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ABSTRACT 
 

 

     Patient safety is an important issue for hospitals. However, despite 

efforts to reduce patient harm, adverse events continue to occur. Sudden 

or unexplained death, the most serious outcome of patient harm, 

requires mandatory reporting to the coroner. This study set out to 

examine the language used in coronial investigation reports, as a way of 

exploring a new perspective of patient safety. Using critical discourse 

analysis, the study has examined a coronial investigation report 

published in May 2020 and relating to a March 2018 death in a health 

care facility. Using Fairclough’s (1989) model and method of critical 

discourse analysis (CDA), the thesis examined the ways in which 

language is used in the coronial investigation report that frames patient 

safety. The analysis of the language indicated three discourses: legal, 

medical, and patient safety/harm. It identified the de-personalised nature 

of the interactional context of the report and the narrow focus that 

excluded many aspects of the broader sociocultural context. The findings 

suggest that hospitals should use proactive strategies with reactive 

investigations and that is important to think about a wider range of 

perspectives than those presented in the coronial investigation report. 
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CHAPTER ONE: INTRODUCTION 
 

In this introductory chapter, I provide an overview of my research aims, 

outline my position as the researcher and how the concept of patient safety 

and unexpected harm in health care became a topic for my research. To 

provide context for the reader, I have outlined the role of the coroner in 

Australia and the importance of coronial investigations in the context of 

patient safety in health care. Following this, I have outlined patient safety 

and its evolvement in Queensland.  

1.1 Research aims 
 

This research aims to examine, from a critical discourse analysis 

perspective, how the chosen coronial investigation report represents patient 

safety. Coronial investigation findings are used to inform patient safety 

systems in Queensland public hospitals and the language used in the report 

is an important consideration when examining patient safety and patient 

harm in health care. This research offers a distinctive perspective to the 

current literature on preventable death in health care in Queensland.   

1.2 Position of the researcher 
 

I have worked within health care for over 30 years, including as a clinician 

in perioperative, critical care, cardio-thoracic surgical and intensive care.  

Subsequent roles as a patient safety officer (PSO) in two Queensland 

Health hospitals led to an interest in patient safety and harm reduction in 

health care. As a PSO I was directly involved in multiple investigations 

related to preventable patient harm. Core functions of the PSO role include 

convening and overseeing meetings with key staff to review the 

circumstances surrounding episodes of patient harm, coordinating 

investigative reviews, and assisting in the development of recommendations 
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to be implemented to reduce the risk of an undesirable outcome from similar 

circumstances in future.   

Working as a PSO drew my attention to many points of health care 

delivery within Queensland Health, where patients were potentially 

vulnerable or experienced preventable harm. During my time in previous 

clinical roles, I became increasingly aware that, despite numerous internal 

reviews including formal root cause analysis investigations, system reviews, 

new or revised policy and procedure documents and staff education, I saw 

inconsistent change that improved patient safety within all clinical areas.   

Reportable deaths associated with health care delivery or failure to 

provide health care are referred to the coroner (Queensland Courts, 2021). 

As part of a coronial investigation, subsequent findings and 

recommendations are recorded. The findings and more specifically the 

recommendations are provided to health care facilities to mitigate 

unexpected death or harm in health care in a similar set of circumstances.   

Given the authoritarian nature of the coronial investigations and the 

recommendations that follow, I considered that reviewing a coronial 

investigation report could add potential insights into a previously unexplored 

area of patient safety.   

1.3 The role of the coroner in Australia 
 

The history of the Australian judiciary traces back to England and 

colonisation (Freckelton, 2007, 2018; McIlwraith & Madden, 2009). It was 

not until the death of Azaria Chamberlain in 1980 that the coroner’s role and 

police processes were evaluated and reviewed (Freckelton, 2007, 2018; 

McIlwraith & Madden, 2009). What followed was a transformation in the 

coronial system and establishment of forensic medicine institutes 

(McIlwraith & Madden, 2014).   

Many sudden and unexpected deaths that occur in health care are 

categorised as ‘reportable’ deaths, including those following the provision of 

care and/or a failure to provide health care. After notification of a ‘reportable’ 

death, the coroner decides whether a coronial investigation is required 
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(Freckelton, 2007, 2018; Freckelton & Ranson, 2006; Gandhi et al., 2018; 

Leape, 1999; Patton, 2015). The objective of contemporary public health 

law in Australia is the regulation of people and activities, in an attempt to 

ensure and maintain the wellbeing of the population at large (McIlwraith & 

Madden, 2014; Middleton & Buist, 2014; Saar et al., 2017). Statutory bodies 

throughout Australia institute and oversee regulations and requirements 

concerning a wide variety of issues, including investigation into causes of 

death in certain circumstances (McIlwraith & Madden, 2014). Coronial 

inquest findings are deemed a matter of public interest and, as such, are 

available in the public domain. Public interest in this instance refers to any 

event or issue that affects the good order and functioning of community and 

government matters (McIlwraith & Madden, 2014; Starr, 2019; The State of 

Queensland (Queensland Courts), 2018). The release of the inquest 

findings is deemed to add to public health and safety and general welfare 

with an overarching role of avoiding mortal harm in a similar set of 

circumstances in the future. Further, the role of the coroner is to ensure that 

sudden or unexpected deaths are accounted for and to reveal criminal and 

negligent activity and identification of otherwise harmful practices 

(Freckelton, 2018; McIlwraith & Madden, 2014). In relation to health care 

provision, the coroner investigates deaths that occur suddenly, are of 

unknown cause and occur during or shortly after surgery or other invasive 

procedures. 

