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A new critical care clinical network was recently developed, and there are two other 

networks (for palliative care and older people in hospital) supported through  

separate processes.470 

While some networks have had important successes,471 most have been inadequately 

resourced and lacked clear direction and accountability.472 Detached from the 

department’s own improvement priorities, they have been floating adrift in the 

department with three organisational homes in the past three years. In October 2015, 

they were moved to the Health Service Performance and Programs division.

With stability, clear goals and appropriate resourcing, we believe all of the networks 

could play a pivotal role in service improvement. For this reason, we recommend the 

department rebuild and support the clinical networks to provide clear clinical leadership 

across the state. Rather than being detached from the department, they should be 

embedded in its work to minimise harm and improve safety and quality more broadly. 

Their work should be coordinated and collaborative. They should be focused on well-

defined objectives, accountable for measurable outcomes, and have re-appointment, 

autonomy and funding allocated on the basis of success against those outcomes. 

The network’s’ activities must be coordinated and collaborative

The Maternity and Newborn Clinical Network appears to be working in isolation and 

should be brought under the one system umbrella. They should continue to exist, but 

should have a line of sight from an overarching group looking at the whole system.

The Royal Women’s Hospital

The department’s current approach to networks is somewhat idiosyncratic. Networks 

seem to have been created to address specific issues with varying reporting 

arrangements rather than as part of the department’s overarching goals for system 

improvement. Further, there has been limited collaboration between the networks, who  

in the absence of effective central coordination have individually pursued specialty-  

and hospital-specific improvement goals, rather than working together to improve 

patient outcomes across their entire care journey.

This approach is at odds with the reality that an increasing number of patients suffer 

from more than one condition and so require complex, coordinated and interdisciplinary 

care involving multiple providers across the acute and primary care systems.

470	 The department’s Continuing Care branch also supports two further clinical networks: the ‘Palliative Care 
Clinical Network’ and the ‘Clinical Leadership Group on Care of Older People in Hospital’ (project officer 
positions for the Clinical Leadership Group on Care of Older People in Hospital are funded through Alfred 
Health).

471	 For example, a recent project run by the Emergency Clinical Network led to clinically and statistically 
significant improvements in the way that atrial fibrillation was managed. Kelly and Pannifex (2016)

472	 A recent review of the clinical networks noted that there is ‘no over-arching vision or strategic plan for 
the clinical networks as a collective’, however, a 2011 unpublished departmental document concerning the 
clinical networks stated the purpose was ‘connecting care, driving best practice and improving patient 
outcomes’. This does not appear to have been operationalised.’ Department of Health and Human  
Services (2016a), p. 2.
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We think the networks should evolve to reflect this reality better. We propose that the 

OSQI develop a strategic plan to improve coordination of the networks’ objectives 

and activities. One way of doing this may be to create a new and comprehensive 

configuration of networks that cover all aspects of care, and are organised along  

lines that promote integrated care. This option is described in Box 17. 

Box 17: Quality Improvement Networks to coordinate interdisciplinary improvement work

The OSQI may consider creating overarching Quality Improvement Networks (QINs) 

to coordinate the work of the existing specialty-specific networks. These QINs would 

bring together the work of specialty-specific networks to improve integrated care.

For example, a chronic disease QIN could bring together several specialty-specific 

networks, such as the renal and cardiac, and a potential diabetes network. Those 

networks would continue to pursue specialty-specific goals (for example, reducing 

incidence of in-hospital renal failure, cardiac complications and hypoglycaemia, 

which are among the Australian Commission on Safety and Quality in Health Care’s 

priority complications). However, they would also cooperate on integrated care 

improvement projects (for example, improving outcomes for diabetes patients 

who are at risk of both renal and cardiac complications, which have common care 

antecedents). 

QINs should not only be interdisciplinary but also involve a mix of clinicians and 

patients, hospital-based and primary care clinicians, and people with public and 

private sector experience. They should be balanced in terms of rural–urban location 

and gender. 

The OSQI should develop a plan for its coordination strategy within 12 months for full 

implementation within three years. It should also develop a strategy for engaging the 

newly formed Primary Healthcare Networks in the development of agreed baselines 

of evidence-based best-practice care across acute and primary care settings.473 The 

initial output of this work will be agreed care paths that can then be used to assist 

with transparent monitoring of patient, process and cost outcomes across the patient 

journey. The new networks must work towards a clear and shared goal.

The OSQI should ensure that the new network configuration (whether through additional 

standalone clinical networks, or through the overarching network structure proposed 

in Box 17) incorporates mental health,  infections and infectious disease, surgery and 

general medicine, as there is a clear need for development or refinement of a range  

of performance indicators related to these fields.474 

473	 Swerissen and Duckett (2016)
474	 As discussed in Chapter 3, the surgical network should replace the Victorian Surgical Consultative Council 

and the Victorian Consultative Council for Anaesthetic Morbidity and Mortality, and have close links with 
the Royal Australasian College of Surgeons and the Victorian Audit of Surgical Mortality. The infections and 
infectious disease network would incorporate the functions of the Health Associated Infection Committee. 
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The new networks must work towards a clear and shared goal

In Chapter 3 we recommended that the department monitor each hospital’s incidence 

of high-priority complications along with its relative performance on a number of safety 

and quality Variable Life Adjusted Displays (VLADs). As discussed, vigorous oversight 

of these indicators will help the department more quickly identify and address the 

worst failings in care in a minority of hospitals. However, oversight alone will not help 

the majority of hospitals go from good to excellent performance, with zero preventable 

harm, minimal complications and optimal quality. 

We think the latter task should belong to the clinical networks. Each network should 

have responsibility for lowering the statewide incidence of all priority complications 

relevant to their field, and improving statewide performance on the clinically relevant 

VLADs. For example, the Cardiac Clinical Network or its successor would be responsible 

for improving performance on the heart failure VLADs (namely, lowering the statewide 

average rate of readmissions and long hospital stays for this condition) and reducing 

rates of the priority in-hospital cardiac complications.475 

One or two of these indicators should be selected as being of the highest priority and 

published by the department as part of the ‘statewide improvement goals’ proposed in 

Recommendation 1.3.

The networks should have a high degree of autonomy over how they pursue 

improvement on these goals. In the first instance they may focus on areas where there 

is significant inter-hospital variations in clinical outcomes or substantial gaps between 

evidence-based best practice and current practice.

In pursuing their task, they might decide to do any or all of the following: 

•	 develop agreed best-practice guidance and strategies to implement and monitor them

•	 investigate the state’s high-performing outlier hospitals to see what they are doing 

well and spread their ideas and innovations across the system

•	 identify where variation occurs across the state and develop strategies to reduce 

under-performance

•	 support staff in low-performing outlier hospitals to strengthen their practice, and 

advise managers of these hospitals on investment required to enable and support 

improvement

•	 partner with other departmental bodies or external organisations, including Better 

Care Victoria, to share information or collaborate on projects 

•	 develop best-practice protocols and pathways and show clinical leaders how to train 

their staff in using them

•	 identify procedures or treatments where low volume of activity is associated with poor 

patient outcomes and develop strategies for mitigating the effect of these, including 

(potentially) identifying minimum threshold volumes

475	 These are: heart failure and pulmonary oedema, arrhythmias, cardiac arrest, acute coronary syndrome 
including unstable angina, STEMI and NSTEMI. Australian Commission on Safety and Quality in Health Care 
(2016a) 



176 Report of the Review of Hospital Safety and Quality Assurance in Victoria

•	 identify procedures where variation in rates of admission might indicate clinical 

uncertainty and raise concerns about variation in appropriateness of care and 

develop strategies to reduce admissions and procedures for indications not 

supported by research

•	 identify gaps in the data required to monitor quality and efficiency of care

•	 identify gaps in evidence and make recommendations to research funding bodies

•	 provide advice about responding to the Council of Australian Governments’ (COAG’s) 

policies about how funding and pricing can be used to improve patient outcomes, 

where they are relevant to the network, and develop strategies to assist hospitals to 

improve care on dimensions relevant to the COAG indicators

•	 provide advice about developing funding incentives for improved performance 

•	 provide advice to the department on improving certain clinical services through 

rationalisation

•	 ask the department to mandate compliance with protocols when they are 

unjustifiably ignored.

Although the networks may support underperforming hospitals, their work should 

be focused on improving performance across all hospitals. Their role would remain 

separate from the performance accountability functions of the department, and would 

not absolve the department from responsibility to effectively monitor and manage 

hospital performance. 

At the end of each year, the clinical network should be accountable for changes in 

relevant statewide performance. Each network should be required to present a short 

report annually on:

•	 overall trends in the indicators for which it is responsible

•	 strategies it is pursuing to improve statewide performance on the indicator(s) and any 

evaluations of outcomes

•	 priorities for the next year.

These reports should be published as part of the proposed OSQI’s statewide safety and 

quality annual report. 

The networks should be well supported. They should be staffed to a level commensurate 

with their responsibilities (which will vary), and each should have a small budget to 

undertake ‘proof-of-concept’ work to test out improvement strategies. They should 

have full access to any data they need to analyse variation in performance and identify 

outliers. This should include the routine data, along with incident data, registries and 

other specialist data collections. As discussed, they should also be supported by the 

OSQI’s dedicated research and quality improvement staff, who should provide the 

networks with relevant advice on developments in international best practice, and 

support them to import, adapt and develop quality improvement programs. 
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Networks that do not have sufficient VLADs and priority complications should be able 

to propose additional indicators (provided they are clinically meaningful, evidence-

based and measurable) to the department.476 Further, the networks should also be 

able to make an evidence-based case to the department for substituting its initial 

set of VLADs and complications for other measures with greater clinical relevance or 

priority. Relevant networks should give priority to developing indicators that will robustly 

measure performance in smaller hospitals. Once they have been refined, indicators 

included in the proposed COAG set of financial indicators should be assigned to clinical 

networks and incorporated in the statewide monitoring suite. Over time, the networks 

should develop and roll out a more refined set of patient outcome measures, including 

measures reported by patients (see Box 19).

The work of the clinical networks will be supported by the recent establishment of Better 

Care Victoria and its Innovation Fund which, among other things, will fund projects 

focused on improvement and reducing clinical variation, both of which will be core 

business of the clinical networks. Networks should submit business cases to Better 

Care Victoria for rollout of high-priority improvement cases, consistent with Better 

Care Victoria’s processes. The fact that Better Care Victoria is supported in a separate 

division of the department will help to ensure the business cases submitted by the 

clinical networks are assessed rigorously and ensure that these investments are  

cost-effective.

The networks should also be considered an opportunity to develop young and emerging 

clinical leaders. The department should encourage all clinical networks to offer 

development opportunities to less senior clinicians, including through departmentally 

funded secondments. 

476	 For example, there are no complications specific to maternity or newborn care. The Commission plans to 
continue developing its complication list and supporting resources over 2016. Ibid. 
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Recommendation 4.8: 

That:

4.8.1.	 the department revitalise the clinical networks. Each should be focused on  

a single objective: to improve outcomes of hospital care.

4.8.2.	 the OSQI develop a strategic plan for coordinating interdisciplinary 

improvement work to be published before 1 July 2017, with the strategic plan 

incorporating infection and infectious disease, mental health,  

surgery and general medicine. Work in these areas should begin as  

soon as possible.

