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Background

Audiologists in Queensland’s public sector typically alert the Healthy Hearing Program of cases with unexpected findings (e.g. children with normal infant diagnostic
audiology findings who are later diagnosed with permanent hearing loss, children initially diagnosed with permanent hearing loss who are later found to have normal

hearing) or where a concern or query of a clinical nature arises. Formerly, this process had several limitations:

(1) Responsibility for case review sat with a single audiologist with no formalised pathway to provide feedback or communicate risk to audiology service managers.

Generally, cases were reviewed against the Healthy Hearing diagnostic protocol and any practice issues noted were discussed with the diagnostic audiologist.

(2) Review findings and recommendations were not systematically registered or quantified, limiting the opportunity to understand individual, service or program

level risks and opportunities for improvements in safety and quality.
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Human Factors Approach

If a clinical error or near miss is identified, the PCC applies learnings
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and provides recommendations using a human factors approach. A variation from
standard practice,
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