The coroner is a magistrate and is given jurisdiction with wide ranging 

powers in all Australian states (McIlwraith & Madden, 2014; Starr, 2019). A 

powerful function of a coronial inquest is the public scrutiny of unsafe 

practices that provides the impetus for education and social change. 

Coronial inquests are a source of valuable information informing and guiding 

government departments such as health care facilities, with 

recommendations requiring that the department/s respond with actions that 

will reduce the incidence of death occurring in similar circumstances. The 

recommendations are meant to advise, shape, and improve patient safety 

systems and strategies within health care.    
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Under the Coroners Act 2003 (Section 12 (2) (b)), coroners are 

responsible for investigating reportable deaths that occur in Queensland.  

coroners investigate deaths that are ‘unnatural’, such as accidents, suicides, 

or homicides, deaths in custody or care, and deaths from unknown causes 

(Queensland Parliamentary Council, 2020). An unexpected death in health 

care is required to be reported to the coroner in the following circumstances: 

Healthcare-related deaths. 

Death following provision of health care. 

Deaths following the failure to provide health care. 

Violent or unnatural death. 

Death in care. 

“Cause of Death” certificate not issued and not likely to be issued. 

(Queensland Parliamentary Council, 2020; The State of Queensland  
     (Queensland Courts), 2018). 

 

The investigation determines the identity of the deceased person, where 

they died, how they died and the medical cause of death. Upon completion 

of a coronial investigation, the coroner is required to make written findings 

about the deceased and recommendations to prevent similar deaths 

occurring in the future (Queensland Parliamentary Council, 2020). A copy of 

the completed findings and recommendations are provided to the health 

care facility where the death occurred, the Patient Safety and Quality 

Improvement Service, Queensland Health and the family of the deceased 

(The State of Queensland (Queensland Courts), 2018).  

The coronial investigation report provides a clear and concise description 

of the chain of events, findings, and recommendations. The Coroners Court 

Act 2003 allows a coroner to make recommendations as part of their 

findings following an investigation. These can be made to any government 

minister or public statutory authority or other entity that may help prevent 

similar deaths (The State of Queensland (Queensland Courts), 2018; 

Queensland Parliamentary Council, 2020). The coroner cannot make a 

finding that a person is guilty of an offense or is civilly liable but can refer a 

matter to the Director of Public Prosecutions or a disciplinary body such as 
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the Australian Health Practitioner Regulation Agency (AHPRA) for 

consideration and possible further action (The Australian Health Practitioner 

Regulation Agency, 2021).      

The recommendations and findings within a coronial inquest are directed 

to government agencies to improve practice, process, policies, and 

legislation to prevent similar deaths in the future given a similar set of 

circumstances. A formal written response must be made to all coronial 

recommendations within three-months, stating the actions that have been 

taken to prevent a similar set of circumstances occurring (Queensland 

Parliamentary Council, 2020). In Queensland, a response to coronial 

recommendations occurs to provide comfort and information to families and 

in the interest of public transparency (Queensland Parliamentary Council, 

2020). Not all recommendations are instigated, although consideration and 

a response are provided to them all. The response outlines the 

considerations given by Queensland Health and, in some cases, the 

implementation of recommendations including the coroner’s comments and 

the role public health law plays in informing the public (Middleton & Buist, 

2014; Queensland Parliamentary Council, 2020). 

Given the wide-ranging reaching powers of the coroner and the influence 

that findings, recommendations, and conclusions may have in public health 

discourse, an examination of the language, which frames harm reduction 

and patient safety, is necessary. To date, there has been extensive 

research on patient safety and harm reduction in health care and often this 

is informed by coronial findings, recommendations, and conclusions 

(Corrigan et al., 2015; Duckett & Jorm, 2018; Emanuel et al., 2008; 

Runciman & Lumby, 2020; Runciman & Merry, 2003; Runciman et al., 2003; 

Runciman et al., 2007; The State of Queensland (Queensland Courts), 

2018). However, currently the literature is deficient of exploration of 

preventable death in the context of patient safety through examination of 

language and discourse. 
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1.3 A brief history of patient safety  
 

Two seminal reports published in 2000 changed the way patient harm in 

health care was viewed and reported worldwide. First was the Institute of 

Medicine (2000) report: To Err is Human: Building a Safer Health System 

and second, An Organization with a Memory (UK Department of Health, 

2000). Conventional thinking in relation to patient safety and patient harm 

was challenged by these reports globally (Berwick & Leape, 1999; 

Donaldson & Philip, 2004; Emanuel et al., 2008). Following these two critical 

reports, attention turned to patient safety: how it occurs, how it is reported, 

the response within health care and how it is managed (Berwick & Leape, 

1999). A key shift was a move away from blame and punitive action relating 

to individuals, to organisational failure (Leape & Berwick, 2005; Leape et al., 

2009). System failure and organisational culture were identified as key 

features of patient harm in health care (Berwick, 2016; Berwick & Leape, 

1999; Institute of Medicine, 2000; UK Department of Health, 2000; Vincent 

& Coulter, 2002).  