4.8.3.	 each network be charged with improving the overall performance across all 

hospitals (public and private) on relevant indicators from the statewide safety 

and quality analytics report by reducing variation on quality indicators and 

lowering incidence on safety indicators. 

4.8.4.	 networks report to the chief executive officer of the Office of Safety and Quality 

Improvement annually on progress against their improvement objectives. 

4.8.5.	 networks have staffing appropriate to their new role, including data-analytic 

support. There should be provision, in the first few years of the new network role, 

for ‘data advisers’ to support access to the new data portal.

4.8.6.	 the work of the Ministerial Advisory Committee on Surgery and the Surgical 

Consultative Council be absorbed into a new surgery network, consideration 

also be given to absorbing the Victorian Consultative Council for Anaesthetic 

Morbidity and Mortality into the surgery network. The work of the Healthcare 

Associated Infection Committee be absorbed by a newly formed infection and 

infectious disease network. 

4.8.7.	 the department ensure staff and chairs of networks have training in 

contemporary improvement methods.

4.8.8.	 the network chairs meet quarterly to share experiences, identify any common 

priorities and ensure critical opportunities for improvement are being pursued.

4.8.9.	 every network have at least two consumer representatives with personal 

experience relevant to the network’s focus, who meet the requirements 

for being able to reflect the perspective of health system users set out in 

Recommendation 2,2. 

4.8.10.	the department develop a strategy to involve clinical networks and Primary 

Healthcare Networks in creating evidence-based best practice care paths  

for implementation across Victoria.
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Improving the quality of data across the system
The Victorian Hospital Association is committed to the concept of ‘information in, 

information out’. Healthcare data – including clinical incident data – should be 

collected with the key purpose of driving improvements to healthcare delivery and 

the system. Statewide initiatives are essential to enable comparative data feedback 

to individual agencies, facilitate benchmarking against similar services, and 

importantly, accurately identify trends in service delivery and outcomes. Safe and 

quality healthcare comes from a collaborative, integrated approach assisted by an 

information management system that encourages services to work together.

Victorian Healthcare Association

In order for the Victorian health system to achieve significant improvements in care, 

there needs to be a system-wide improvement in access to data on clinical processes 

and patient outcomes, with measures that are timely, meaningful and clinically 

credible. Such measures must make it easier for clinical teams to develop a detailed 

understanding of the specific problems and opportunities for improvement in the way 

they are delivering care, and observe the effect of improvement strategies when they  

are implemented. This requires thought into the way the measures are designed. 

Currently, the information the department makes available to the sector is often 

provided far too late to be useful. As noted in Chapter 3, clinicians can wait literally 

years to learn about statewide trends and findings in obstetrics, sentinel events and 

infections.477 

We also heard repeatedly during consultations for this review that the information 

currently provided to hospitals through the national core hospital-based outcome 

indicators and Dr Foster is duplicative yet often contradictory to the information they 

are already accessing through the Health Roundtable.478 This has led to a situation 

in which hospital managers have to waste time reviewing three different measures of 

the same outcome, and can be held to account for poor performance on one measure, 

regardless of their performance on the other two. 

Finally, we learned that investment in improving data quality has been uneven and, 

again, inefficient. The department has funded a number of clinical registries of 

exceptional quality whose data it does not see or share for improvement work, and 

which universities struggle to access.479 

477	 For example, the most recent available report on healthcare-associated infection in Victoria is based on 
data from 2010–11 and 2011–12. Department of Health (2014)

478	 Dr Foster is only available to the largest hospitals, and numbers are too small for outcome indicators to be 
useful in small hospitals. The department funds Dr Foster and provides outcome indicators, while hospitals 
pay the Health Roundtable. 

479	 Disturbingly, we learned that outliers identified in some registries are not necessarily followed up, even when 
clear issues with quality and safety of care have been identified. 



180 Report of the Review of Hospital Safety and Quality Assurance in Victoria

Creating a specialist analytics and performance reporting body

The Victorian hospital system urgently needs to improve its measurement of care. We 

recommend the creation of a specialist analytics and performance reporting body 

independent from the department with its own statutory base to fulfil this role.480 Such a 

body (which we refer to as the Victorian Health Performance Authority, or VHPA) should 

take over responsibility for administering and analysing all health datasets funded and 

collected by the department, with the department retaining real-time direct access 

to the data.481 Clinical registries funded by the department should be required, as a 

condition of funding, to provide their data to the VHPA.

The VHPA should work closely with and support clinical networks, the department more 

broadly, and health information analysts482 in hospitals. It must provide the clinical 

networks with easy access to information to understand patterns of adverse outcomes 

and patient harm. The networks should be able to nominate clinical quality measures 

for the VHPA to develop, with a focus on measures that show high variability to identify 

targets for concentrated specialty-wide improvement and benchmarking work.

The VHPA would also be responsible for producing the safety and quality analytics 

report for boards, as outlined in Chapter Two, and should report regularly on how 

individual hospitals and the system as a whole are catering to patients who are 

culturally and linguistically diverse, of low socioeconomic status, or are Aboriginal or 

Torres Strait Islanders

In other respects, the VHPA should have a high degree of independence in setting its own 

work programs.483 This independence would allow the VHPA to preserve its core function 

of stimulating clinical improvement, rather than see it diminished over time through 

involvement in other departmental projects and briefs, and losing staff to departmental 

restructures. This stability and independence would allow the VHPA to become a magnet 

for clinical analytics talent in Victoria and from other jurisdictions, in turn enabling it to 

develop deep expertise and credibility with the hospital system.

The VHPA should form close relationships and research collaborations with other health 

analytic research centres, including the Bureau of Health Information in New South 

Wales, and academic health science centres in Victoria. 

The VHPA should be an end-to-end data manager, working from collection to 

publication. It should assume the current responsibilities of the department for 

management of the hospital routine datasets (for example, the Victorian Admitted 

Episode Dataset), and should provide a cleaned, authoritative dataset to the 

department monthly. 

480	 In this report we only discuss the VHPA’s role relating to safety and quality. The department should consider 
a broader role for it publishing comparative data on access and efficiency as well.

481	 Including VAED, VEMD, VPDC, VHIMS, all sentinel events, all infection surveillance data and all patient and 
staff survey data. 

482	 One of the roles of the VHPA should be to strengthen the quality and efficiency of analytics in hospitals. 
It should publish all of its model specifications and code on its website so that analysts working within 
hospitals can efficiently replicate the work and build on it. It should also develop links between hospital 
analysts in order to facilitate collaboration, mutual training and information sharing. 

483	 In the interest of efficiency, the VHPA’s back office functions should still be provided by the department.
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The VHPA’s responsibilities should flow across measurement of patient care and 

outcomes for three key purposes: public reporting, oversight and clinical improvement. 

Recommendation 4.9: 

Government should legislate to establish a Victorian Health Performance Authority, 

independent from the department to:

4.9.1.	 provide the public with hospital safety and quality performance data on a 

quarterly basis that covers all safety and quality indicators against which 

hospitals are monitored, for both public and private hospitals; the names of 

hospitals should be identified

4.9.2.	 provide the department and all hospitals with a report detailing hospital 

performance against safety and quality indicators; this report should be 

updated on a monthly basis 

4.9.3.	 support the clinical networks to refine and develop new measures to monitor 

safety and quality

4.9.4.	 provide the clinical networks and hospitals with an interactive data portal 

that enables users to explore patient outcomes and patient journeys in their 

hospital, and compare their outcomes with other hospitals’ outcomes

4.9.5.	 support the networks and hospitals to use the portal by providing data advisors

4.9.6.	 provide a small analytic team (four or five staff) to support the clinical networks 

(this is in addition to administrative staff to support networks) 

4.9.7.	 provide data analytic support under contract to the department by seconding 

staff where appropriate

4.9.8.	 collect data from hospitals and other entities and manage health sector data 

holdings, providing the department with real time direct access to the data  

as well as an authoritative data extract to the department on a regular  

(for example, monthly) basis.

Measurement to improve public accountability 

Public reporting will be the most obvious component of the VHPA’s work. Currently the 

community is able to see very little information on hospital safety and quality – an 

issue we address later in this chapter. While there is little evidence that public reporting 

stimulates clinical improvement (see Box 18), there is a clear case for greater transparency 

to strengthen the accountability of hospitals and the department to the public. 

Our consultations found that hospital CEOs and clinical leaders (along with consumers) 

support the department moving in this direction, and indeed see it as a contemporary 

expectation of good system governance. We recommend that as a general principle 

the VHPA should publish all of its findings where they have been carefully checked, are 

clinically credible, and do not pose a risk to patient privacy. 
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Box 18: Public reporting strengthens accountability but does not drive improvement  
in clinical practice 484 485 486 487 488 489 490 491 

In order for public reporting to drive improvement in clinical practice, certain 

conditions have to be present. Patients and clinicians must engage with the reports. 

The data must be reliable, so patients will choose the hospitals that actually deliver 

better care. Hospitals must be motivated and able to improve when they lose patients 

or suffer reputational damage as a result of poor performance.

Public reporting has a long history – dating back at least to Florence Nightingale – 

but the evidence on its efficacy is still very mixed. It appears that public reporting 

can stimulate quality improvement activities by hospital leaders – even when they 

don’t believe the data are reliable.484 Real improvements have been found in several 

instances,485 including when public reporting has been combined with the financial 

incentives of pay-for-performance.486

However, public reporting often doesn’t live up to expectations. This may be because 

the necessary conditions for its effectiveness are often absent. For example, 

performance scores can be unreliable because of poor data quality or methodological 

weaknesses behind the ratings.487 When reports are published, too few patients 

might engage with public reports, particularly when they are difficult to access and 

interpret.488 Clinicians may have little faith in the scoring and decide not to use 

them when referring their patients to specialists.489 Hospitals may feel or be unable 

to address factors that are leading to patient harm, even when they are alerted 

to them.490 Instead, they may resort to gaming the performance measures, either 

through changes to coding and documentation or through changes in  

clinical processes.491

484	 A 2012 survey of 630 hospitals (with 380 respondents) in the United States found that more than 66 per cent 
of organisational leaders believed that public reporting had stimulated quality improvement activities at 
their institution, and more than 73 per cent agreed that their hospital was able to influence performance 
on reported measures. However, most respondents disagreed that measured differences in hospital 
performance were meaningful. Further, the respondents closest to quality improvement work were least 
likely to believe that public reporting stimulated quality improvement activities or reliably differentiated 
between different hospitals’ performances, and while equally likely to believe their hospital was able to 
influence performance on these measures, were much more likely to believe that hospitals may attempt to 
maximise performance primarily by altering coding and documentation practices. Lindenauer, et al. (2014), 
p. 1,909 

485	 Chassin (2002) Hibbard, et al. (2003) Hibbard, et al. (2005) 
486	 Lindenauer , et al. (2007)
487	 ProPublica surgeon scorecards have been criticised for this. Friedberg, et al. (2016)
488	 Faber, et al. (2009) 
489	 Brown, et al. (2013)
490	Paddock, et al. (2015)
491	 Gould, et al. (2005) 
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Measurement to strengthen oversight 

Measurement for oversight should also be part of the VHPA’s role. The VHPA should be 

charged with producing (and updating) the analytics book discussed in Chapter 2 of this 

report, and supplying boards and CEOs with it.

