the auditors); however, these differences were not statistically significant. The implementation
of GC-CIRF has had a significant impact on improving the
strength of recommendations, when assessed by both the review teams (χ2 (2) = 7.976, p = .019) or study auditors (χ2 (2)
= 6.644, p = .036). It is worth noting, however, that despite
these improvements, the majority of recommendations made
after November 2018 (61.3%) continues to be rated as weak
by the auditors, with a very low percentages considered to
be strong (8.0%).

4. D ISCUSSION
Results demonstrated improved just culture and second victim experiences, performance of reviews of a much larger
range of incidents and near misses, a deeper understanding
of what is going well (in line with Safety II), improved stakeholder engagement (in line with RJC), and an increase in
number, strength and quality of recommendations. This occurred in the context of a move away from RCAs and greater
involvement of the treating team, and following the introduction of a staff peer responder program, “Always There”.[28]
This aligns with findings and recommendations from a recent review of the personal and professional impacts of loss
through suicide.[42]
There were, to our knowledge, no other policy changes, adoptions or cultural shifts that may have occurred and could
account for the effects we have observed.
The staff survey currently used at GCMHSS comes from
traditional Just Culture principles rather than RJC.[34] This
calls for an updated survey, which should also better capture
second victim experiences and support.[35]
Notwithstanding significantly improved quality and strength
Figure 3. Strength of recommendations before and after the of recommendations after the implementation of GC-CIRF,
few were classified as “strong”. Yet there were substanimplementation of Clinical Incident Response Framework
tial changes away from modifying procedures and rolling
(GC-CIRF), as assessed by incident review teams and
auditors
out education, and towards more resilient responses such as
enhancing team coordination, engaging with families, and
We also analysed changes in the strength of recommenda- simulation exercises to understand work as done.[43] While
tions, as rated by the teams developing the recommendations these may not be deemed “strong” within a hierarchy of conas part of the incident review, and as rated by the auditors trols framework, they can be much more desirable given our
14
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complex systems. Combinations of several weaker recom- processes felt to be important in implementing this new apmendations may also be beneficial but could not be identified proach to responding to incidents, however it does not give us
through from the individual ratings of the present study.
a comparison with processes that were occurring prior to the
implementation. While this would have added further valuThe “learn anything” principle aligned with feedback from
able information, performing those audits on past reviews
families about the review process. Families frequently raise
was outside of the scope and resources of this evaluation.
issues about care and engagement, or suggest improvements
to the system that may appear unrelated,[4] but can address As described, there are limitations to the effective measureissues including demand and capacity misalignments which ment of quality and strength of recommendations, with some
could have proactively reduced risk rather than only respond- differences in their description in the literature. A more
ing once harm had occurred.
standardised approach was achieved through the use of brief
descriptors for the domains and sub-domains of quality, and
The audit tool, although adapted from Leistikow et al.’s[33]
a process of development of inter-coder reliability for the
original format, still proved limited in its consideration of
auditors.
Resilient Health Care (RHC) or Safety II principles. Yet, it
was a useful quality improvement tool in identifying gaps in Further limitation of our study is the absence of a measure
performance, such as the recognition for the need for open of perceptions of GC-CIRF processes by families and carers.
disclosure following non-SAC1 reviews. Additional specific While anecdotal feedback has suggested that this process
Safety II and RJC approaches should be further embedded was well received, it is important for any future studies in
into GC-CIRF review processes, such as those previously this area to systematically collate and evaluate experiences
noted by Anderson and others.[4, 43] This literature identifies of all stakeholders.
issues such as increasing staff awareness of the concepts
of Safety II and RJC; remaining open to a range of possi5. C ONCLUSIONS
ble learnings and actions; improving understanding of the
misalignments between demand and capacity and work as Bringing about cultural change including a Just Culture is
[44]
While this paper dedone, and trade-offs and adaptations, including what is work- recognised to be very challenging.
scribes
an
evaluation
of
the
impacts
of
implementing
a range
ing well and what might be adding risk; supporting actions
of
components
of
this
framework,
with
demonstrated
imthat will enhance team work, coordination, and diversity of
provements
in
culture
and
other
measures,
it
gives
little
opinions; and considering whether findings are applicable to
insight into any critical success factors in terms of the imother areas of the organization.
plementation processes or leadership actions that supported
The process audit tool applied for the purposes of this evalua- these changes. There is of course no substitute for continued
tion, is used as part of routine quality improvement typically advocacy towards all levels of leadership, providing support
completed by only one rater. We acknowledge this to be a and endorsement for approaches to incidents that incorporate
limitation, which was partly mitigated by the fact that the Safety II and restorative just culture approaches.
same person completed all process audits included in our
study and they were an experienced clinician. Also, the pro- C ONFLICTS OF I NTEREST D ISCLOSURE
cess audit tool allowed for a measurement of the presence of The authors declare they have no conflicts of interest.
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