In 2005, media scrutiny of patient harm incidents at the Bundaberg 

Hospital in Queensland resulted in the establishment of the Davies 

Commission of Inquiry to review public demand for reform, health 

department restructure and process improvement for health care complaints 

(Habiba, 2014; Healy, 2016; Healy & Braithwaite, 2006; Morton, 2005; The 

Health Quality and Complaints Commission, 2005). An increased safety 

consciousness and awareness of health care improvements in patient 

safety and harm reduction was noted as disappointingly slow in producing 

positive outcomes (Leape & Berwick, 2005; The Health Quality and 

Complaints Commission, 2005). Substantial shifts in practice have occurred 

in response to these findings and health care governance has moved 

toward greater accountability to the public and other key stakeholders. 

Regulatory strategies have been adopted, aimed at building patient safety 

culture, quality improvement processes, mandatory reporting and peer 

learning (Duckett, 2020; Duckett & Jorm, 2018; Healy, 2016; Healy & 

Braithwaite, 2006; Wakefield et al., 2010).   
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Reason (2000) argues that safety design in health care must consider 

both human factors and system factors. The systems approach considers 

that human beings are fallible, and errors will occur (Reason, 1990, 2000, 

2017; Saar et al., 2017). Error in this instance is defined as a violation, slip 

or lapse in implementing an imperfect procedure (Larouzee & Le Coze, 

2020; Reason, 1990). Organisational systems and human error have been 

extensively explored within the literature (Duckett, 2020; Duckett & Jorm, 

2018; Lupton, 1992; Reason, 2000). To gain a deeper understanding of 

human error, interventions are increasingly designed to reduce the 

occurrence of errors and to minimise harm (Kelly, 2016; Pedersen & 

Mesman, 2021; Reason, 2017; Runciman & Lumby, 2020; Runciman et al., 

2007; Waring & Rowley, 2011).   

In theorising the systems approach, Reason (1990) introduced the 

analogy of the layers of Swiss cheese pieces, as illustrated in Figure 1. It 

was proposed that, if all the holes line up on layers of Swiss cheese, 

defensive barriers represented by the cheese are absent or overlooked and 

error can occur despite the best intentions. In a complex system, error can 

be prevented from causing harm by a series of barriers. This model has 

been applied and explored extensively to describe harm and error in health 

care since its first publication in 1990 (Larouzee & Le Coze, 2020; Reason, 

1990, 2000, 2017; Runciman & Merry, 2003; Runciman et al., 2003).   

 

 

Figure 1: Swiss cheese model of error (Reason, 2000, p. 769)  
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 The volume of literature exploring the multiple aspects of patient harm is 

vast and, due to the immense volume of literature relating to patient safety, 

it is beyond the scope of the literature review to explore every strategy, 

approach, process, and outcome related to patient safety at the local level. 

The literature included here explores the way patient safety has been 

conceptualised over time. 

Since 1999, patient safety discussion has included conversation towards 

improving and refining health care delivery practices and management 

toward constructing health care practice to be the safest it can possibly be 

to reduce preventable harm. This has encompassed examination of human 

factors, human performance, and system failure (Leatherman & Berwick, 

2020). Exploration and theories of error and harm moved from a culture of 

blame toward examination of human factors, technology, and system failure 

(Kelly, 2016). This included the fundamentals of improving patient safety 

and preventable harm (unexpected death): communication, movement away 

from human infallibility and the development of a non-punitive reporting of 

adverse events and contributing factors (Corrigan et al., 2015; Hofheinz, 

2019).   

It is close to 20 years since the publication of To Err is Human and An 

Organisation with A Memory; yet preventable harm and unexpected death in 

health care remain (Donaldson, 2021; Donaldson, 2002; Emanuel et al., 

2008; Leatherman & Berwick, 2020; Runciman et al., 2007; UK Department 

of Health, 2000). Resource intensive interventions intended to improve 

patient safety and reliability of health care have been implemented, 

examined, and measured extensively. Despite the extensive identification of 

factors that contribute to patient harm, unintended harm and unexpected 

death continue to occur in health care. Complete transparency is required 

as we move into a more contemporary era of patient safety and health care 

(Corrigan et al., 2015; Leatherman & Berwick, 2020).  

Patient harm and human error are studied and investigated from multiple 

perspectives: human error, system failure, under regulation, over regulation, 

poor leadership, and communication breakdowns between teams. However, 
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the language that frames patient safety has only begun to be examined 

(Waring, 2009; Waring et al., 2016; Waring & Rowley, 2011). 

1.4 Setting the scene: Patient safety 
 

      There are many definitions to describe patient safety. The Institute of 

Medicine report: To Err is Human: Building a Safer Health System (Institute 

of Medicine, 2000) describes patient safety as the “freedom from injury.” 

The World Health Organisation (2021) expresses that patient safety 

endeavours should “prevent harm to patients during the process of health 

care itself” and as “the absence of preventable harm to a patient during the 

process of health care” (World Health Organization, 2021). The Australian 

Institute of Health and Welfare (AIHW) describes the safety of the health 

care system, as defined by the National Health Performance Committee, as 

relating to the avoidance or reduction to acceptable limits of actual or 

potential harm from health care management, or the environment in which 

health care is delivered (Australian Institute of Health and Welfare, 2018, 

2021; The National Health Information and Performance Principal 

Committee, 2017).  

Patient safety is about harm minimisation and risk mitigation in a high-risk 

industry, such as health care delivery to people, where patients are in a 

vulnerable situation. It is only in recent times that health care delivery has 

been acknowledged as a high-risk environment in which patients and staff 

are interacting daily (Dixon-Woods et al., 2010).  