The VHPA should also have responsibility for the analytic component of the 

department’s monitoring of hospital performance (including through VLADs and priority 

complications), and should be supplying the Health Service Performance and Programs 

division with updated hospital performance data every month. 

Finally, the VHPA should work with the department’s Health Service Performance and 

Programs division to develop and calibrate risk assessment models that improve the 

department’s ability to detect problems in hospitals before they become catastrophic. 

Measurement for oversight is important. When done well, it protects patients from the 

worst failings in care. However, while these measurements will support efforts to lift 

minimum performance, measurement for clinical improvement is needed to support 

lifting the median performance. Victoria needs both. 

The VHPA must prioritise measurement for clinical improvement

Measurement for clinical improvement should be a key priority for the VHPA, and where 

investment in future data collection and systems will be required. For while all three 

measurement purposes described above have an important place, clinically focused 

measurement is the only lever likely to transform the hospital system into one that has 

much safer and higher quality care, and is ultimately much more efficient. 

Measurement for improvement works at two levels – statewide and local.

The revitalised clinical networks have been repositioned to drive statewide improvement. 

Their focus will be on improving patient outcomes and understanding patterns in 

complications, readmissions and mortality, and in patient-reported pain and function 

after treatment. To do this, they need to be able to access risk-adjusted performance 

data, analyse variation in care, identify outliers, and lift performance of all closer to the 

best.492 The routine data provides a strong starting point for this analysis, and through 

investment will become even more useful over time. 

Clinicians in hospitals need additional data to drive frontline process management and 

improvement. At the local level, measurement for improvement focuses on the processes 

that clinicians follow to deliver care, and the outcomes of care. Typically the first step in 

improvement is to standardise current processes. Measurement for clinical improvement 

often requires data developed for that explicit purpose to be used in local improvement 

cycles (for example, Plan-Do-Study-Act, PDSA). If, after reducing variation and acting on 

opportunities for improving the process, outcomes are not of the required quality, then 

the process needs to be fundamentally redesigned, and the PDSA cycles begin again 

based on the redesigned care process until the improved outcome is achieved.

492	  Measurement for selection vs improvement; see Berwick, et al. (2003).
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It is instructive that Intermountain Healthcare – one of the world’s leading low-cost, 

high-quality health systems – did not succeed at driving major improvements in clinical 

management until after it had invested heavily in expanding data collection.493 Two 

previous attempts failed because they presumed the existing data systems would be 

sufficient; experimentation later showed those systems did not track 30–50 per cent of 

the data needed to monitor and manage their clinical processes.494

A vital role for the VHPA will therefore be developing information collection systems that 

drive future improvement, in addition to making the best possible use of information 

that already exists. The sections below discuss a number of key opportunities in this 

area, encompassing:

•	 measurement of outcomes such as pain and functionality from the patient’s 

perspective

•	 measurement of patient experience 

•	 measurement of care processes and structures

•	 measurement of adherence to best-practice care pathways 

•	 establishment of interoperative electronic medical record systems to enable more 

detailed analysis of patient care

•	 establishment of a statewide unique patient identifier to better track patient journeys 

over time. 

For the most part these forms of data collection do not exist in Victoria but have been 

under development for a number of years in international jurisdictions. 

Of course, collecting more data are not enough. It has to be accessible to clinicians who 

can use it to improve their practice. At the end of this chapter, we discuss the need for 

establishing an interactive data portal to facilitate this. 

Develop and implement measures to monitor outcomes from a patient 
perspective

Patients undergoing elective procedures normally expect their pain or other presenting 

condition to improve. One way of measuring the extent to which care delivers on this 

expectation is through patient-reported outcome measures, or PROMS, which are data 

reported by the patient, rather than clinicians. These are frequently validated measures 

of quality of life that are not easily observable, such as pain or the impact of a condition 

or treatment on daily activities, which provide useful insight into the quality if not the 

safety of care. 495 For example, a patient may give a rating of the impact of their pain or 

mobility before and after an operation.

There are many arguments for use of PROMs from a clinical perspective. These include 

patient experience correlating poorly with clinical ranges (for example, hypertension in 

one patient may have a different range of symptoms than in another patient). PROMs 

are more relevant to management of chronic conditions, where improving mobility for 

activities of daily living or pain management are somewhat subjective and depend on 

493	 James and Savitz (2011), p. 1,188 
494	 Ibid., p. 1,188 
495	 Black (2013) Van der Wees, et al. (2014) ; Fayers and Machin (2013)
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a range of social factors as well as the patient’s physical health.496 Though there are 

methodological limitations in many studies, 497 there is some evidence that use of PROMs 

improves communication between doctors and patients, leading to better decision-

making and higher patient satisfaction.498

Systematic collection of PROMs is now underway, or planned, in a number of countries 

both as part of clinical practice (including helping patients understand the likely 

outcome from a procedure) and as part of performance monitoring. In England, 

for example, data are published for named hospitals on PROMs for hip and knee 

replacement surgery, varicose vein surgery and groin hernia repair. The reported data 

show the extent to which the average change in a patient’s reported health status from 

before surgery to after surgery is better or worse than the national average change.499

PROM collection is also underway in a number of Victorian health services and are being 

used to assess and improve the quality and efficiency of care (see Box 19). However, the 

absence of departmental support for and coordination of this local innovation means 

that hospitals are not building on each other’s experiences (but instead duplicating 

them) and second that hospitals are not following a standard measurement approach 

(and so cannot be benchmarked against each other). 

Box 19: Patient Reported Outcome Measures (PROMs) 500 501

In Victoria there is no systematic collection of PROMs across the state. However, there 

are a number of health services that collect PROMs as part of routine care. One of 

these is Alfred Health’s Physiotherapy Arthroplasty Review clinic. 

Since 2010 physiotherapists at the clinic have been assessing hip and knee 

replacement patients to measure their pain, function and quality of life before 

surgery,500 and assess how it changes afterwards.501 

This data has allowed them to measure the effectiveness of treatment and make 

changes to clinical practice accordingly. For example, clinicians were able to establish 

that good functional status at six weeks following total hip arthroplasty strongly 

predicted good outcomes six and 12 months down the line. Knowing this, they stopped 

asking these patients to come in for an appointment at the six-month mark. This 

improved patient convenience, reduced waste and allowed the clinic to reallocate the 

appointments to other patients. 

496	 Chen (2014) 
497	 Nelson, et al. (2015); Basch (2014) 
498	 Chen, et al. (2013) ; Valderas, et al. (2008)
499	 Black (2013)
500	The measures collected include a disease-specific measure (Oxford hip and knee score) and quality of life 

measure (SF 12) as well as two pain scores – the numeric pain rating scale (NPRS) and the painDETECT 
questionnaire.

501	 Two and six weeks, six months (now knees only), 12 months, two years and five years following surgery.
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Recommendation 4.10: 

The Victorian Health Performance Authority (VHPA) should establish a project to 

collect and report on patient-reported outcome measures (PROMs) using validated 

questionnaires. Initially this program might cover the same procedures for which data 

are collected in England. The VHPA should develop a business case to Better Care 

Victoria for initial funding of this work.

Over time, PROMs should cover an increasing proportion of Victorian hospital activity 

and cover both public and private hospital activity.

Measure patients’ experiences of care

As we discuss in Chapter 5, monitoring patient experience data are strongly justified on 

both normative and empirical grounds. It is currently measured and monitored by the 

department through the Victorian Healthcare Experience Survey, which the VHPA should 

inherit upon establishment. The VHPA should use this data to analyse quality of care, 

and over time should build on it, including by linking it with clinical datasets. The VHPA 

should investigate improved methods of patient experience surveying, including by 

collecting information during a patient’s admission (for example, via bedside interviews) 

rather than after it.502 

Recommendation 4.11:

The Victorian Health Performance Authority, when established, should review the 

Healthcare Experience Survey to improve its use and potentially the efficiency of  

its collection.

Monitor process and structural measures 

In some jurisdictions, clinical process and structural measures are used alongside 

outcome measures to evaluate performance and quality of care. Process measures 

evaluate how often a hospital adheres to evidence-based recommendations about best 

practice in treatment for a given condition or procedure (for example, administration 

of antibiotic prophylaxis prior to surgery) or to a ‘care bundle’ of multiple, reinforcing 

practices designed to transform care.503 Structural measures evaluate the environment 

in which care is delivered (for example, presence of a computerised system to prevent 

medication errors when prescribing).504 Both measures should only be used when  

they have a well-evidenced and causal relationship with quality and safety of care  

for patients. 

502	 A recent study trialled three pilots designed to improve live patient feedback mechanisms in hospitals by 
encouraging patient identification and reporting of safety issues. It found that bedside interviews were 
most conducive to patients expressing concerns, compared with a safety ‘hotline’ and a bedside interview. 
More timely data collection may also be an important factor in improving the outcomes reported in patient 
experience surveys post-discharge, although this is not explicitly tested in the literature. O’Hara, et al. (2016) 

503	 Resar R, et al. (2012)
504	 The Leapfrog Group (2015)
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The advantage of process measures is that they provide a leading indicator of quality 

of care and so can draw attention to the potential for harm before it occurs. Further, 

they reflect aspects of care that hospital staff are able to directly influence and can 

have greater legitimacy as a quality measure with clinicians.505 By contrast, outcome 

measures such as readmissions and mortality have much to do with patient risk and 

care after treatment, which can only be imperfectly adjusted for. 

The disadvantage of process measures is that they are more difficult to evaluate, since 

compliance with them is generally only captured in medical records or registries506 

rather than routine data, and so can be expensive and time-consuming to review. 

Further, they may be more easily gamed.507

Clinical networks can help local improvement work by developing standard process 

measures. These measures should not be used for performance evaluation or reporting, 

which should focus on patients’ outcomes and experience. 

Recommendation 4.12:

Clinical networks should develop clinically relevant process indicators for use in local 

improvement work.

Monitor care paths

There is an increasing recognition that developing and implementing evidence-based 

care paths – which detail what should happen to patients as part of their treatment – 

helps to improve quality and safety of care. If the care of similar patients is standardised 

rather than idiosyncratic it assists in staff training and setting expectations for patients. 

For patient populations with different needs, the design of different care models is a 

critical part of future healthcare.508 The key role of clinicians for patients following  

a care pathway is to identify necessary variation in care required to suit individual 

patient needs.

