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Abstract

Purpose – While clinical governance is assumed to be part of organisational structures and policies,
implementation of clinical governance in practice (the praxis) can be markedly different. This paper draws on
insights from hospital clinicians, managers and governors on how they interpret the term “clinical
governance”. The influence of best-practice and roles and responsibilities on their interpretations is considered.
Design/methodology/approach – The research is based on 40 in-depth, semi-structured interviews with
hospital clinicians, managers and governors from two large academic hospitals in Ireland. The analytical lens
for the research is practice theory. Interview transcripts are analysed for practitioners’ spoken keywords/terms
to explore how practitioners interpret the term “clinical governance”. The practice of clinical governance is
mapped to front line, management and governance roles and responsibilities.
Findings – The research finds that interpretation of clinical governance in praxis is quite different from best-
practice definitions. Practitioner roles and responsibilities held influence practitioners’ interpretation.
Originality/value – The research examines interpretations of clinical governance in praxis by clinicians,
managers and governors and highlights the adverse consequence of the absence of clear mapping of roles and
responsibilities to clinical, management and governance practice.
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Paper type Research paper

Introduction
The term “clinical governance” was first used in 1998 (Department of Health, 1998; Scally
and Donaldson, 1998) to promote a system for delivery of safe quality care. Since then,
practitioners, managers, researchers and policymakers have used the term “clinical
governance” in ways that reflect different meanings and interpretations. Cleary and Duke
(2019) highlight the continuing need for a clinical-governance agenda using a case of
clinical-governance breakdown; while Gopal and Ahmad Kamar (2020) focus on the
importance of clinical governance during the COVID-19 pandemic. Arising from their
bottom-up study of clinical governance with healthcare professionals at one Dutch hospital,
Veenstra et al. (2017, p. 1) recommend further research “involving the perspectives of
managers and policy makers”. This study answers their call by exploring in 40 interviews
with clinicians, managers and governors their understanding of clinical governance at two
large Irish academic hospitals.
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Practice theory is useful in envisaging how practitioners take and shape (best) practices to
create their clinical governance roles and responsibilities in praxis. Practice theory and its
core tenets, practices, practitioners and praxis, provide a suitable analytical lens, particularly
for studies using interpretive, interview-based methods.

The research contributes to the prior literature by extending:

(1) Brennan and Flynn’s (2013) analysis of 29 best-practice definitions of clinical
governance, to examine interpretations of clinical governance in praxis.

(2) Veenstra et al. (2017) by including managers and governors, as well as clinicians, in
the sample of participants.

The findings highlight confusion and uncertainty for practitioners seeking to apply clinical
governance (best) practices in their daily hospital activities. Using a single umbrella (catch-
all) term compounds the problem and does not assist in explaining (best) practice. Findings
confirm the need for clearer distinction in praxis between clinical practice, clinical
management and clinical governance roles and responsibilities originally proposed in
Brennan and Flynn (2013). Findings reveal how the lack of clarity between the three
categories of roles and responsibilities inhibits consistent interpretation of and
implementation of clinical governance, clinical management and clinical practice in praxis.

Given the variation in interpretation by clinicians, managers and governors, the study
points to an opportunity to strengthen interpretation of the term by clarifying clinical
governance by reference to roles and responsibilities. Such a clarification would help each
practitioner role-and-responsibility category to understand how practitioners contribute to
clinical governance arrangements for the hospital.

Literature review
This section examines prior research on clinical governance, the theoretical lens – practice
theory – and what might influence practitioners’ interpretations of clinical governance.

What is clinical governance?
The United Kingdom (UK) Department of Health (1998) and Scally and Donaldson (1998,
p. 61) define clinical governance as “a system through which NHS organisations 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”. Clinical governance is not a unitary concept, with variation in application andmany
constituent parts (e.g. Baker, 2003; Gauld, 2014; Som, 2009; Walshe, 1998). Prior research
indicates that the concept, as well as the practice, of clinical governance has undergone
significant development, leading to complexity and confusion.

The original clinical governance definition does not distinguish between how the system
might apply across three categories of practitioner roles and responsibilities: Clinicians,
managers and governors (Baker, 2003; Degeling et al., 2004; Som, 2004, 2009; Veenstra et al.,
2017 and Walshe, 1998). To address this confusion, Brennan and Flynn (2013) apply content
analysis to 29 definitions of clinical governance from the perspective of those charged with
practice, management and governance, reflecting the importance of clear division between
practice, management and governance roles, leading to more effective implementation of
clinical governance in praxis.

Practice theory
Practice theory seeks to explain the relationship(s) between human action, on the one hand,
and “the system” on the other (Ortner, 2006). Whittington (2006) identifies the core tenets of
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practice theory: “practices”, “practitioners” and “praxis”. Figure 1 illustrates the relationships
between these three core tenets, (best) practices, practitioners and praxis (activities in
practice). Practitioners draw upon (best) practices to act which, in turn, generates praxis
(Jarzabkowski et al., 2007, p. 10). (Best) practices influence practitioners who combine,
coordinate and adapt practices to their needs and context and convert these into praxes. In
turn, through a feedback-loop adaptation process, praxis can shape (best) practices.