 Runciman and Lumby (2020) define a system as a collection of two or 

more interacting parts. The system of health care delivery in hospital is 

complex and the number of possible interactions is such that predicting its 

long-term behaviour on the basis of knowledge of its component parts 

becomes extremely difficult or at times impossible (Dekker et al., 2011; 

Pype et al., 2018). Perrow (2011) maintains that accidents are inevitable in 

complex systems. Indeed, health care delivery occurs in a very complex 

system, comprising patients, staff, infrastructure, therapeutic agents, and 
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technology all interacting in highly complex, infinitely variable ways (Holden 

et al., 2020; Leape, 2021b; Reason, 2000, 2017).  

Health care occurs in a complex organisation which shares features with 

other hazardous high technology systems such as aviation, railways, marine 

operations, and nuclear plants (Carayon & Wood, 2010; Carayon et al., 

2021). Health care takes place in a highly diverse environment (Duckett, 

2020; Duckett & Jorm, 2018). The tasks of care delivery are widely diverse 

as are how they are carried out. The consumers of healthcare services are 

vulnerable, seeking healthcare due to illness or injury. Activity patterns 

within healthcare require human involvement and communication of 

information in an uncertain and often unregulated way (Hofheinz, 2019; 

Runciman & Lumby, 2020). Patient safety related issues include addressing 

human error and the contributing causes as a broader approach to systemic 

failure (Allen et al., 2016; Karkhanis & Thompson, 2020). Approaches to 

patient safety and harm focused on the underlying causes of adverse 

events and lessons learnt (Allison & Peters, 2021; Donaldson et al., 2021; 

Donaldson & Philip, 2004; Karkhanis & Thompson, 2020; Peerally et al., 

2017; Singh, 2018).  

1.5 Human factors and patient safety 
 

    Human factor principles acknowledge that human beings are fallible, and 

error will occur if vigorous systems are not in place to prevent error. The 

person-centred (punitive) approach was often the method taken in health 

care historically where an error in health care was explored (Carayon & 

Wood, 2010; Leape, 2021a, 2021b, 2021c; Parker & Davies, 2020). The 

person approach focuses squarely on the errors made by individuals, 

attributing blame (Carayon & Wood, 2010; Carayon et al., 2021; Reason, 

2000, 2017).  Although often not a productive or helpful method on a 

personal level, it does assume that people are their own agents and are 

capable of choosing between safe and unsafe modes of behaviour 

(Carayon & Wood, 2010; Gartrell & White, 2021; Holden et al., 2020; Parker 

& Davies, 2020). This approach focuses on the individual as the starting 
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point of an error, isolating unsafe acts outside of the context in which it 

occurred. The greatest risk is that, in a situation where the same set of 

circumstances is present, the error may occur again and may result in a 

more serious outcome (Reason, 2000). This approach does not seek out 

the error provoking factors that may be present and can be harmful to 

clinicians and the reluctance to report error for fear of career damage 

(Parker & Davies, 2020). 

     The systems approach acknowledges human fallibility. In this approach, 

errors are seen as consequences rather than causes related to poor system 

design (Reason, 1990, 2000, 2017). Counter measures are taken 

proactively, knowing that human nature cannot be altered but the conditions 

in which humans work can be changed to accommodate this (Carayon & 

Wood, 2010; Carayon et al., 2021; Carayon et al., 2014; Corrigan et al., 

2015; Reason, 2000). Safety barriers and defence mechanisms are put in 

place to prevent error and to prevent patient harm (Holden et al., 2020; 

Pype et al., 2018). This approach acknowledges that human variability and 

fallibility are a component in considering patient safety (Carayon et al., 

2021; Carayon et al., 2014).   

     This chapter has explored the role of the coroner and patient safety. 

Patient safety and patient harm in health care continue to challenge health 

care professionals. There is no quick fix or an easy answer. Modern health 

care delivery is extraordinarily complex (Pype et al., 2018). The risk of harm 

in health care is still present. Patient safety and prevention of harm have 

become a health care discipline that is evolving, with the aim to understand 

and contribute knowledge to reduce the risk of error and preventable harm.  
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CHAPTER TWO: SETTING UP 
THE STUDY 

 

This chapter outlines the document chosen for analysis, trustworthiness 

in research, critical discourse analysis as a research theory, critical 

discourse analysis as a research methodology, ethics, and trustworthiness 

in research. I will then discuss how the critical discourse analysis model was 

used in this study, and associated ethics. 

The report that was chosen was within the last five years, did not include 

infants, children, suicides, a high-profile inquest or an inquest where legal 

proceedings have taken place or are known to be taking place. In addition, it 

was ensured that the report chosen did not contain any identifying notations, 

such as patient, family and staff names, and the hospital in which the death 

occurred.  

2.1 Trustworthiness 
 

I have confidence that the findings of this study are credible. Fairclough 

(2015) provided guidelines for the linguistic analysis of text and the journal 

article included in Chapter Three contains examples of the linguistic 

analysis that was conducted. Other researchers should be able to see how 

the analysis was conducted. This provides evidence of the processes 

followed and the trustworthiness of the study (National Health and Medical 

Research Council, 2021). As a researcher, I have confidence that the 

credibility and the findings acknowledge the multiple truths within the 

coronial investigation report. Integrity in critical discourse analysis data 

examination was ensured through the data collection parameters and 

adherence to critical discourse analysis principles (Patton, 2015). This was 

done as an inductive approach. I anticipate that the study could be easily 

replicated for further analysis of coronial inquest reports and similar 

documents.   
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2.2 Research design  
 

     The completed document analysis, A critical discourse analysis of a 

Queensland coronial investigation report, forms the work undertaken to 

meet the requirements of the Master of Professional Studies (MPSR). Using 

a critical discourse analysis lens as a theoretical framework, the study 

examined the language within a single Queensland coronial investigation 

report.   