A standardisation exercise at the Mayo Clinic found that two-thirds of adult 

cardiac surgical patients could be assigned to care paths, including patients with 

multimorbidities. Implementation of the revised model of care (distinguishing patients 

who were treated as part of a standardised process from those with unique issues) 

resulted in reduced cost and better outcomes.509

505	 A recent American survey of attitudes of hospital leaders towards (publicly reported) quality measures 
(encompassing mortality, readmission, process measures, patient experience, costs and volume) found that 
respondents were most likely to agree that public reporting stimulates quality improvement activities at 
their institution and accurately reflected quality when the question was about process measures, but were 
also most likely to agree that public reporting can be gamed (primarily via coding and documentation) 
and result in neglect of more important matters when the indicator in question was process measures. 
Lindenauer, et al. (2014), p. 1,908

506	 Gallego, et al. (2015)
507	 Lindenauer, et al. (2014), p. 1,908
508	 Cook, et al. (2014)
509	 Ibid. 
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Expedite the transition to electronic health records across  
Victorian hospitals 

Electronic patient records (EPRs) are expected to transform the capacity of the system 

to study and improve safety and quality of care.510 Research shows EPRs can improve 

information flows between and within hospitals, make it much easier to measure, 

manage and coordinate care, and reduce the risk of clinicians misreading forms and 

providing patients with inappropriate treatment as a result.511 Sophisticated systems 

have further quality and efficiency benefits by automating ancillary services and  

nursing workflow, and offering computerised provider order entry512 and clinical  

decision support.513

Some studies show the introduction of EPR systems has been associated with significant 

quality improvement,514 including declines in length of stay, infection rates, mortality515 

and medication errors,516 with improvement particularly concentrated in previously 

low-performing hospitals.517 Other studies have found more mixed results, with the 

introduction of EPRs increasing costs of care or reducing some forms of harm while 

increasing others.518 

As discussed, while the routine data provides a very useful starting point for asking 

questions about variation in quality of care and incidence of priority complications, 

it has important limitations that restrict its ability to help clinicians accurately track 

and understand the quality of their care. For example, diagnostic test results are not 

captured in routine data and patient comorbidities may be under-coded, leading to 

reduced ability to detect poor risk management or inadequate adjustment for risk  

(see Figure 16). This isn’t necessarily a problem for performance benchmarking (provided 

all hospitals are under-coding risk to a similar extent), but it is a problem for a clinician 

trying to understand whether an individual case’s outcome was driven by poor-quality 

care. Other limitations include the absence of process measures, which a clinician  

needs to observe in order to understand the relationship between care and outcomes. 

510	 Hillestad, et al. (2005)
511	 Nguyen, et al. (2014)
512	 A recent review found that Computerized provider order entry for medications is associated with a greater 

than 50% decline in preventable adverse drug events. Nuckols, et al. (2014) 
513	 Teufel, et al. (2012) A recent review found that across clinical settings, new generation clinicial decision 

support systems integrated with electronic hospital records do not affect mortality but may moderately 
improve morbidity outcomes. Moja, et al. (2014)

514	 Appari, et al. (2013) 
515	 Xue, et al. (2012) 
516	 Zlabek, et al. (2011)
517	 Appari, et al. (2013) 
518	 Nguyen, et al. (2014) ; Teufel, et al. (2012)  Choi, et al. (2013); Appari, et al. (2013) 
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Figure 16: Hospitals may under-code risk in the routine data 

Source: analysis of the Victorian Admitted Episode Dataset, 2013, and Victorian Perinatal Data Collection, 2013. 

Notes: the hospitals in this chart are level two maternity services, which tend to be smaller hospitals. As such, 
they will likely be block-funded, with weaker incentives to code patient morbidities than larger hospitals, which 
generally receive more funding for higher risk patients, if that risk is recorded.

Implementing EPRs is difficult, with the full benefits only realised when the system is 

operational. For instance, ambitious projections of efficiency and quality gains were 

not realised in early use of EPRs in the United States.519 This was attributed to sluggish 

adoption rates and implementation issues, with clinicians and managers struggling 

to transition to the systems and integrate them into hospital processes.520 Once 

implemented, EPRs can facilitate improved quality of care through improved monitoring 

of care (for example, of invasive procedures such as catheter insertion) and criterion-

based care decision making.

In response to these problems, the United States government devoted intense effort to 

expediting take-up. In 2009 it allocated almost $30 billion to increasing adoption, mostly 

through incentive payments to reward both adoption and meaningful use of these 

systems.521 A rapid surge in uptake followed, with the proportion of hospitals with EPRs 

almost doubling.522 This experience suggests that government can support hospitals 

to transition to EPRs through financial incentives and alignment of EPRs with other 

institutional and policy goals.523

519	 Hillestad, et al. (2005) Kellermann and Jones (2013) 
520	 Kellermann and Jones (2013) 
521	 DesRoches, et al. Ibid. Since 2014, hospitals have faced financial penalties for inadequately using EPRs. 
522	 Ibid. pp. 1,478–1,479. Uptake was previously increasing by around three percentage points per year. 
523	 Ibid.
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Victoria’s experience with EPRs has been varied

The department has not adequately supported the transition to electronic patient 

records. After the HealthSMART program finished in mid 2012, which included the 

implementation of an EPR in four health services, there has been no commensurate 

investment in the statewide transition to electronic patient record systems.  

A subsequent ministerial review524 and 2013 Auditor-General audit were deeply  

critical of the project. The latter found that:

... poor planning and an inadequate understanding of the complex requirements to 

design and implement clinical ICT systems [...] meant that the Department of Health 

exhausted its allocated funds, and ultimately delivered the HealthSMART clinical ICT 

system to only four [of 19] health services.525

Perhaps unsurprisingly, the concurrent ministerial review recommended a less ambitious 

IT strategy for Victoria, and greater devolution of decision making to health service 

provider boards.526 The department was to focus on setting directions, support and 

monitoring, along with active scrutiny of major capital projects where required.527 

Supporting this, the Auditor-General recommended that the department ‘develop  

a comprehensive strategic plan for the ongoing development of electronic medical  

record or clinical ICT systems across the Victorian public health sector.’528 

As in many other aspects of the current system, each health service has been left to 

develop its business case to implement its own system, resulting in significant variation. 

One of Victoria’s hospitals have just implemented a large scale EPR project, 50 per cent 

funded by Government and 50 per cent funded by health service and donations. Others 

have been able to obtain some funding for EPR programs as part of a Hospital building 

program, and others have been able to obtain some funding through departmental 

funds. There is, however, concern that many health services currently have no plans or 

funding to implement a  fully electronic health records, the first stage of an EPR, which 

means they will remain  paper-based and for many years and be unable to share clinical 

information with other health services.  

It is unclear how successful the pendulum shift from complete centralisation to 

complete devolution has been. Some hospitals have received individual funding,529 while 

others have been left on their own and, as discussed, progress at this task has been 

extraordinarily variable. 

Victoria also has no statewide unique patient identifier (UPI), although some hospitals 

have developed their own. In contrast, the Northern Territory, Western Australia and 

New South Wales all have longstanding UPIs.530 A statewide identifier is necessary to 

calculate readmission rates accurately (readmission to any hospital) and to link patient 

records to provide reliable information on interhospital transfers. A reliable measure 

524	 Perrignon, et al. (2013), p. vii 
525	 Victorian Auditor-General’s Office (2013), p. vii
526	 Perrignon, et al. (2013), p. 3
527	 Ibid., p. 3
528	 Victorian Auditor-General’s Office (2013), p. XV
529	 For example, the Royal Children’s Hospital Melbourne Cowan (2014). 
530	 National Health Information Management Group (2002)
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of readmissions will be required before 1 July 2017 when financial incentives will be 

introduced related to readmission rates.531

EPRs are one of the key building blocks for a system in which patient safety interventions 

and their effects can be continuously monitored and improved.532 To get there will 

require an expensive and difficult transition process.533 There is a clear role here for 

the department to support hospitals in the transition by facilitating collaboration 

and mutual learning. It will particularly need to support small and rural hospitals in 

the transition, as these hospitals’ uptake of EPRs have proved most difficult in both 

Victoria534 and in other jurisdictions.535  

Recommendation 4.13: 

4.13.1.	 The department should support Victorian public hospitals to expedite their 

transition from paper-based to electronic patient record (EPR) systems 

developed to support clinical decision making and data analytic capability, 

which have proven benefits for safety and quality of care.

4.13.2.	The department should adopt a goal of ensuring that, by 2021, all major 

hospitals have a fully electronic health record that enables interchange  

of information with other hospitals.

4.13.3.	The department should implement a statewide unique patient identifier before 

1 July 2017.

Ensuring that clinical data are interactive 

The data that the proposed VHPA collects should be easy for clinicians to access and 

explore. This requires interactive online portals that allow users to easily compare and 

benchmark their hospital’s performance, and then drill down into their own records, examine 

drivers of clinical variation and map patient journeys across facilities and over time. 

Portals are necessary because clinicians are time-poor. They are doing the best they can 

to improve quality with the information available to them, but they are currently asked 

to respond to a range of case-based incident reports and ‘indicators’ of the quality of 

their care, usually with no ability to see patterns of harm across the range of their own 

patients in a timely way. 

The benefit of personalised reports is that clinicians otherwise receive little information 

on the patterns and rates of unintentional harm from their own treatments. This creates 

a risk that they won’t believe the commonplace patient harm found in major studies 

applies to their own departments’.536 Lack of comparative outcome data can lead to 

clinical complacency or ‘illusory superiority’ – the inclination to assume one’s own 

performance is ‘better than average’.537

531	 April 1 COAG decision 
532	 Gallego, et al. (2015) 
533	 Takian, et al. (2012) 
534	 Perrignon, et al. (2013), p. 26
535	 DesRoches, et al. (2012)
536	 Hayward and Hofer (2001)
537	 Consistent with this, a 2013 survey of all Victorian health service boards (to which 96% (82/85) of boards had 

at least one member respond)  found that almost every respondent believed the overall quality of care their 
service delivered was as good as, or better than, the typical Victorian health service. Bismark, et al. (2013) 
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Finally, portals create opportunities to weave local reports into local quality 

improvement processes. If they are accessible and clinicians are adequately trained to 

use them, they encourage engagement, allow clinicians to prioritise issues they consider 

to be remediable local problems, and support them with local data to monitor and 

evaluate the success of interventions.538

Portals currently already exist in a number of jurisdictions including New South Wales 

(see Box 20). The department is paying for 14 health services to use one such portal 

(Dr Foster), and 18 (with some overlap) are independently paying for another (Health 

Roundtable)539 themselves. 

The cost of Dr Foster is significant, at over $1 million per year,540 and the contract will 

be up for review in November 2016. Prior to that, the department (or the VHPA) should 

investigate the business case for developing a portal internally, and compare it with 

the costs and quality of commercially available products such as Dr Foster and Health 

Roundtable. Internal development is likely to be significantly cheaper: New South 

Wales developed their own model using an existing online platform with two FTE staff 

in the space of six months. Internal development further offers the opportunity for the 

department to continue tweaking the portal’s content in response to feedback from 

clinical users. 

Box 20: Interactive data in New South Wales 541

NSW Health has developed an activity-based management (ABM) portal that enables 

administrators and clinicians in all local health districts to access benchmarked 

hospital data. The ABM portal was built with an existing online platform and provides 

easy access to timely benchmarking and variation analysis. The portal primarily 

benchmarks cost, length of stay and readmission data; however, further work is 

currently underway to include other quality and safety metrics.