Practice theory is suitable for analysing the practice of clinical governance in hospitals
due to the complexity of the relationships and the number of practitioners involved (Feldman
and Worline, 2016). We use the term “practitioner” throughout, to refer to the collective of
clinicians, managers and governors, i.e. people engaged in clinical practice, clinical
management and clinical governance. We also use the term “practitioner” to refer to
interviewees, the participants in this research.

Factors influencing practitioner interpretations
The original Department of Health (1998)/Scally and Donaldson (1998) definition of clinical
governance is silent on “how”, “by whom” and at “what levels” clinical governance is to be
achieved. Factors influencing clinical governance in praxis include best practice, practitioner
role-and-responsibility category and practitioner hospital.

Note 1: Practices influence practitioners

Note 2: Practitioners combine,coordinate and adapt practices to

their needs and context and convert these into activities     

Note 3: Praxis influences practices 

Practitioners
People who shape and 

enact practice 

Clinicians, managers, 
governors

Praxis
Actual activities in 

practice 

Practices
Norms policies and 

guidelines 

Clinical governance
definitions (best practice)

Note 3

Note 1

Note 2

1

1 2 3

2

3

Key:             Core tenets of practice theory (Jarzabkowski et al.,
2007; Jarzabkowski and Spee, 2009; Whittington, 2006)

The dotted line around praxis indicates that this tenet is

influenced by practices and practitioners, and constantly changes

Note(s):

Figure 1.
Core tenets of practice
theory
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Practices refer to the shared understandings, rules, languages and procedures that guide and
enable human activities. These shared understandings can be referred to as “best practice”.
The Irish health services operate through a national body, the Health Service Executive
(HSE). National policy and guidance documents assist service providers in applying clinical
governance frameworks (Health Information and Quality Authority (HIQA), 2012; HSE, 2014;
Flynn et al., 2015; Gauld et al., 2017). Unlike the UK, these do not have legislative backing
(Committee on the Future of Healthcare, 2017).

By reference to roles and responsibilities, Brennan and Flynn (2013) differentiate between
three categories of practitioner roles and responsibilities: front-line practitioners, managers and
governors. Practitioner influence has been found to be important in the interpretation of clinical
governance. Davies et al. (2000) identify the different professional cultures (backgrounds /
experience) of health service managers and medical professionals and point to the importance
of a degree of “cultural fit” between these two key groups in clinical governance cultural
transformation. Clinical governance is central to clinical directors’ [1] work (Gafoor et al., 2020).
Som (2009, pp. 108-109) finds that “depending on their organisational level, the directorate in
which they are working, their professional background and the responsibilities they have
handled and their current job, staff vary in their interpretation of clinical governance”. Freeman
and Walsh (2004, p. 335) find directorate-level manager perceptions of achievement in 54
clinical governance items to be significantly lower than those of their board-level colleagues on
all domains other than improving clinical governance performance. Jones et al. (2017) highlight
the importance of board members in clinical governance.

Type of hospital has also been found to influence clinical governance (Hogan et al., 2007;
Pronovost et al., 2018). Karassanvidou et al. (2011, p. 236) find type of hospital relevant in
terms of its organisational culture. While not directly examining hospital influence, Brault
et al. (2015) identify the hospital accountability structure as a clinical-governance lever.

Research questions and research methodology
Extending the work of Brennan and Flynn (2013), this research examines what the term
“clinical governance” means to practitioners in their everyday activities, i.e. their
interpretation of clinical governance in praxis by comparison with clinical governance best
practice.

The research questions are:

RQ1. How does the interpretation of clinical governance in praxis compare with best-
practice definitions?

By reference to:

RQ1a. Keywords/terms used in definitions but not used by practitioners?

RQ1b. Keywords/terms in common between best-practice definitions and those
used by practitioners?

RQ1c. Keywords/terms used by practitioners in praxis but not in definitions?

RQ1d. The frequency of usage of keywords/terms in definitions compared with
by practitioners in praxis?

RQ2. How does the interpretation of clinical governance in praxis map to practitioner
roles and responsibilities?

Interviewees
The research conducts 40 in-depth semi-structured interviews, informed by the research
questions and Brennan and Flynn’s (2013) content analysis of 29 definitions of clinical
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governance. Interviews focus on practitioners’ understanding of the term “clinical
governance”. Pilot interviews (n 5 4) validate the data collection methods. Pilot study data
is not included in these research findings.

Practitioners (n 5 40) from two sites, Hospital A (n 5 20) and Hospital B (n 5 20),
participate in the study. The hospitals are large university tertiary referral hospitals,
providing acute medicine, surgery and national speciality services. The research selects the
two hospitals on the basis that the hospital (1) has a hospital board, (2) is an acute general
hospital and (3) is a large academic university hospital. Seven of the 48 publicly funded
hospitals in Ireland meet the three inclusion criteria. The three categories of practitioner roles
and responsibilities comprise: (1) front-line clinicians, (2) managers and (3) governors (see
Table 1). Clinicians include medical doctors, advanced nurse practitioners, pharmacists and
therapy professionals. Through a nominated link person, the interviewer (first-named author)
invites hospital managers with single roles (e.g. CEO, Director of Nursing, Director of Human
Resources, Director of Finance) to participate. The link person purposively connects with
clinician participants and non-executive board members for their experience using a
snowball approach (Richards and Morse, 2013).