The aim of this research was to explore the language used in a 

coronial investigation report as a pilot for more broadly focused research 

into patient safety in health care. Although this study was limited to an 

analysis of one report, the aim was to work with critical discourse analysis 

and to conduct a detailed analysis of the language used within the report, as 

a way of determining the discourses that were used. The questions 

informing this research were:  

 1. What does a critical discourse analysis lens reveal about the discourses 

within a coronial investigation report?  

 2. How is patient safety constructed within a coronial investigation report? 

 

Connective statements were identified to examine the link between 

sentences and ideas. Sentence construction was reviewed, including 

interactional control and complexity of ideas. The analysis moved through 

processing analysis of text production and consumption in line with 

Fairclough’s model (Fairclough, 1992, 2015, 2020). This included 

consideration of power, coherence of the text and intertextual 

connectedness within the text itself. As the model suggests, text, production 

and consumption, and social analysis are intermingled, and this component 

was included in the analysis. Finally, sociocultural practice through a social 

analysis of the discursive events was examined. This included socio-cultural 
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practice, power relations, ideologies, and ruling/dominant social or political 

context that the discourse may produce.  

An examination from a critical discourse analysis perspective allowed for 

revelations which can inform public health discourse, organisational 

reflection, and accountability. Lupton (1992) explains that discourse analysis 

allows for exploration of the contemporary culture and society and linking it 

to social change. The method of CDA will allow for a micro investigation 

focusing on the rhetorical devices, linguistic structure, the context (coronial 

inquest and unexpected death in health care) and the ideology, which is 

produced within the themes of patient safety and preventable death. The 

research aims, through the analysis of a single coronial report, to provide 

insights into how the report works within the health care system, and 

hopefully this might offer some insights to assist future thinking about how to 

enhance patient safety and reduce patient harm.   

The report chosen for analysis was 2018/1021 Non-inquest findings into 

the death of FD (Kirkegaard, 2020). The key themes listed in the report 

include “Percutaneous Endoscopic Gastrostomy (PEG); post-PEG insertion 

care & complications; rural hospital presentation; delayed recognition & 

response to sepsis; Adult Sepsis Pathway; RESIST Sepsis Program; 

Queensland Sepsis Collaborative; delayed acceptance for interhospital 

transfer; management of urgent interhospital transfer from rural hospital to 

regional tertiary hospital. The full report is provided in Appendix C. 

2.3 Critical discourse analysis as a research 
theory 

 

Critical discourse analysis (CDA) is an interdisciplinary methodology for 

the study of language (Fairclough, 1995). CDA developed from the fields of 

critical semiotics and critical linguistics. Critical discourse analysis examines 

language and how it is used with consideration of the context it occurs in 

(Jørgensen & Phillips, 2002). This context includes the social, cultural, and 

political environment in which it is occurring. Wodak and Chilton (2005) 

stated that CDA is a theory stemming from linguistics.   
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It combines academic contributions from the social sciences, language 

philosophy, francophone discourse analysis and systemic functional 

linguistics (Wodak & Meyer, 2016). The blending of these different 

approaches provides a dynamic dimension as an analytical tool for 

investigation and scrutiny to ensure capture of elusive and indirect 

nuisances in text and speech as discourse (Wodak & Meyer, 2016). The 

language used in the coronial inquest reports, findings and 

recommendations is a social practice which influences patient safety 

discourse within health care. 

 Fairclough’s (1992, 2015) work is the most appropriate model for this 

research as it provides a way of understanding how language, as part of the 

social world, occurs in health care in the presence of patient mortality.  

Understanding how and why the language is used to describe and discuss 

patient safety and patient harm in the chosen coronial inquest report will 

provide a way to understand the relationships between people or groups of 

people, as well as the context (Fairclough, 1992, 2015). Additionally, a 

critical discourse analysis can reveal what the text leaves out, and how text 

transforms social realities represented by the discourse (van Leeuwen, 

2018).    

To describe how discourse works, Fairclough (1992) developed a model 

(Figure 2) that explains the relationship between text, interaction, and 

context. The three-dimensional framework envisages that every 

communication event comprises the three dimensions of text, discursive 

practice, and social practice in a unity of social structure. Text is central to 

the model and results from the interaction, and the processes of both 

production and interpretation are dependent on context (Fairclough, 1992, 

2015).  
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  Figure 2: Fairclough’s critical discourse analysis model (Fairclough,  

                     2015, p. 58) 

    CDA seeks to explain why and how language (text and speech) does 

the work that it does, and who benefits (Fairclough, 1992, 2015). Text 

involves language and its interaction and context within the social and 

material world (Fairclough, 1989, 1995). Language is a sign that provides 

evidence of how the social world works (Fairclough, 1992). To understand 

the use of critical discourse analysis in the examination of the coronial 

investigation report, a brief history will be discussed to provide context along 

with a brief introduction to the underpinning theory.  