More specifically the portal is described as being ‘a rich data source that can support 

local decision-making about clinical care evaluations, reduce unwarranted clinical 

variations, improve care models, facilitate service planning, and effectively manage 

services within budget.’541

538	 Vincent (2011)
539	 Health Roundtable is a non-profit membership organisation of health services across Australia and 

New Zealand that collects, analyses and publishes de-identified information comparing organisations. 
Membership costs range from $12,000 to $36,000 per year, with monthly data for 30 within-hospital users 
costing $3,000 per month, and quarterly data for 10 within-hospital users costing $1,000 per month.  
The Health Roundtable (2016)

540	 A further $200,000 (approx.) a year is spent on an international benchmarking tool for four health services. 
Victorian Government Tenders System (2013) Victorian Government Tenders System (2014)

541	 Damato (2015)
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Whatever its choice, the VHPA must ensure that the selected portal is available to all 

health services, covers all the major cost and quality dimensions of care,542 produces 

meaningful and clinically credible information that can be understood by users without 

significant prior statistical training, has fully transparent methodologies, and allows 

users to examine outcomes at their clinical unit level. The portal will encourage re-

engagement by clinicians, allow them to prioritise issues they consider to be remediable 

local problems, and support them with timely local data to monitor and evaluate the 

success of interventions.543

In addition to software support, the data portal will need implementation support 

to facilitate effective use. ‘Data advisors’ (specifically trained nurses, doctors or 

health information managers) would help familiarise clinical groups with the portal’s 

capabilities. This includes understanding the strengths and limitations of the source 

data, a ‘just culture’ approach to quality improvement, the ‘data investigation pyramid’ 

– which looks at multiple causes of variation to identify sources of clinical variability 

outside the hospital or unit’s control544 – and formulation of clinically specific report 

formats for local clinical audit and morbidity review processes.

Initially the data portal will present information on key reporting metrics and overall 

patterns of hospital-acquired complications using the Classification of Hospital 

Acquired Diagnoses, but the VHPA should work with clinical networks to develop 

reporting templates specific to each specialty (for example, facilitating tracking of  

the most common complications in a specific sub-specialty). The VHPA should also 

evaluate different reporting templates to identify which are most useful to support  

local improvement work.

Recommendation 4.14: 

4.14.1.	 The Victorian Health Performance Authority should: 

–	 ensure all public hospitals have access to local safety and quality data 

through an interactive portal

–	 evaluate the costs and benefits of commercially procuring  

a portal versus developing one internally. 

4.14.2.	The chosen portal must be methodologically transparent, clinically credible and 

comprehensive, easily used, and allow clinicians to drill down into data, working 

from hospital-level outcomes to disaggregated information at the unit, clinician 

and patient levels. 

4.14.3.	There must be flexibility to adapt the portal over time in response to user 

feedback. 

4.14.4.	The Victorian Health Performance Authority, working with the clinical networks, 

should ensure that clinical and management staff in hospitals are appropriately 

trained and supported to use the portal. 

542	 Including complications, readmissions and mortality.
543	 Bohmer (2013)
544	 Mohammed, et al. (2004)
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The events at Djerriwarrh Health Services have shaken the community’s trust in the 

Victorian hospital system. In order to rebuild this trust, the department must significantly 

strengthen the system’s accountability to patients. 

This should begin with improved transparency about hospital safety and quality. 

Members of the community need to be able to see when their local hospital is performing 

well, when it is deteriorating and how its outcomes compare with similar hospitals. 

It is also essential that increased transparency does not adversely affect the willingness 

of healthcare workers to openly admit and discuss errors in care. This will require much 

closer monitoring of patient safety cultures through staff surveys, and greater support to 

hospitals to strengthen their safety cultures and reduce bullying. Consideration should 

be given to strengthening ‘just cultures’ through the establishment of a no-fault medical 

indemnity insurance scheme. 

Ultimately, the department must help the hospital system pivot towards a much deeper 

engagement with patients. It should hold hospitals more effectively to account for 

patient experience, meeting the needs of patients from diverse backgrounds, and 

appropriately soliciting and responding to consumer complaints. Over the long term, 

it should work closely with clinicians and patients to transform the Victorian hospital 

system into one that is truly patient-centred. 

Meaningful transparency to the community
The department should have a statutory obligation to assess how public hospitals help 

patients make informed decisions about healthcare.545 For patients, making an informed 

choice requires first knowing whether they stand a good chance of feeling better after 

treatment than before it, whether there is a risk of things going wrong (and how badly 

wrong), and the potential benefits and risks of alternative treatment options, including 

treatment at different health services.

As this section shows, the community currently lacks much of this information. While 

patients may be fully informed on the risks of a given treatment, they almost never know 

how the risks of a bad outcome would differ if they sought the same treatment from 

a different clinician or at a different hospital. Thus while the public is able to access a 

handful of isolated safety indicators, it has little sense of the overall safety picture in 

hospitals, or of the information that is most relevant to them.546 In particular, no member 

of the public is likely to be able to answer one of the most important questions: Which is 

the best hospital for a patient like me?

The public has too little access to information on hospital safety 

Even highly motivated, resourceful and educated consumers find it all but impossible 

to determine if Hospital A is a safer place to have their appendix removed than 

Hospital B. And if they are concerned about important patient experience indicators 

such as patient centredness, shared decision-making or access to personal health 

information they would struggle even more.

Health Issues Centre
545	 See s 18(a)(iv), Health Services Act 1988. 
546	 See Britnell and Berg (2013) for a discussion of the most relevant aspects of information for patients and 

policymakers.

Chapter 5: The Victorian hospital 
system must be transparent  
and accountable to patients 
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The Victorian Health Services Performance website547 currently publishes only four 
indicators of hospital safety.548 Smaller hospitals’ safety and quality data are not made 
publicly available, and neither are their patient experience results from the Victorian 
Healthcare Experience Survey.549

The data that are available are presented in such a way as may give the public a 
false sense of reassurance about the performance of the health system. For example, 
the system is currently performing ‘well’ against a statewide target of 2.5 central-
line infections per 1,000 device days, trending down from around 1.0 to 0.75. However, 
international best practice is not 2.5. It is zero.550 

The public are able to access annual performance reports about specialty areas, but in 
most cases these are published far too late to help consumers make informed choices 
about where to seek care (see Table 11). 

Patients are also to be able to see annual reports from hospitals (and annual quality 
reports for larger hospitals).551 Some hospitals make exemplary efforts in these reports 
to be transparent about deficiencies in care and their strategies for rectifying them.552 
However, many hospitals, unfortunately, do not provide this information. Reports are 
often uninformative, and were recently characterised by an independent review as ‘slim, 
often quite glossy documents that (with a few exceptions) are public relations puffs for 
how well a local service is doing rather than anything that resembles a true “account” of 
the local health service.’553

Currently, extensive information on the way that the average patient experience varies 
across hospitals is available online in an interactive portal. A person can compare, 
for example, rates of agreement with the question ‘Do you think the hospital staff did 
everything they could to help manage your pain?’ across all Victorian health services. 
However, this information is not available to the public. Only departmental and health 
service staff are able to log in to the portal. 

A recent report by The George Institute for Global Health and the Consumers Health 
Forum of Australia recommends making patient experience data public, not only to 
enhance the capacity for patients to make informed choices about healthcare provider 
but also to encourage healthcare organisations to improve their own practices.554 The 
importance of public data to inform patient choice is echoed in a submission to this 
review by the Health Issues Centre, which recommended that the department commit to 
collecting and publishing safety and quality information.

547	 The My Hospitals website, run by the National Health Performance Authority, provides similar information 
(reporting rates of staph infections and hand hygiene compliance) and is less conservative in excluding 
smaller hospitals from reports.

548	 These are: hand hygiene compliance, surgical site infection surveillance status, rates of Staphylococcus aureus 
bacteraemias (SAB) infections, and rates of intensive care unit central-line-associated bloodstream infections.

549	 De-identified sentinel event data are also publicly reported by the department in the Sentinel event annual 
report. The latest publicly available report is 2012–13.

550	 A target of zero appropriately reflects the lethality and avoidability of these infections. It was achieved in 
seven of the reporting hospitals for each of the reporting periods. Gray, et al. (2015) 

551	 These include detail on consumer experience and staff perceptions, along with qualitative information on 
how results of these are being used to improve care, performance against indicators in the Statement of 
priorities, and hospital accreditation status. 

552	 Western Health (2016) For example, Western Health publishes extensive information on its improvement 
work and outcomes data, even when the data may not be flattering. 

553	 Ham and Timmins (2015), p. 44 
554	 The George Institute for Global Health and Consumers Health Forum of Australia (2016)



197

Table 11: There are significant lags in publication of many specialty performance reports

Information Last report published... Using data from...

Maternity services performance 

indicators
April 2014 2010–11 and 2011–12

Sentinel event annual report April 2014 2011–12 and 2012–13

Healthcare-associated infection 

in Victoria – surveillance report 

(VICNISS)

2014 2010–11 and 2011–12 

CCOPMM – Victoria’s mothers  

and babies
July 2014 2010 and 2011

Victorian Surgical Council 

triennial report
December 2014 2011 – 2013

Victorian Audit of Surgical 

Mortality – annual report
2015 2014

Chief Psychiatrist’s annual report January 2016 2014–15

555

Recommendation 5.1:

That the guidelines for the public hospital annual board quality reports be changed  

so they are simply required to:

5.1.1.	 disclose the number of sentinel events and adverse events with an incident 

severity rating of one or two555 that have occurred in the previous year

5.1.2.	 describe the actions taken by the health service to prevent the recurrence  

of a similar event

5.1.3.	 include the results of the indicators in the most recent board quality report 

provided by VHPA/the department

5.1.4.	 include commentary on those results, including where steps being taken to 

improve the care being provided by the health service

5.1.5.	 include information on the three patient experience goals identified by the 

hospital as its current priorities and the steps being taken to address those 

issues (see Recommendation 5.7).

555	 Incidents with a severity rating of one involve severe harm or death; a rating of two involves moderate harm.
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Transparency should go beyond new legislative requirements

Legislation currently before parliament will require the department to publish each 

hospital’s performance against key performance indicators (KPIs) in their Statement of 

priorities every quarter. As discussed earlier in this chapter, we believe the department  

or VHPA should go beyond this and publish all safety and quality performance 

information that is clinically credible, has been carefully checked, and does not pose  

a risk to patient privacy. 

We have recommended this for several reasons. First, the goal of reporting should be 

to provide meaningful information on hospital performance. As discussed in Chapters 2 

and 3 of this report, the indicators currently in the Statement of priorities do not provide 

this. Second, publishing a large number of indicators makes it much harder for health 

services to game the indicators or narrowly focus on the indicators being published (to 

the detriment of other aspects of quality). Finally, the department should encourage the 

development of a culture of openness and candour around healthcare, and that means 

moving to a system in which the default is to share information. 

Victoria – and indeed Australia – is behind a number of other jurisdictions which 

include Sweden, England and parts of the United States in using timely, public, easily 

accessible and easily interpretable data on performance, including crucially clinical 

and quality data, as a means to harness the natural competitiveness of both clinicians 

and managers to improve services. Publishing such data provides the public with a 

clearer picture of the quality of the local services they receive. At least as importantly, 

it can also be a way of spotting trouble early.

Chris Ham and Nicholas Timmins, The King’s Fund556

Such a shift would bring the Victorian system much closer to international practice. In 

other countries patients enjoy much greater access to information on hospital safety 

and quality, a result of consumer demand for greater transparency in care, and the use 

of public reporting as a strategy for stimulating improvement.557 

In New Zealand, a running sentinel events tally is published for each district health 

board,558 which in turn publishes its own report detailing the kinds of sentinel events 

that have occurred, its findings from reviewing the incidents, and the progress made 

on recommendations arising from the review.559 In England, the NHS also publishes 

each hospital’s tally of ‘never events’, 560 and many hospitals voluntarily publish their 

own safety experience and improvement data in regular ‘Open and Honest’ reports 

556	 Ham and Timmins (2015)
557	 The theory is that public reporting will improve care if patients use information on hospital performance to 

make informed choices about where to seek the best treatment, and if the information leads to economic or 
reputational pressure on hospitals to lift their own performance.