Interviews
The interviewer asks practitioners two open-ended interview-guide questions: (1) what do
you understand by the term “clinical governance”? and (2) to what extent has clinical
governance featured in your roles?. The interviewer audio records and transcribes the
interviews, along with interviewer notes drafted during and after the interviews. The
interviewer returns transcripts to participants for checking. The interviewer uploads
interview transcripts in NVivo 10 for coding and reviews interview transcript responses line-
by-line.

Operationalising the constructs
The research includes two constructs: (1) clinical governance best practice and (2)
interpretation of clinical governance in praxis. For RQ1, the research applies a coding
architecture using a priori keywords/terms from Brennan and Flynn’s (2013) 29 clinical
governance definitions. The research catalogues the 1,000 most frequent keywords used by
practitioners to describe clinical governance. To operationalise best practice, the study
identifies keywords relating to roles and responsibilities in Brennan and Flynn’s (2013) 29
definitions of clinical governance. The research operationalises praxis through the keywords/
terms spoken by practitioners to describe their clinical governance roles and responsibilities.
The research analyses interview transcripts using keyword and keyterm content analysis
(Krippendorff, 2013). The unit of analysis is “words” (single word) and “terms” (combination
of words) interviewees use to describe their clinical governance roles and responsibilities.
During the analysis, minor variations in a priori keywords/terms and new emerging
keywords/terms are added to the architecture. Understandably, interviewees use the words
“clinical” (115) and “governance” (102) most commonly. As these two words are the kernel of
the concept being described, they are not included in the content analysis counts.

Hospital A Hospital B Total

Clinician 8 9 17
Manager 3 5 8
Governor 9 6 15
Total 20 20 40

Table 1.
Overview of
interviewees
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Analysis of the data
This research uses rank orders of the frequency of usage (i.e. number of mentions) by
practitioners of keywords/terms as proxy indicators of the prominence for practitioners of the
various clinical governance roles or responsibilities (as direct observation was not feasible).
Rank ordering of ordinal data is more robust to outliers (by ignoring step changes created by
frequencies) (Kerlinger and Lee, 2000).

Discussion of findings
This section provides the study findings by reference to the two research questions.

Comparison of best-practice keywords/terms and usage in praxis (RQ1)
The number of keywords/terms used by practitioners to describe clinical governance
evidences the impact of including a wide number of activities and functions within one
concept. Table 2 shows that practitioners use 71 keywords/terms in their interpretations of
clinical governance in praxis.

Of the 40 keywords in definitions, six are not used by practitioners (see Table 2) (RQ1a).
These keywords are not commonly used in the definitions. We believe this is because
practitioners do not favour command-and-control (“regulated professional”, “compliance”,
“obligation”) and business-orientated terms (“inputs”). However, we acknowledge this is a
broad interpretation based on our assumption which others may not share. Mintzberg (2017,
p. 94) concurs with our viewwhen he observes: “The field of health care may be appropriately
supplied by businesses, but in the delivery of its most basic services, it is not a business at all,
nor should it be run like one. At its best, it is a calling”. It is somewhat surprising that
“customer participation” or the more common term “patient involvement” is not used by the
practitioners. Practitioners use 34 keywords/terms in common with the 40 (85%) keywords/
terms in Brennan and Flynn’s (2013) 29 clinical governance definitions (best practice) (see
Table 2) (RQ1b). Practitioners add extensively to keywords in definitions with 37 additional
keywords/terms of their own (see Table 2) (RQ1c).

Addressing RQ1b and RQ1d, Figure 2 rank orders the frequency of practitioner usage of
the 34 keywords/terms and compares it with the rank ordering of usage of the 34 keywords/
terms in Brennan and Flynn’s 29 clinical governance definitions. The keywords “1. quality”,
“3. accountability”, “5. system” and “12. continual improvement” feature most prominently in
the definitions, while “2. safety”, “4. processes/procedures”, “7. structures” and “5. system” are
most prominent in practitioners’ descriptions of clinical governance.

Figure 3 rank orders the frequency of practitioner usage of the 37 keywords/terms added
by practitioners. Many of these keywords/terms reflect the practical outputs of the
application of clinical governance, such as “2. reporting”, “6. outcomes”, “8. patient safety”,
“10. trust”, “12. openness”, “13. transparency” and “18. change” – again, potentially signifying
practitioners’ wish to move away from command-and-control language. However,
practitioners also add more negative keywords/terms such as “9. ensure”, “22. control”,
“28. blame”, and “36. Blame culture”, evidence of an “on top” hierarchical, command-and-
control environment (Mintzberg, 2012, p. 6). There is a strong focus in the new keywords on
people-related aspects of clinical governance such as “14. support”, “16. training”, “17.
recruitment”, “20. induction”, “26. confidence” and “27. competence”.