Multiple health care disciplines are represented within health care. Within 

each discipline there is a specific and shared ‘discourse’ associated with 

that profession, with an agreed understanding of its language and context 

(Fairclough, 1989, 1992, 1995, 2015). Discourse reflects the world in which 

it occurs, and it projects imaginary, representations of possible worlds which 

are distinctly dissimilar from the actual world (Fairclough, 1989). Tension 

exists within the text, contingent on the directions it is projecting (Fairclough, 

1992). These complex relationships between the people involved in the 

exchange of discourse and the variables within everyone, may either 

complement or compete, dominate, or defer. Fairclough explains that 

different discourses are different perspectives of the world, and they are 

associated with the different relationship’s groups have in and with the 

material world. They are also dependent on the positions individuals hold, 

social and personal identities, and the social relationship and authority 

gradient they have with other people (Gee, 2015). Language is bound with 
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ideology, and it cannot be understood without consideration of this and the 

context in which occurs in (Fairclough, 2020; Gee, 2015).   

The practice of ‘language’ is a key part of social practice. A phenomenon 

itself, language reflects, constructs and frames meaning (Fairclough, 1989, 

1992, 1995, 2015, 2020). As a social semiotic, language is powerful, as a 

tool, and can construct a situated reality (Fairclough, 2015) (Wodak & 

Meyer, 2016). Language, when socially situated, can be especially 

influential and potent. Fairclough (1992) asserts that language is not neutral 

and is always ideological. In this sense, language plays a dominant role in 

influencing reality and shaping accepted truths. As the social practice of 

language is not neutral, discourse constructs in specific ways to represent a 

produced reality. Through this understanding, it can be affirmed that 

language is never arbitrary or impartial (Fairclough, 1995, 2020; Jørgensen 

& Phillips, 2002; Wodak & Meyer, 2016). 

 

2.4 Critical discourse analysis as a methodology 
 

Critical discourse analysis as a methodology encompasses the process 

of deconstructing and critiquing language and the socially situated context in 

which it occurs (Fairclough, 1989, 1992, 1995, 2015). CDA explores the 

idea that discourse is shaped and influenced by social structure and culture. 

As a methodology, it seeks to signify discursive practice as ways of being in 

the world that denote accepted roles and identities. CDA exposes 

sociocultural practice and links discourse, both text and dialogue, as 

representative of the world in which it occurs (Fairclough, 2020).  

CDA as a methodological approach allowed for exploration beyond the 

signs contained in the coroner’s investigation report findings. CDA aims to 

analytically discover opaque relations of interconnection, such as seen in 

health care between broad practices, proceedings and texts, and wider 

social and cultural structures (Waring & Rowley, 2011). Utilising CDA 

facilitated an unimpeded (no field work) investigation, allowing the 
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researcher to analyse the coronial investigation report. This was particularly 

important during the COVID-19 lockdowns that impacted on face-to-face 

research. 

     Fairclough (1995) suggests that discourse is the use of language as a 

form of social practice and discourse analysis dissects how discourse works 

within a specific sociocultural political setting. Language as social practice 

specifically within health care facilities is specific, yet not clearly defined.  

Whenever discourse as text or talk is exchanged or provided, it is done so in 

ways that may have predetermined social effects. Even when social actors 

believe they are using language that contains no or little social influence, 

within the structure, there is social influence and social effect which maintain 

or change consequences (van Leeuwen, 2018). Fairclough (1989) explains 

that social actors internalise what is socially produced and submitted within 

society to engage in social practice and discourse. Discourse, therefore, has 

a powerful role in cognitive interpretations. Discourse holds the power to 

influence large social structures and society. Fairclough (2020) explains that 

discourse constructs knowledge, attitudes, social relationship, and identities. 

Critical discourse analysis questions how discourse creates, maintains, and 

questions domination and power relationships.  

     Through critical discourse analysis, this research seeks to examine the 

social structure contained within the coronial inquest report findings, to 

uncover how this specific discourse structure influences, produces, 

reproduces, and challenges patient safety construction.   

This included consideration of:  

1. What experiential values do the words have? 

2. What relational values do the words have? 

3. What expressive values do the words have? 

4. What metaphors are used? 

5. What experiential values do grammatical features have? 

6. What relational values do grammatical features have? 

7. What expressive values do grammatical features have? 

8. How are (simple) sentences linked together? 



   

 

 

 

19 

9. What interactional conventions are used? 

10. What larger-scale structures doe the text have? 

 

(Fairclough, 1989, pp. 110-111) 

 

     CDA describes the analysis of the textual dimension of discourse as 

informed by systemic functional linguistics, focusing on aspects of a text, 

vocabulary, grammar, cohesion, and macro-textual structure (Fairclough, 

1995, 2020). With the complex relationships between the people involved in 

the text exchange and the variables within, everyone may complement each 

other, compete, dominate, or defer. Discourse must be considered as part 

of the resource ‘tool kit’ that people deploy in relating to one another, 

maintaining separation, cooperating, competing, dominating, and seeking to 

change the ways in which they relate to one another (Fairclough, 1989, 

1995).  

Despite extensive investigations into preventable patient harm, patient 

safety and unexpected death in health care, harm and deaths still occur.  

Literature searches failed to identify any papers examining the language 

used in coronial inquest reports or how these influence patient safety 

systems in Queensland health care facilities. The overall aim of this 

research is to provide a CDA perspective in the realm of patient safety 

system development.   