558	 Health Quality & Safety Commission of New Zealand (2015)
559	 For example, see Northland District Health Board (2015).
560	 The NHS defines never events as “serious incidents that are wholly preventable as guidance or safety 

recommendations that provide strong systemic protective barriers are available at a national level and 
should have been implemented by all healthcare providers. Each Never Event type has the potential to 
cause serious patient harm or death. However, serious harm or death is not required to have happened 
as a result of a specific incident occurrence for that incident to be categorised as a Never Event. Never 
Events include incidents such as: wrong site surgery, retained instrument post operation, and wrong route 
administration of chemotherapy.” The tally is kept current and updated monthly. NHS England (2016a)
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developed by the NHS, which show the hospital’s current performance on NHS ‘safety 

thermometers’ and detail the hospital’s progress on strengthening safety and quality 

processes.561 Finally, in the United States, large volumes of hospital safety data are 

available to the public, allowing independent organisations and media to evaluate 

hospital data and publish quality and safety rankings.562 

Transparency of data collection, sharing data for improvement, rewarding success  

[and] supporting areas in need of improvement are all key to shifting towards an 

improvement culture. 

Victorian Paediatric Clinical Network

There is something to learn from each of these approaches. Publishing sentinel event 

tallies ensures hospitals are held to account for catastrophic and highly avoidable events. 

Publishing broader performance data enables the public to evaluate and compare hospital 

performance. Publishing safety thermometers and improvement plans allows hospitals to 

engage candidly in a conversation with their patients about their journey to safer care. 

Some Victorian hospitals are already publishing key quality and safety indicators on 

their websites.563

Recommendation 5.2:

That:

5.2.1.	 the Victorian Health Performance Authority publishes all safety and quality 

performance information that is clinically credible, has been carefully  

checked, and does not pose a risk to patient privacy. The published  

indicators should include: 

–	 all the indicators included in the proposed board safety and quality report

–	 an update-to-date tally of each hospital’s sentinel events, noting how long 

it has been since the last event occurred and including a link to information 

about actions the hospital is taking in response to the sentinel events

–	 results from the Victorian Healthcare Experience Survey.

5.2.2.	 the department adapts the National Health Services’ ‘Open and Honest’ report 

template for Victorian hospitals. 

5.2.3. the Minister extends these requirements to private hospitals, through legislation 

if necessary.

561	 Reports tend to be uploaded to websites monthly (at fortnightly lags). Safety thermometers are results from 
a point of care survey that is carried out on 100 per cent of relevant patients on one day of the month and 
measures the proportion of relevant patients free from certain forms of harm. NHS England (2016b)

562	 Austin, et al. (2015) Note that each organisation generates a different ranking of hospitals, often with little 
overlap between the top performers in one list and the top performers in another. This is a result of the different 
methodologies used, which were devised to reflect different prioritisations of performance. For example, the 
Leapfrog Group defines safety as ‘freedom from harm’, while another defines it as ‘a hospital’s commitment to 
the safety of their patients’. Another two organisations emphasise quality (defined in terms of patient outcomes 
such as complication, readmission and mortality rates), which again leads to different rankings. 

563	 Alfred Health (2016)
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Hospitals must be transparent with patients when harm occurs

A commitment to transparency and candour in care must be system-wide. As the 

department strengthens its commitment to publishing performance data through the 

VHPA, hospitals must be strengthening their practices around open disclosure of harm 

to patients. 

Open disclosure is the practice of openly discussing incidents that have resulted in 

harm to a patient while receiving care with the patient, their family, carers and other 

support people.564 Open disclosure is a core requirement under Standard 1 (Governance 

for Safety and Quality in Healthcare Organisations) of the National Safety and Quality 

Health Service (NSQHS) Standards. This reflects the fact that open disclosure is a vital 

practice in health systems, demonstrating the system’s commitment to continuous 

improvement (which first requires recognition, open discussion and ownership of 

problems when they occur) and accountable, patient-centred care. As one author put 

it, the ‘the open, honest, and timely disclosure of medical error to patients … is ethically, 

morally, and professionally expected of clinicians … [it] should be a “no brainer”’.565

Unfortunately, hospital cultures do not always support admission of error, let alone 

disclosure of it to patients.566 Further, there appears to be weak familiarity with 

obligations for open disclosure at the board level in Victoria, as highlighted in 2014 

research that found that 46 per cent of surveyed board members were ‘not familiar’ 

with the national Open Disclosure Standard.567 Appropriate open disclosure practices 

clearly did not occur at Djerriwarrh. Submissions to this review highlighted that while 

open disclosure processes have strengthened in Victoria in recent years, there is still 

significant room for improvement.568

The United Kingdom has recently introduced a statutory ‘Duty of Candour’ requiring all 

organisations to ensure that when things goes wrong, patients and their relatives are 

promptly told about it.569 The duty is intended to foster a culture in which mistakes are 

acknowledged and learned from, and to counter the legalistic and defensive culture that 

surrounded failures in care at Mid Staffordshire.570

We recommend that the Minister adopt the Duty of Candour for the Victorian hospital 

system. It should be applied to hospital boards and executives who are responsible, 

as organisation leaders, to create a culture of candour in which staff feel comfortable 

and indeed encouraged to disclose errors in care to patients. Disclosure should occur 

regardless of whether a complaint has been made or a patient has made enquiries. 

It should be undertaken by an appropriately trained professional, and in a manner 

consistent with the national Open Disclosure Framework.571 

564	 Australian Commission on Safety and Quality in Health Care (2016d)
565	 Lamb (2004) 
566	 Finlay, et al. (2013) Lamb (2004)
567	 The study was based on a survey of 322 board members from 85 public health services, and semi-structured 

interviews with 35 board members and senior executives from 13 public health services in Victoria. Bismark, 
et al. (2014), p. 146 

568	 We have protected the anonymity of these submissions at the authors’ request. 
569	 Department of Health & Human Services (2015)
570	 Ibid.
571	 Australian Commission on Safety and Quality in Health Care (2013)
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Recommendation 5.3: 

That a statutory Duty of Candour be introduced that requires all hospitals to ensure 

that any person harmed while receiving care is informed of this fact and apologised 

to by an appropriately trained professional in a manner consistent with the national 

Open Disclosure Framework. 

The department and health services must foster  
a just culture 

Creating a culture of blame and retribution will lead to problems being driven 

underground and poor quality being uncorrected because local managers or health 

professionals will be afraid of admitting to errors and failure. No service can be  

error free.572

Sir Liam Donaldson, former NHS Chief Medical Officer 

Substantial cultural change needs to occur in the healthcare sector – by management, 

clinicians and bureaucrats. The much espoused ‘no blame’ or ‘just and trusting’ culture 

in Victoria is not always the culture experienced by healthcare clinicians... Open and 

frank multidisciplinary investigations of harm to patients with a view to improvement 

of patient safety need to replace adversarial discussions.

Victorian Paediatric Clinical Network

There is significant appetite in the hospital sector for greater transparency, and a strong 

belief that members of the public are entitled to it. Nevertheless, the transition is likely 

to be a difficult one. Increased transparency will see some hospitals celebrated for 

outstanding performance. Others may be subject to unflattering stories in the media 

and face increased pressure from stakeholders to account for their performance.

In some cases, greater transparency could potentially come at a cost to care. Pressure 

to lift performance may undermine hospital ‘safety cultures’, with staff feeling under 

pressure to conceal problems rather than bring them to light. International experience 

shows that increased public reporting can lead to hospitals avoiding patients who 

are high-risk, difficult to manage or at high likelihood of readmission, while also 

reducing screening that can identify hospital-acquired diagnoses in patients before 

they are discharged, and shifting the focus of quality and safety improvement to 

documentation.573 

The department must counter this risk head on. The best way to do this is to support 

hospitals to develop just cultures. Hospitals with ‘just cultures’ (as opposed to cultures 

of blame) balance appropriate accountability for blameworthy events with an 

understanding that, in many cases, human errors are the consequence of system

572	 Donaldson (1999) 
573	 Goitein (2014)
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failures.574 These hospitals’ responses to incidents are structured by a belief that 

blaming individuals is counterproductive and distracts from an opportunity to learn 

from mistakes.575 

As Wachter and Pronovost note:

Most errors are committed by good, hardworking people trying to do the right thing. 

Therefore, the traditional focus on identifying who is at fault is a distraction. It is far 

more productive to identify error-prone situations and settings and to implement 

systems that prevent caregivers from committing errors, catch errors before they 

cause harm, or mitigate harm from errors that do reach patients.576 

Openness to discussing and learning from error underpins a hospital’s continuous 

improvement. Truly excellent hospitals have robust systems and cultures to support 

disclosure of failure and learning from it. They employ this approach consistently, 

regardless of the prestige and status of the individuals involved.

In order to ensure that increased accountability for safety and quality performance does 

not undermine just cultures, three steps are needed to rebalance organisational and 

clinical incentives back in favour of openness. First, the department needs to strengthen 

and invest in measurement of safety cultures. Second, it needs to help hospitals to 

address endemic levels of bullying. Third, the Victorian Government should consider 

moving towards a no-fault insurance scheme for medical injury.

In addition to these steps, the department should ensure that its own approach to 

hospital performance reflects a just culture. As discussed throughout this report, part 

of this is striking an appropriate balance between accountability and support. While 

holding hospitals tightly to account for outcomes, the department should encourage 

hospitals to see it as a partner in helping them to deliver better care, and to ask for help 

when they are struggling to address problems on their own.

Hospital boards and executives must prioritise safety cultures

Within each health system incident reporting often misses important events. I think an 

element of this is that there is no anonymous way of reporting errors and therefore for 

example if the error occurred within the medical team (and would not be appreciated 

outside the team) there may be reluctance for one team member to ‘dob’ in the error 

for fear of upsetting superiors etc. 

Sarah Whiting, General and Infectious Diseases Physician, Alfred Health

Culture is important in any organisation. For better or worse, it determines the common 

and accepted ways of doing things among staff, and shapes the way they individually 

and collectively think about the organisation and their work.577

574	 Boysen (2013) Some health organisations use a ‘just culture algorithm’ to distinguish between harm caused 
by human error (an inadvertent act, such as a ‘slip’ or ‘mistake’), at-risk behaviour (taking shortcuts that the 
caregiver does not perceive as risky), and reckless behaviour (‘acting in conscious disregard of substantial 
and unjustifiable risk’). Only the latter category is considered blameworthy. Wachter (2013)

575	 Horstman and Naik (2015), p. 1
576	 Wachter and Pronovost (2009), p. 1,401 
577	 Singer, et al. (2007) ; Mardon, et al. (2010)
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Culture is particularly important in hospitals. As discussed, cultures of blame lead staff 

to conceal poor outcomes and so allow system weaknesses to incubate and fester.578 

Culture can be the difference between a staff member concealing error in fear of 

punitive consequences, ignoring it in the knowledge that reporting will achieve nothing, 

or bringing it to the attention of managers without hesitation. 