Addressing RQ1d, Figure 4 compares the 24 most-frequent keywords/terms in the
definitions with the 24 most-frequent keywords/terms used by practitioners. These 24
keywords/terms represent the top 50% of keywords most frequently used by practitioners. If
clinical governance definitions influence practitioner interpretation, the rank order of
definitions/practitioner terms in both columns in Figure 4 should be similar. However,
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Figure 4 shows that the frequency of clinical governance keywords/terms used by
practitioners does not appear to be influenced by best-practice clinical governance
definitions. It may be that the norms and expectations observed and experienced during
practitioners’ careers have a stronger influence, perhaps because the definitions are found to
be somewhat vague and limited when considering practical application of practitioner roles
and responsibilities. This suggests that practitioners’ interpretation of clinical governance
may be obtained more from the ground rather than from official policy and definitions.
Practitioners “pick-up” the idea of clinical governance by observing peers, from experience,
and from their own, what can be called, on-the-ground practice. As Mintzberg (2013, p. 174)
suggests, “if we really want to understand what has happened to management, then we
would do well to get down on the ground [. . .]”.

Influences of practitioner roles and responsibilities on interpretation of clinical governance in
praxis (RQ2)
RQ2 examines influences of practitioner roles and responsibilities on the interpretation of
clinical governance in praxis. Keywords/terms spoken by practitioners are analysed by
reference to the three categories of practitioner roles and responsibilities (see Tables 2 and 3).
Table 2 shows that the 71 keywords/terms are used, with managers using fewer keywords/

0 10 20 30 40 50 60

Discipline 34.
Evidence based 33.

Information 32.
Planning 31.

Leadership 30.
Assurance 29.

Values 28.
Effective 27.

Excellence in care 26.
Continuing professional development 25.

Clinical practice 24.
Integral [integrated] 23.

Resources 22.
Policies 21.

Risk management 20.
Performance 19.

Monitoring 18.
Team [work] 17.
Framework 16.

Clinical outcomes 15.
Oversight 14.

Audit 13.
Continual improvement 12.

Culture 11.
Standards of care 10.

Managing 9.
Board 8.

Structures 7.
Responsibility 6.

System 5.
Processes/procedures 4.

Accountability 3.
Safety 2.
Quality 1.

Frequency (i.e. Number of mentions)

Definitions Practitioners

Figure 2.
Rank order of clinical
governance keywords/

terms in common
between definitions
(best-practice) and

used by practitioners in
praxis (RQ1b, RQ1d)
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terms. Table 3 analyses the frequency of usage (748 usages in total) across the three
categories of practitioner roles and responsibilities and by reference to individual keywords/
terms. Frequency of usage by practitioners varies from 43 times (“safety”) to 1 time (six
keywords/terms). The rank ordering in Table 3 shows marked variation between the
frequency of usage of keywords/terms.

The 71 keywords/terms used by interviewees are allocated between front-line delivery,
management and governance roles and responsibilities. The purpose is to map clinical
governance to the three categories of roles and responsibilities (see Table 3). As previously
acknowledged, the classification of keywords/terms into three role-and-responsibility
categories involves judgement; some terms (e.g. “risk management”, “leadership”, “blame”,
“information”) may fit under more than one heading. The subjective nature of the analysis is
such that other researchers might produce different analyses.

0 5 10 15 20 25 30 35

Regulated # 37.
Blame culture # 36.

Clinical risk # 35.
Efficient # 34.

Peer review # 33.
Research # 32.
Pathway # 31.

Relationship # 30.
Safeguards # 29.

Blame # 28.
Competence # 27.

Confidence # 26.
Evidence # 25.

Flag # 24.
Good practice # 23.

Control # 22.
Guidelines # 21.

Induction # 20.
Measuring # 19.

Change # 18.
Recruitment # 17.

Training # 16.
Accreditation # 15.

Support # 14.
Transparency # 13.

Openness # 12.
Team # 11.
Trust # 10.

Ensure # 9.
Patient safety # 8.

Standards # 7.
Outcomes # 6.

Professional # 5.
Risk # 4.

Right-thing # 3.
Reporting # 2.
Practices # 1.

Frequency (i.e. Number of mentions)

Note(s): # = keyword/terms used by practitioners not appearing in clinical governance definitions

Key words/terms used
by practitioners 

Figure 3.
Rank order of new
keywords/terms used
by practitioners in their
interpretation of
clinical governance
(praxis) not in best-
practice
definitions (RQ1c)

JHOM
35,9

26



De
fin

iti
on

s k
ey

wo
rd

s/t
er

ms
us

ag
er

an
k o

rd
er

ed
(to

p 2
4)

Pr
ac

tit
io

ne
rs

 ke
yw

or
ds

/te
rm

su
sa

ge
ra

nk
 or

de
re

d (
top

 24
)

0
5

10
15

20
25

30
35

40
45

Bo
ar

d2
4.