The discourse analysis followed the CDA model, beginning with the ten-

step textual analysis process (Fairclough, 2015). The analysis included 

establishing the context. This involved reflecting upon the wider context 

which was explored within the literature review. Exploration of the 

production process followed, examining the production of the source 

material (a coronial investigation report), including the layout of the report. 

The material was then prepared through a coding strategy identifying the 

key language features. Coding the material allowed for the process of 

examining the structure of the text. From this point, a closer review of the 

material and examination of the discourse fragments followed. The next 

step was identifying linguistic and rhetorical mechanisms, such as word 
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groups and grammatical features, rhetorical literacy features, direct and 

indirect speech, modalities and evidentialities. The final part of the analysis 

completes with a presentation of the findings. The presentation of the 

findings is included in the article in Chapter Three.  

Fairclough’s critical discourse analysis model describes the three levels 

of analysis: Description of the language; Interpretation of the interactional 

context/relationships; Explanation of the sociological cultural context.  

Fairclough’s guidelines spell out the analysis/description of the language 

that is required for a thorough critical discourse analysis.    

2.5 Ethics 
 

Ethical conduct involves acting in the right spirit, out of respect and 

concern for the welfare of one’s fellow creatures (National Health and 

Medical Research Council, 2021). In keeping with this, an ethics 

application was submitted to and approved by the University of Southern 

Queensland Human Research Ethics Committee: Ethics approval number: 

H21REA012, shown within Appendix B.  

Coronial inquest reports are available online as a matter of public 

interest. The contents of the documents include identification of the 

deceased, the family of the deceased, attending legal counsel 

representing the crown and the facility, the facility where the event took 

place, all staff involved including qualifications and any other relevant 

information (The State of Queensland (Queensland Courts), 2018). 

Coronial inquest reports are, by their very nature, distressing and 

confronting, with details of patients and staff exposed in a very complex 

way. In the document chosen for analysis, the patient is identified by 

initials and the specific locations are described in general terms, such as a 

“rural hospital.” 
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CHAPTER THREE: THE 
JOURNAL ARTICLE, WITH 

OUTCOMES OF THE ANALYSIS 
 

This chapter contains the journal article submitted for publication to the 

Australian Journal of Advanced Nursing and the contribution this research 

adds to the field of patient safety in health care. 

The article draws on information from Chapters One and Two, although 

in a much briefer form to meet the journal’s requirement for a word length of 

no more than 5,000, including the references. In particular, the journal 

article presents the outcomes of the data analysis, with discussion of how 

the findings might influence a rethinking of patient safety. Authorship of this 

article was in line with University of Southern Queensland higher research 

degree thesis by publication.  My supervisors’ contribution was 49% and my 

contribution was 51%.   

3.1 Article submission 
 

The Australian Journal of Advanced Nursing (AJAN) is a peer reviewed 

scholarly journal of the Australian Nursing and Midwifery Federation 

(ANMF). The journal provides a platform to present and promote a wide 

variety of original research and scholarly work, to inform and empower 

nurses, midwives, and other healthcare professionals to improve the 

health and wellbeing of all communities and to be prepared for the future. 

The article was prepared and submitted for review during my enrolment in 

the Master of Professional studies. Appendix A contains the receipt of 

article submission (The Australian Journal of Advanced Nursing, 2021).   
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CHAPTER FOUR: 
LIMITATIONS, CONTRIBUTIONS 

TO KNOWLEDGE, AND 
CONCLUSION 

     

This is the concluding chapter for this study. Chapter One set the scene 

for this thesis, explaining the research aims and the position of myself as the 

researcher. This was followed by an overview of the role of the coroner in 

Australia and the field of patient safety as it emerged into the field of study 

and the literature review. Chapter Two discussed research design and the 

use of critical discourse analysis as research theory and methodology. 

Chapter Three includes an article written for publication, discussing the 

results of the analysis. As explained, the article has been submitted for 

publication with the Australian Journal of Advanced Nursing.     

This final chapter provides an overview of what was discussed throughout 

the thesis, beginning with an acknowledgement of the limitations of the study 

advancement of knowledge in the realm of patient safety in health care and 

closing with a conclusion. 

4.1 Limitations 
 

As a researcher I recognise that a critical discourse analysis of a single 

coronial investigation report means that that the study has a narrow view.  

The study did not include collecting data beyond that of the single report, but 

it meant that the methodology was trialled as a way of checking its 

usefulness for a larger study relating to the field of patient safety/harm. The 

critical discourse analysis perspective identified by Fairclough (1989, 1995, 

2015) was used to frame the study and to analyse that report. In many ways, 
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it was good fortune that I had not planned to collect interview or focus group 

data, as that would have been disrupted by the COVID-19 restrictions. 

From a personal perspective, the examination of a coronial investigation 

report trialled the use of critical discourse analysis to determine if this would 

be a useful tool to assist in designing a larger study for a PhD research 

project. By extending this research, the process of data collection would 

include examining a larger number of reports and extending the data 

collection process to those writing and dealing with such reports.  