Hospital cultures also make a difference to how members of staff approach their jobs. In 

hospitals with a positive ‘safety culture’, there is a powerful organisational commitment 

and investment in safety. The safety culture manifests in ‘the intangible sharing of 

the safety values’ among members of organisations, and ‘the tangible results of this 

shared value’ through behaviour and structures.579 Staff interactions are characterised 

by mutual trust, shared perceptions of the importance of safety, and confidence in the 

efficacy of preventive measures.580 Approaches to care go beyond mere compliance with 

protocols, with staff vigilant about emergent risks to safety and invested in continuous 

improvement of care.581 

Culture can also be the difference between a successful improvement project and a 

failed one. For example, a recent study found that superficial implementation of surgical 

checklists in compliance with a new policy requiring them did not lead to significant 

reductions in operative mortality or complications.582 By contrast, a surgical safety 

intervention that focused on improving teamwork, communication and culture while 

including checklists (rather than the inverse) lead to a 50 per cent reduction in mortality.583

Recently, a panel of leading safety experts wrote a milestone report recommending ways 

to accelerate patient safety improvement 15 years after To Err is Human, the landmark 

United States safety study, was published.584 The panel considered the most important 

recommendation of their report to be that hospital leaders (namely, boards and executives) 

establish a safety culture ‘as the foundation to achieving total systems safety’.585 

The department must invest in measurement of safety cultures

Once a year, the Victorian Public Sector Commission (VPSC) conducts its ‘People Matter 

Survey’ on hospital staff. This survey gauges staff opinion on a range of organisational 

issues, including management, retention and bullying, and has a number of questions 

specific to safety cultures. 

Unfortunately, staff participation in the survey is often low. The VPSC strongly 

recommends a census rather than a sample approach to the survey,586 which allows 

all employees to share their views but also carries the risk that the views reported are 

non-representative. In 2013 the response rate ranged from 39 per cent in very large 

organisations (of more than 2,500 employees) to 20 per cent in very small organisations 

578	 For example, the safety scandal at King Edward Memorial hospital in the late 1990s was underpinned by 
‘a culture of blame, unsupportive of open disclosure of errors and adverse events’ Australian Council for 
Safety and Quality in Healthcare (2002), p. 1

579	 Groves (2014)
580	 Health and Safety Commission (1993)
581	 Ibid.
582	 Urbach, et al. (2014)
583	 Neily, et al. (2010)
584	 National Patient Safety Foundation (2015)
585	 Ibid., p. 11
586	 Victorian Public Service Commission (2014), p. 11
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(with fewer than 100 employees).587 Such low and non-random participation can be 

difficult to interpret and easy for managers to ignore.588 A leading safety expert in the 

United States has argued that much higher response rates are essential for interpreting 

data over time, and that when response rates fall below 60 per cent the data tend to 

represent opinions rather than culture.589 

The survey’s limitations do not invalidate its usefulness but underscore the need 

to invest in developing it. Over time, the department and the VPSC should invest 

in more refined measurement of patient safety culture, following the lessons of 

international research in this area.590 Immediate priority should be given to collecting 

the respondent’s clinical unit wherever possible, given intrahospital variation in safety 

cultures can be very large,591 and given the unit is of course where the improvement work 

should take place.592 

The VPSC should immediately start providing the department with backdated and 

disaggregated patient safety information, which would be more useful than the current 

index formed from responses to eight patient safety questions.593 Answers to these 

questions should inform the department’s cultural risk assessment of a service, as 

discussed in Chapter 3. 

Where the VPSC survey reveals concerning information about safety cultures, the 

department should treat this as a serious performance concern and manage it 

accordingly. This would include low rates of agreement with any of the following 

statements: 

•	 Patient care errors are handled appropriately in my work area. 

•	 I am encouraged by my colleagues to report any patient safety concerns I may have.

•	 My suggestions about patient safety would be acted upon if I expressed them to  

my manager.

Over time, the department should investigate options for strengthening measurement 

of culture. For example, the department could consider using the Medical Engagement 

Scale (MES), a validated scale that has been used in the NHS and other Australian states 

to analyse doctors’ engagement. The MES uses a 30-item survey developed from a very 

large sample of more than 20,000 NHS staff, with subscales for ‘Working in an Open 

Culture’, ‘Having Purpose and Direction’ and ‘Feeling Valued and Empowered’ that can 

be used to diagnose specific issues with hospital culture.594 

587	 Ibid., p. 11
588	 Pronovost and Sexton (2005), p. 232
589	 Ibid., p. 232
590	 Jones, et al. (2008) Pronovost and Sexton (2005) Sammer, et al. (2010) 
591	 Pronovost and Sexton (2005), p. 232
592	 Ibid., p. 232 Smits, et al. (2009) 
593	 This index assesses agreement with the following questions: Patient care errors are handled appropriately 

in my work area; This health service does a good job of training new and existing staff; I am encouraged 
by my colleagues to report any patient safety concerns I may have; The culture in my work area makes it 
easy to learn from the errors of others; Trainees in my discipline are adequately supervised; My suggestions 
about patient safety would be acted upon if I expressed them to my manager; Management is driving us to 
be a safety-centred organisation; I would recommend a friend or relative to be treated as a patient here.

594	 Clark (2010) Spurgeon, et al. (2011) Spurgeon, et al. (2015) 
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The data from participating organisations are combined to create a dataset for 

benchmarking and making comparisons. In the NHS, MES results were correlated with 

a range of performance measures from the Care Quality Commission, showing strong 

relationships between engagement as measured by the MES and clinical performance, 

financial management, safety indicators, patient experience and overall quality 

standards.595 In Australia, the MES has been used in 12 sites and more than 2,100 doctors 

have completed the survey – meaning there is already Australian data that could be 

used as a comparison.596

Recommendation 5.4: 

That:

5.4.1.	 the department works with the Victorian Public Sector Commission to improve 

measurement of safety culture, including by refining the survey methodology, 

collecting unit identifiers where appropriate and significantly increasing 

participation rates in the People Matter Survey

5.4.2.	 the department will treat low rates of agreement with the People Matter 

Survey’s hospital safety culture questions as a serious performance concern 

and address it with the hospital accordingly. 

The department must support hospitals to address problems with bullying

The health system has the highest rate of bullying in all Victorian public sector agencies. 

Since 2005, 41–45 per cent of surveyed health sector employees have reported witnessing 

bullying in their workplace, compared with 26–35 per cent of respondents from non-

health sector organisations.597 Similarly, 24–28 per cent of surveyed health sector 

employees reported experiencing bullying, compared with 15–20 per cent of respondents 

from non-health sector organisations.598 The problem is apparent throughout the 

medical hierarchy, and particularly prominent in nursing599 and surgery.600

Bullying is anathema to a culture focused on continuous learning and improvement. 

People cannot point out opportunities for improvement in a hostile work environment. 

People cannot admit and address error in a culture where shaming is commonplace. 

People cannot raise concerns with management or make internal complaints when there 

is fear of social or professional retribution. 

595	 Spurgeon, et al. (2015)
596	 For instance in New South Wales, see Long (2014).
597	 Victorian Public Service Commission (2014), p. 6
598	 Ibid., p. 7
599	 ‘In 2014, Monash University’s report Leading Indicators of Occupational Health and Safety: A report on a 

survey of the Australian Nursing and Midwifery Federation found that 40 per cent of nursing professionals 
who responded to a survey reported experiencing bullying or harassment within the previous 12 months.’ 
Victorian Auditor-General’s Office (2016a), p. ix

600	‘In 2015, a prevalence survey conducted by the Royal Australasian College of Surgeons’ Expert Advisory 
Group found that 39 per cent of surgeons who responded to the survey reported experiencing bullying and 
19 per cent reported having experienced harassment.’ ibid., p. ix
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The Minister has recently announced timely action to address bullying in hospitals, 

stating a commitment to ‘ensure the insidious, unacceptable and unlawful nature of 

workplace bullying will become a thing of the past in our hospitals’.601 This plan includes 

education and support for health service boards, and an independent team that will 

intervene in services with bullying problems. This action is an important step forward. 

There is a significant recognition of the need for change in clinical professions, explored 

recently in a special issue of the Medical Journal of Australia.602 

More needs to be done in the department itself. A 2016 Auditor-General report found 

that too little is being done by the department to support boards and health services to 

effectively address the problem. As the Auditor-General reported:

Neither [the department] nor WorkSafe have developed guidance or provided support 

to health service leadership – board and executive level – to assist them in managing 

the risk of bullying and harassment, despite implementing initiatives focused on 

improving boards’ governance capability.603

We recommend that all Victorian hospitals and the department implement, as a matter 

of priority, the Auditor-General’s recommendations for addressing bullying. In particular, 

hospitals must ensure that information on the prevalence, causes and impact of internal 

bullying is being reported to the board and actively monitored by it.604 The board’s 

attention to this issue should form a part of board performance evaluation process 

described in Chapter 2 of this report. 

The department must drive improvement in this area. It should support health services 

to find efficient solutions to internal problems by developing and providing hospitals 

with a ‘best practice’ anti-bullying framework and resources to use and adapt. It should 

support hospitals by providing data and analysis reports, by sharing best practice,605 

and by investigating hospitals flagged for bullying in the People Matter Survey. Finally, 

it should lead by example, including by investigation and addressing any internal 

problems with bullying and culture. 

Recommendation 5.5:

That the department monitors the bullying questions in the People Matter Survey as 

part of its routine monitoring of safety and quality in public hospitals and incorporate 

the results into its assessment of health service risk. 

601	 Hennessy (2016)
602	 Australian Medical Association (2015)
603	 Victorian Auditor-General’s Office (2016a)p. xiv
604	 Ibid., p. xiv–xv
605	 Ibid., p. xv
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Victoria should consider moving towards no-fault compensation for  
medical injuries 

A broad based government funded no-fault scheme is absolutely worth pursuing. 

It works well in New Zealand and removes the focus and energy from litigation into 

greater focus on prevention. Rather than wasting energy on the dispute process it 

allows patients and staff to be compensated and move forward to understanding the 

causal factors and mitigating strategies of the issue.

Senior leadership team, metropolitan health service

Victoria could improve incentives for learning from patient safety incidents by changing 

the legislation regarding compensation for medical injuries. Currently, we have a tort-

based approach to compensation for medical injuries. This means that when patients 

suffer complications from care, they must prove their doctor or the hospital was 

negligent in order to receive compensation (a costly process usually requiring legal 

representation). No-fault schemes do not require proof of negligence for a patient to 

claim compensation and largely avoid the courts.

From the state insurer’s perspective, the tort system reduces the number (although not 

necessarily the cost) of payouts. The downsides are for patients, doctors and perhaps 

also – ironically – the state. The litigation process is long and expensive for all parties, 

and an unpleasant one for people whose lives have already been affected by serious 

harm from medical care. When facing up to error, doctors have to worry about the risk of 

malpractice litigation, rather than focusing on opportunities for improvement. And from 

the state’s perspective, the process may not be cheaper, since the administrative costs 

tend to be high and the payouts more variable.606

The National Injury Insurance Scheme, which is being rolled out in parallel with the 

National Disability Insurance Scheme, will eventually introduce no-fault compensation 

for people who suffer ‘catastrophic’ injuries from ‘medical accidents’.607 The timelines 

for this are uncertain, but it is clear this is a move towards a no-fault scheme for injuries 

associated with healthcare. The issue now is what injuries will be covered, how the 

scheme will be paid for and what the scheme’s governance arrangements will be.