Cl
ini

ca
lp

ra
cti

ce
23

.
As

su
ra

nc
e2

2.
Au

dit
 21

.
Cu

ltu
re

20
.

Pa
tie

nt
pa

rtic
pa

tio
n1

9.
Ef

fec
tiv

e1
8.

Pr
oc

es
se

s/p
ro

ce
du

re
s 1

7.
Ex

ce
lle

nc
ei

n c
ar

e1
6.

Int
eg

ra
l [i

nte
gr

ate
d]

15
.

Pe
rfo

rm
an

ce
14

.
St

ru
ctu

re
s 1

3.
Ri

sk
ma

na
ge

me
nt 

12
.

Fr
am

ew
or

k1
1.

Mo
nit

or
ing

10
.

Ma
na

gin
g9

.
Cl

ini
ca

lo
utc

om
es

 8.
Re

sp
on

sib
ilit

y7
.

Sa
fet

y6
.

St
an

da
rd

so
fc

ar
e5

.
Co

nti
nu

al 
im

pr
ov

em
en

t4
.

Sy
ste

m
3.

Ac
co

un
tab

ilit
y2

.
Qu

ali
ty

1.

Fr
eq

ue
nc

y(
i.e

. N
um

be
ro

fm
en

tio
ns

)

0
5

10
15

20
25

30
35

40
45

Op
en

ne
ss

#2
4.

Te
am

#2
3.

Tr
us

t #
22

.
Ov

er
sig

ht 
21

.
Au

dit
 20

.
En

su
re

#1
9.

Pa
tie

nt
sa

fet
y #

18
.

St
an

da
rd

s#
17

.
Ou

tco
me

s1
6.

Pr
ofe

ss
ion

al
#1

5.
Ri

sk
14

.
Cu

ltu
re

13
.

Ri
gh

t#
12

.
Ma

na
gin

g1
1.

Re
po

rtin
g#

10
.

Bo
ar

d9
.

Qu
ali

ty
8.

Ac
co

un
tab

ilit
y7

.
Re

sp
on

sib
ilit

y6
.

Pr
ac

tic
es

 #
5.

Sy
ste

m
4.

St
ru

ctu
re

s 3
.

Pr
oc

es
se

s/p
ro

ce
du

re
s 2

.
Sa

fet
y1

.

Fr
eq

eu
nc

y(
i.e

. N
um

be
ro

fm
en

tio
ns

)

K
ey
: #

 =
 n

ew
 w

o
rd

 u
se

d
 b

y
 p

ra
ct

it
io

n
er

s
n

o
t

in
 B

re
n

n
an

 a
n

d
 F

ly
n

n
’s

 (
2

0
1

3
) 

2
9

 d
ef

in
it

io
n

s,
 i

d
en

ti
fi

ed
 d

u
ri

n
g

 i
n

te
rv

ie
w

s 
w

it
h

 p
ra

ct
it

io
n

er
s

(c
li

n
ic

ia
n

s,
 m

an
ag

er
s 

an
d

 g
o

v
er

n
o

rs
)

Figure 4.
Comparison of rank

ordering of most
common usage of
keyword/terms in
definitions (best-

practice) and used by
practitioners

(praxis) (RQ1d)

Mapping
clinical

governance

27



Table 3.
Frequency/ranking of
keywords/terms used
by practitioners to
describe the practice of
clinical governance,
grouped by front-line
delivery, management
and governance (RQ2)
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Summary of findings
The insights suggest that, while there is some awareness of clinical governance, there is still
much confusion and uncertainty about who is responsible and how to activate the system at
various hospital role-and-responsibility levels.

In total, 77 unique keywords/terms are used across the definitions anddescriptions of clinical
governance in praxis. The research finds that practitioners use many more keywords/terms in
their own descriptions of clinical governance (71) than provided in definitions (40). Practitioners
include 37 additional keyword/terms not in Brennan and Flynn’s (2013) 29 definitions of clinical
governance. Of note, most keywords/terms (34–85%) in best-practice definitions are included by
practitioners in their personal description of what clinical governance means to them, even
though several indicate that they are not aware of or do not refer to definitions. There are a small
number (6–15%) of keywords/terms in definitions (best practices) describing clinical governance
not used by practitioners, such as “registered professional”, “compliance”, “obligation”, “inputs”,
“customer participation” and “clinical judgement”. Practitioners are possibly more conscious of
best-practice governance arrangements evident in the commonality of use of clinical governance
keywords/terms between practitioners’ and Brennan and Flynn’s (2013) clinical governance
definition, for example, “structures” and “system” of “accountability”, “responsibility”, “culture”,
“audit” and “oversight”. Of note, the lowest number (6 – Table 2) of new keywords/terms
pertains to the governance role category. A larger number of new keywords/terms pertain to
front-line-delivery roles and management (15/14 respectively – Table 2). The study reveals that
the umbrella term has not been mapped to people and roles and responsibilities within Hospital
A and Hospital B.