 4.2 Contribution to knowledge in the area of 
patient safety in health care   

 

Since the publication of the Institute of Medicine report: To Err is Human: 

Building a Safer Health System (Institute of Medicine, 2000) and An 

Organization with a Memory (UK Department of Health, 2000), patient 

safety in health care has quickly become a health care discipline. Closer 

attention to patient safety and preventable harm in health care has spurred 

significant research to understand how this might be achieved. Since the 

reports cited above, multiple patient harm mitigation strategies have been 

put in place. They have included strategies such as national governing 

bodies, purpose-built health care environments, improved policy and 

procedures which guide clinical practice, strategies to improve workplace 

culture, patient empowerment through acknowledgement of patient rights 

and responsibilities and many other practical activities. Nevertheless, 

patient safety is still not as good as we would like it to be. 

The analysis of the coronial investigation report revealed that some 

discourses were prioritised over others, and this can in turn blur the full 

situation for healthcare facilities in addressing patient safety and 

preventable harm in healthcare. This is especially relevant for the 

healthcare facilities where the harm and mortality has occurred. A coronial 

investigation report presents a focused medical chain of events which is 

required when reviewing harm in healthcare. However, what is missing is 
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consideration of the wider perspectives and the broader context within 

which patient harm occurs.  

It became clear in the analysis of the single report that legal and medical 

discourses were those that were prioritised. It was also evident that the 

everyday realities of hospitals and health care facilities, particularly those in 

rural areas, were alluded to, but not identified as necessarily impacting on 

the potential for future patient safety. For health care professionals ‘on the 

ground’ in hospitals, however, their practice is influenced by government 

funding, the availability of resources, the availability of highly qualified staff, 

and so on. These factors should be taken into consideration when coronial 

investigation reports are discussed by those who must respond and say 

how future harmful events will be avoided.  

The linguistic and discourse approach to understanding the relationship 

between language, patient safety, socio-cultural context and the 

presentation of the events in a coronial investigation report can add a 

broader assessment for consideration. Although this study does not address 

how those in the health care professions might act differently now, it does 

indicate that further research is needed to investigate whether the 

discourses identified in the one report are paralleled in other reports. This 

small study lays the foundation for further critical discourse analysis into 

preventable harm and patient safety in health care. 

 

4.3 Conclusion 
 

The community and patients in care trust clinicians and other health care 

providers to deliver high quality, evidence based, safe healthcare. It is the 

duty of clinicians to do everything possible to mitigate preventable harm. It is 

now over 20 years since the publications which provoked health care 

providers globally to investigate and examine patient harm (Leape, 2021b). 

Patient safety and quality improvement is now a well-established field in 

health care and has become part of the toolkit for hospital and health 

services in mitigating preventable harm. A great deal is known about how to 
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make care safer by changing systems and process. To date, learnings and 

reflections from patients’ outcomes of preventable harm sustained in 

Queensland has resulted in Queensland health initiatives such as quality 

assurance committees and root cause analysis investigations. 

This study set out to investigate a coronial investigation report through a 

critical discourse analysis lens utilising’s Fairclough’s (1989, 1992) critical 

discourse analysis model. I examined a coronial investigation report 

published in Queensland in 2020. The research aim was to study data drawn 

from a critical discourse investigation report to identify the language used in 

the report as it relates to patient safety. I analysed the data using 

Fairclough’s (1992) three-dimensional model of discourse as text, interaction, 

and context shown in Figure 2.  

Utilising the critical discourse analysis model, I was able examine more 

than just the text. The data analysis allowed for considerations of the 

interactional and sociocultural contexts in which the text was produced. The 

linguistic qualities of the report, such as the formal, clear, and minimalist 

language, often masked the depersonalisation of those involved in the events 

that occurred. Further consideration of the events leading to Mrs D’s death 

and the personal involvement beyond the chronological sequence was 

absent. Although the report is in line with legal process, there are missed 

opportunities for inclusion of the personal patient and family experience.  

Patient safety process and patient safety itself have been examined 

extensively in the literature. The conclusion and applications related to 

patient safety and prevention of patient harm have primarily been focused on 

macro interventions, such as improved checklists for implementing a 

procedure, ID bracelet identification of allergies, surgical safety checklists, 

increased training of staff, the introduction of local champions and rounding 

communication styles.    

From this pilot study of coronial investigation report number 2018/1021 

non-inquest findings into the death of FD, scope for further research has 

arisen, such as the inclusion of the powerful role of the patient and family 

experience in preventable death in health care. With further investigation, it is 
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possible that there may be recommendations for professional practice, 

especially in relation to considerations of the broader context within which 

patient harm becomes an issue. 

A publication from this research has been submitted to contribute to the 

wider professional dialogue and potential for policy development within the 

health care domain. The article was submitted to the Australian Journal of 

Advanced Nursing. This research seeks to establish the patient safety 

discourse within the coronial inquest reports to be expanded upon into a PhD 

study. The PhD will move beyond document analysis to conduct interviews 

with staff within health care facilities and those who use coronial inquest 

reports to support change within health care. Interviews will be conducted 

with focus groups. The interviews will explore the views, experiences, beliefs, 

and motivations of individual participants related to the language that frames 

patient safety. The outcomes of this research will add to the existing base 

related to the research area of patient safety, to influence and inform wider 

policy enactments at state and federal levels. This is where the research 

should impact on those who work in hospitals and other health care facilities. 

Discourse has a powerful role in shaping interpretations and outcomes 

and cognitive interpretations. The authoritative and central role of language is 

in composition, reproduction, and transformation of social practice. It is time 

to examine the language that develops and informs patient safety systems 

and why (Fairclough, 2015). The overall aim is to add meaningful discussion 

and reflection regarding patient and patient safety systems to improve patient 

safety in health care. 
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