Almost all participants (36–90%) talk about the extent that clinical governance features in
their role, be they clinician, manager or governor. Practitioners describe clinical governance
activities as “absolutely” a feature of their role, “central”, “huge”, “permeates”, “a lot”, “part
and parcel”, “a feature of day-to-day professional life”, incorporated in “every part ofmy role”,
“it’s ever present, it’s every single day, many nights and some weekends” and “it’s a massive
part of my working life now here”. All clinical directors mentioned the constraints of time
impacting on the extent they can focus on clinical governance due to their clinical work
commitments. Thus, implicitly, they see clinical work and clinical governance as separate
activities. This is sub-optimal. Clinical practice and clinical governance should be hand-in-
glove connected, for clinical governance to operate effectively.

In praxis, practitioners are only partially influenced by definitions of clinical governance
because of the “picked-up” nature of their construction of clinical governance. Practitioners
are aware of, but confused by, clinical governance. They emphasise trust and the calibre of
people more than accountability and independent review. However, despite this, clinical
governance is ever present in their work and thinking.

Conclusion
The findings affirm variation in interpretation, understanding and confusion around the use
of the term clinical governance. The findings signal the disparity and confusion among
practitioners, particularly around front-line clinical practice and management roles and
responsibilities. Findings support the differentiation between front-line delivery,
management and governance roles and responsibility and support using Brennan and
Flynn’s (2013) three separate definitions.

Limitations
Gaining insights from hospital practitioners’ experiences answers the call for exploratory
research reflecting the context of clinical governance (Veenstra et al., 2017). The findings are
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limited to experiences of practitioners in the healthcare services where they have worked.
Some interviewees have overlapping roles, whereas the study categorises them into one of
three role categories. For example, some clinicians are also clinical directors (n5 10), while
some clinicians (n 5 4) have roles as governors (members of the board of directors).
Because many interviewees do not fall uniquely into the three role categories (clinician,
manager or governor), it is not possible to map the words they use into the three role
categories. This reflects the complexity of healthcare with multiple overlapping roles and
responsibilities. In addition, clinical directors experience the predicament of their
management role affecting relationships with colleagues. All suggest that they need
more time to focus on clinical governance (perceived as management functions) but, for
clinical credibility among colleagues and managers, they also indicate (unlike other
countries where clinical directors are full-time) that the best arrangement would be to
retain some clinical practice, but for something less than the current 50% of their time.
Practitioners identify systems of accreditation (voluntary or required by regulators) as one
positive initiative assisting clinical directors in bringing attention to clinical governance
and its execution. Despite some confusion, ambivalence and juggling a myriad of roles,
this study reveals that clinical governance is ever present in practitioners’ work and
thinking. In this environment, there is a risk of practitioners suffering from role confusion
and conflict. The scope of the study does not provide for the inclusion of the perspectives of
patients or the public on the praxis of clinical governance. However, careful attention is
given to identifying clinicians’, managers’ and governors’ thoughts on patient perceptions
and experiences during the analysis.

Implications for theory and practice
The confusion around the definition of clinical governance and its application in practice is
evident in the absence of a standardised approach to interpretation by practitioners
participating in this research. The findings indicate that some practitioners are hesitant and,
on occasion, find it difficult to articulate their role in clinical governance. Despite this, their
personal descriptions reflect several features of clinical governance set out in (best) practice
definitions. Achieving effective clinical governance requires a collaborative effort between
clinicians, managers and governors being clear about their separate and distinct roles. Use of
“catch-all” understanding of clinical governance, regardless of roles/responsibilities or by
whom within the hospital it is to be applied, compounds the confusion. For effective clinical
governance, it is important that there be division of duties between front-line delivery roles,
management roles and governance roles. It is a fundamental principle of governance that
governors cannot oversee and monitor their own work. The praxis of clinical governance
described by practitioners in this study does not distinguish between front-line delivery,
management and governance functions. To embed clinical governance fully in hospitals, it is
necessary to clearly articulate the roles and responsibilities relating to clinical governance.
Providing three separate definitions provides clarity on the operation of clinical governance
in each role (as set out in Brennan and Flynn, 2013). These distinctions will help to clarify
roles and responsibilities in the accomplishment of clinical governance and concomitant
increase in patient safety.

The difference in understanding this study reveals is an important consideration for
executive management teams and boards. Heretofore, most attention has been given to
independence in thinking and challenge by having both internal and external non-executive
membership of hospital boards of directors. This study suggests that it is also important to
consider further diversity by having a combination of those who have the benefit of clinical
experience during their career and thosewith no clinical experience among both the executive
and non-executive board member groups.
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Concluding comment
There is an absence of mapping of clinical governance to the roles and responsibilities of the
parties expected to execute clinical governance. The absence of mapping, and therefore
discernibility of clinical governance roles and responsibilities, leads to confusion for those
expected to execute them. The use of the term clinical governance is losing prominence. Gauld
and Horsburg (2020) provide evidence that the clinical governance agenda has stalled.
Alternatives are being proposed for example “governance for quality” and “governance of
quality and safety” (Flynn et al., 2015). Variations of the term are equally problematic.

The study findings show that best-practice definitions of clinical governance are not alone
in influencing practitioners in their interpretation of clinical governance. It is apparent that
providing a “catch-all” definition is not enough, particularly when available definitions are
considered confusing. It is evident that the calibre of staff providing rolemodels, and a culture
supportive of clinical governance, are equally a way of developing the norms and
expectations that construct practice. In the praxis of clinical governance, practitioners do not
adequately distinguish between practice, management and governance functions,
particularly when they are “juggling roles”. Obtaining enough independent review to seek
assurance and inform board oversight is a priority. However, how accountability (a core
element of clinical governance) is executed has the potential to affect the creation of cultures
of reporting and openness or not and, ultimately, the “north star” of quality and safety for
patient care in hospitals. There is an increasing awareness in financial services of the
importance of precisely mapping people’s roles and responsibilities. This is aided by
arrangements such as the UK’s senior managers’ regime or the forthcoming Irish Senior
Executive Accountability Regime (KPMG, 2018). The regime provides a tool that helps senior
leaders to be crystal clear about their responsibilities and can therefore better manage their
duties. Mapping clinical governance to clinician, manager and governor roles and
responsibilities has the potential to enable responsive cultures of person-centred healthcare.

Note

1. Amedical doctor who has a leadership role for one or more specialties within a hospital. The primary
role is to manage and plan how services are delivered and contribute to the process of strategic
planning, influencing and responding to organisational priorities.

References

Baker, M. (2003), “Accountability and responsibility: clinical governance beyond the institution”,
Clinical Governance: An International Journal, Vol. 8 No. 4, pp. 288-289.

Brault, I., Denis, J.L. and Sullivan, T.J. (2015), “Using clinical governance levers to support change in a
cancer care reform”, Journal of Health Organisation and Management, Vol. 29 No. 4,
pp. 482-497.

Brennan, N.M. and Flynn, M.A. (2013), “Differentiating clinical governance, clinical management and
clinical practice”, Clinical Governance: An International Journal, Vol. 18 No. 2, pp. 114-131.

Cleary, S. and Duke, M. (2019), “Clinical governance breakdown: Australian cases of wilful blindness
and whistleblowing”, Nursing Ethics, Vol. 26 No. 4, pp. 1039-1049.

Committee on the Future of Healthcare (2017), Sl�aintecare Report, Houses of the Oireachtas, Dublin.

Davies, O.H., Nutley, S.M. and Mannion, R. (2000), “Organisational culture and quality of healthcare”,
Quality in Health Care, Vol. 9 No. 2, pp. 111-119.

Degeling, P., Maxwell, S., Iedema, R. and Hunter, D. (2004), “Making clinical governance work”, British
Medical Journal, Vol. 329 No. 7469, pp. 679-681.

Department of Health (1998), A First-Class Service: Quality in the New NHS, Department of Health,
London.

Mapping
clinical

governance

31



Feldman, M. and Worline, M. (2016), “The practicality of practice theory”, Academy of Management
Learning and Education, Vol. 15 No. 2, pp. 304-324.

Flynn, M., Burgess, T. and Crowley, P. (2015), “Supporting and activating clinical governance
development in Ireland: sharing our learning”, Journal of Health Organization and
Management, Vol. 29 No. 4, pp. 455-481.

Freeman, T. and Walshe, K. (2004), “Achieving progress through clinical governance? A national
study of healthcare managers’ perceptions in the NHS in England”, Quality and Safety in Health
Care, Vol. 13 No. 5, pp. 335-343.

Gafoor, A., Thaker, S., Gupta, H. and Botchu, R. (2020), “Life as a clinical director: an insight”, Clinical
Radiology, Vol. 75 No. 8, pp. 640.e13-640.e16.

Gauld, R. (2014), “Clinical governance development: learning from New Zealand experience”,
Postgraduate Medical Journal, Vol. 90 No. 1, pp. 43-47.

Gauld, R. and Horsburgh, S. (2020), “Has the clinical governance development agenda stalled?
Perceptions of New Zealand medical professionals in 2012 and 2017”, Health Policy, Vol. 124
No. 2, pp. 183-188.

Gauld, R., Horsburgh, S., Flynn, M.A., Carey, D. and Crowley, P. (2017), “Do different approaches to
clinical governance development and implementation make a difference?”, Journal of Health
Organization and Management, Vol. 31 Nos 7/8, pp. 682-695.

Gopal, K.S. and Ahmad Kamar, A. (2020), “Clinical governance and ethics during a pandemic”, in Tan,
H.S. and Tan, M.K.M. (Eds), Bioethics and COVID-19: Guidance for Clinicians, 1st ed.,
Malaysian Bioethics Community, pp. 7-9, available at: http://csamm.org.my/files/Bioethics%
20&%20COVID-19%20-%20Guidance%20for%20Clinicians.pdf.

Health Information and Quality Authority (HIQA) (2012), National Standards for Safer Better
Healthcare, Health Information and Quality Authority, Dublin.

Hogan, H. and BasnettMcKee, I.M. (2007), “Consultants’ attitudes to clinical governance: barriers and
incentives to engagement”, Public Health, Vol. 121 No. 8, pp. 614-622.

Health Service Executive (HSE) (2014), Report of the Clinical Governance Development Initiative:
Sharing Our Learning, Quality and Patient Safety Division, Health Service Executive, Dublin.

Jarzabkowski, P., Balogun, J. and Seidl, D. (2007), “Strategizing: the challenge of a practice
perspective”, Human Relations, Vol. 60 No. 1, pp. 5-27.

Jarzabkowski, P. and Spee, A. (2009), “Strategy-as-practice: a review and future directions for the
field”, International Journal of Management Reviews, Vol. 11 No. 1, pp. 69-95.

Jones, L., Pomeroy, L., Robert, G., Burnett, S., Anderson, J.E. and Fulop, N.J. (2017), “How do hospital
boards govern for quality improvement? A mixed methods study of 15 organisations in England”,
British Medical Journal Quality and Safety, Vol. 0, pp. 1-9, doi: 10.1136/bmjqs-2016-006433.

Karassanvidou, E., Glaveli, N. and Zafiropoulos, K. (2011), “Assessing hospitals’ readiness for clinical
governance initiatives through organisational climate”, Journal of Health Organisation and
Management, Vol. 25 No. 2, pp. 214-240.

Kerlinger, F.N. and Lee, H.B. (2000), Foundations of Behavioral Research, 4th ed., Hercourt College
Publisher, Holt, New York.

KPMG (2018), Individual Accountability. Global Regulatory Developments in Financial Services, KPMG,
Dublin.

Krippendorff, K. (2013), Content Analysis: An Introduction to its Methodology, Sage, Los Angeles.

Mintzberg, H. (2012), “Managing the myths of health”, World Hospitals and Health Services, Vol. 48
No. 3, pp. 4-7.

Mintzberg, H. (2013), Simply Managing: What Managers Do – and Can Do Better, Berrett-Koehler
Publishers, San Francisco.

JHOM
35,9

32

http://csamm.org.my/files/Bioethics%20&%20COVID-19%20-%20Guidance%20for%20Clinicians.pdf
http://csamm.org.my/files/Bioethics%20&%20COVID-19%20-%20Guidance%20for%20Clinicians.pdf
https://doi.org/10.1136/bmjqs-2016-006433


Mintzberg, H. (2017), Managing the Myths of Health Care: Bridging the Separations between Care,
Cure, Control and Community, Berett-Koehler Publishers, Inc, Oakland California.

Ortner, S. (2006), Anthropology and Social Theory: Culture Power and the Acting Subject, Duke
University Press, Durham, NC.

Pronovost, P., ArmstrongDemski, M.R., Peterson, R.R. and Rothman, P.B. (2018), “Next level of board
accountability in health care quality”, Journal of Health Organization and Management, Vol. 32
No. 1, pp. 2-8.

Richards, L. and Morse, J. (2013), Qualitative Methods, 3rd ed., Sage, Los Angeles.

Scally, G. and Donaldson, L. (1998), “Clinical governance and the drive for quality improvement in the
new NHS in England”, British Medical Journal, Vol. 317 No. 7150, pp. 61-65.

Som, C.V. (2004), “Clinical governance: a fresh look at its definition”, Clinical Governance: An
International Journal, Vol. 9 No. 2, pp. 87-90.

Som, C.V. (2009), “Making sense of clinical governance at different levels in NHS hospital trusts”,
Clinical Governance: An International Journal, Vol. 14 No. 2, pp. 98-112.

Veenstra, G., Ahaus, K., Welker, G., Heineman, E., van der Laan, M. and Muntinghe, F. (2017),
“Rethinking clinical governance: healthcare professionals’ views: a Delphi study”, British
Medical Journal Open, Vol. 7, e012591, doi: 10.1136/bmjopen-2016-012591 (accessed July 2017).

Walshe, K. (1998), “Clinical governance what does it really mean?”, Health Services Management
Centre Newsletter, Vol. 4 No. 2, pp. 1-2.

Whittington, R. (2006), “Completing in the practice turn of strategy research”, Organization Studies,
Vol. 27 No. 5, pp. 613-634.

Corresponding author
Maureen Alice Flynn can be contacted at: maureena.flynn@hse.ie

For instructions on how to order reprints of this article, please visit our website:
www.emeraldgrouppublishing.com/licensing/reprints.htm
Or contact us for further details: permissions@emeraldinsight.com

Mapping
clinical

governance

33

https://doi.org/10.1136/bmjopen-2016-012591
mailto:maureena.flynn@hse.ie

	Mapping clinical governance to practitioner roles and responsibilities
	Introduction
	Literature review
	What is clinical governance?
	Practice theory
	Factors influencing practitioner interpretations

	Research questions and research methodology
	Interviewees
	Interviews
	Operationalising the constructs
	Analysis of the data

	Discussion of findings
	Comparison of best-practice keywords/terms and usage in praxis (RQ1)
	Influences of practitioner roles and responsibilities on interpretation of clinical governance in praxis (RQ2)
	Summary of findings

	Conclusion
	Limitations
	Implications for theory and practice
	Concluding comment

	Note
	References