Moving from our current tort-based system to a no-fault scheme would mean that 

patients would file claims and be compensated, mostly without a prolonged litigation 

process in between. Further, doctors could file reports that disclose error without having 

to worry about patients using the reports in malpractice litigation. 

Changing systems would have many benefits, but it would not remove all disincentives 

against openness and honesty in discussing medical error. After all, clinicians are 

subject to the same human foibles that make people afraid or reluctant to admit error in 

other fields. This tendency is amplified in the strongly hierarchical culture of the medical 

606	 When New Zealand moved to a no-fault compensation system, it found that payouts were ‘generally lower 
and more consistent than under a malpractice equivalent ... economic losses are compensated according 
to a fixed schedule, and compensation for noneconomic losses is available only for permanent disabilities.’ 
Bismark and Paterson (2006), p. 281

607	 The Treasury (2016)
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profession, where it can be very difficult for people to point out or document the errors  

of others, and their superiors in particular.608 

Currently insurance for medical negligence claims in Victorian public hospitals is the 

responsibility of the Victorian Managed Insurance Authority (VMIA), which also covers 

other insurance for public hospitals and the state government. Medical negligence 

insurance for private hospitals and doctors is provided by a number of private insurers.

A no-fault insurance scheme could be the responsibility of a new agency that would take 

over responsibilities from the VMIA for in-hospital adverse events. A model might be the 

Transport Accident Commission, which provides compensation and arranges treatment 

and rehabilitation for those injured in road crashes, and invests in prevention strategies.

A new Healthcare Adverse Events Commission could be established on the same basis, 

providing compensation609 (perhaps using the current schedule used by the Transport 

Accident Commission), funding restorative treatment and rehabilitation, and driving 

prevention of adverse events. In this model, hospitals would report incidents and 

sentinel events to the Healthcare Adverse Events Commission, which would also receive 

root cause analysis reports. The commission should have power to direct hospitals to 

introduce revised policies and procedures to reduce the risk of future adverse events.

The commission could be funded by a levy on hospitals, partly based on the hospital’s 

patient mix and partly based on claims experience. Depending on the scope of the 

scheme, particularly whether injuries sustained outside hospitals are in scope, a levy of 

registration fees of health professionals practising in Victoria could also be used as a 

funding source.

The limited time provided for this review has not allowed for an estimate of the costs  

of moving to a ‘no-fault’ scheme, a detailed plan for how it might work, or how it  

would relate to other compensation arrangements. However, the merits and costs  

of a comprehensive no-fault scheme need to be assessed.

Recommendation 5.6: 

That the government refers the issue of the feasibility of extending no-fault medical 

insurance to all healthcare injuries not currently planned to be covered by the 

National Disability Insurance Scheme or the National Injury Insurance Scheme to  

the Legal and Social Issues Committee of the Legislative Council for investigation. 

608	 Singh (2015) 
609	 Injuries covered by the National Disability Insurance Scheme would not be covered by the Healthcare 

Adverse Events Commission.
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The Victorian hospital system must be more focused  
on patient needs 

A serious commitment to embracing patient centred care at a system-wide level 

across Victorian hospitals will require recognition that institutional culture is the most 

pervasive barrier to change. This must be prioritised above its current status as a 

footnote to participation. Culture change invariably requires leadership commitment, 

but this commitment to a patient centred culture varies greatly between health 

services. Even CEOs with best intentions frequently lack the skills and tools to drive 

institutional culture change.

Health Issues Centre

Given that the hospital system exists to serve patients, it would seem intuitive for 

patients to be at its centre. Feedback from consumer representatives suggest this is 

often far from the case. Meaningful patient involvement in the operation, evaluation and 

governance of hospitals is widely lacking, and patient engagement is often tokenistic.

The underinvestment in patient engagement means the system is poorly prepared for 

increasing prevalence of chronic disease, where many patients are adept self-managers 

of their own conditions, often have better information than their treating clinicians on 

their own needs, and – regardless of their clinicians’ best efforts – will continue to live 

with that disease after they leave hospital. 

The department therefore needs to support hospitals to transform existing models 

of care from a paternalistic focus on cure to an empowering focus on improving self-

management. This requires the close engagement of patients in design, delivery and 

evaluation of care.610

Throughout this report we have recommended a series of improvements in patient 

engagement in clinical governance, quality improvement and policymaking.611 The rest of 

this report addresses ways in which the department could strengthen the patient focus 

in delivery of care in Victoria. 

These recommendations should be seen as a starting point only. In the long term, the 

department, through the proposed Office of Safety and Quality Improvement (OSQI) 

should partner with clinicians and consumers to transform the Victorian hospital system 

into one that is truly patient-centred. 

610	 This is also known as co-production. Blackstock, et al. (2015)
611	 In Chapter 2, we recommended a significant improvement in consumer representation on boards. In 

Chapter 3 we recommended investment in statewide collection of patient-reported outcome data. In 
Chapter 4 we recommended a critical mass of skilled consumer representatives on both the clinical 
networks and a newly formed Victorian Clinical Council. 
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The department must hold hospitals to account for patient experience 

If people are commonly treated with personal respect, given as much information as 

possible, and included effectively in decision-making, their well-being is enhanced. 

However many research studies, including some of my own, attest to the engrained 

patterns of disrespect embedded in many hospital cultures. Their hierarchical nature… 

remain embedded in the consciousness of many health professionals. Rudeness not 

only to patients but to others lower in the professional hierarchy varies across sectors 

and units but remains largely unaddressed by ‘quality and safety‘ initiatives. 

Dr  Kerreen Reiger, School of Humanities and Social Sciences, La Trobe University

Although overall patient satisfaction with care in Victoria is high (with 69 per cent of 

patients reporting that care is very good and a further 23 per cent reporting that it is 

good),612 a look behind those numbers gives cause for concern. Seventy-seven per cent 

of patients reported that they always felt that they were listened to and understood in 

hospital, but the corollary of that is damning – almost one-quarter of patients felt that 

‘standard’ care wasn’t met all the time. Almost one in eight patients felt they weren’t 

always treated with dignity and respect.

Patients seek hospital care to address a problem. Patients seek help for a range of 

problems including pain, mobility issues, trauma or psychiatric illness. Medical treatment 

is a service provided to help patients with these problems. Accordingly, hospitals should 

be held to account for the patient experience – not just the throughput and treatments 

– they provide.

Monitoring experience is justified on empirical, as well as normative, grounds. There 

is a well-documented relationship between a patient’s experience of care and the 

outcomes of it. A recent systematic review613 found that a positive patient experience 

was associated with:

•	 improved objective health outcomes (reduced mortality, fewer medical errors and 

infections)

•	 improved self-reported health and wellbeing (greater functional ability, quality of life 

and health status, and reduced anxiety)

•	 greater adherence to prescribed treatment

•	 greater incidence of preventive care

•	 reduced hospitalisations, readmissions, emergency department use and primary  

care visits

•	 fewer errors and adverse events

•	 higher technical quality of care.

612	 Victorian Healthcare Experience Survey (2016) 
613	 Doyle, et al. (2013)
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The current hospital performance-monitoring framework captures patient experience 

through ratings of the overall care experience in the Victorian Healthcare Experience 

Survey. This is a relatively weak indicator for accountability purposes. The evidence 

shows patients can report high levels of satisfaction even after a negative care 

experience (and vice versa), with satisfaction ratings shaped by patients’ expectations 

and perceptions of the care process, and their tendency to be forgiving of care providers 

given their high-intensity work environment and competing responsibilities.614 Reflecting 

this, the overwhelming majority of patients surveyed in Victoria consistently rate their 

experience of care as ‘good’ or ‘very good’.615 

It is possible that care really is this good. However, even in outstanding hospitals there 

is always room for improvement, and the goal of performance indicators should be to 

focus hospitals on this. An overall measure of satisfaction does the opposite. Because it 

does not tell hospitals where their opportunities for improvement are616 it creates a risk 

of complacency and underinvestment in place of a focus on improvement. 

The department should change this. 

First, it should replace the overall satisfaction measure with the Victorian Healthcare 

Experience Survey’s ‘Transition Index’.617 This measures the patient’s experience of the 

way the hospital managed their care transition, an increasingly important component of 

care given the increase in the prevalence of people with chronic conditions who require 

ongoing care in the community. 

Second, it should require all hospitals to nominate a set of specific priorities (such as 

communication, care coordination or bathroom cleanliness) for improving their patients’ 

experience of care, as measured in the Victorian Healthcare Experience Survey. The 

department should hold the hospital to account for improvement on these priorities and 

treat regression or failure to improve on a priority measure as underperformance.

When a hospital has very low ratings on any of the patient experience measures, the 

department should consider this a cultural risk, and adapt its risk assessment of the 

hospital accordingly. 

614	 Harrison, et al. (2015), p. 2
615	 Between March 2014 and December 2015, 86–90 per cent of surveyed patients in Victoria rated their overall 

hospital experience as ‘good’ or ‘very good’. Victorian Healthcare Experience Survey (2016)
616	 Harrison, et al. (2015), p. 2
617	 The index is calculated from answers to four questions: Before you left hospital, did the doctors and nurses 

give you sufficient information about managing your health and care at home? Did hospital staff take your 
family or home situation into account when planning your discharge? Thinking about when you left hospital, 
were adequate arrangements made by the hospital for any services you needed? (for example, transport, 
meals, mobility aids)? If follow up with your General Practitioner (GP) was required, was he or she given all 
the necessary information about the treatment or advice that you received while in hospital?
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Recommendation 5.7: 

5.7.1.	 That the department uses the Transitions Index, which measures the patient 

experience of the way a hospital manages care transitions, as its headline 

measure of patient experience rather than the ‘overall’ indicator for patient 

experience.

5.7.2.	 That from the 2016 Statement of priorities onwards, health services be required 

to identify three specific priorities for improving the patient experience of care. 

These would then become key performance indicators in their Statement  

of priorities. 

–	 These key performance indicators should be revised biannually to reflect  

new areas for improvement in patient experience.

–	 The priorities should be informed by the most recent Victorian Patient 

Experience Survey and the priority setting process should involve 

consultation with consumers.

The department must strengthen safety of care for patients from  
diverse backgrounds

Victorians are lucky to live in a state that is rich in cultural diversity. Our communities 

are filled with people from more than 200 countries who speak 260 different languages 

and dialects, and follow 135 different religious faiths. Almost 50,000 Indigenous 

Australians live in Victoria.618 Around 26 per cent of Victorians were born overseas, 

and more than 46 per cent – almost half the Victorian population – were either born 

overseas or have at least one parent born overseas.619 More than 74 per cent of the total 

overseas-born population come from non–English-speaking countries.620

Our hospitals must be able to deliver safe and high-quality care to the entire community, 

in all of its cultural and linguistic diversity. To do so, hospital staff need to be able to 

communicate effectively with all patients. Effective communication is vital to providing 

safe and high-quality care. A patient must be able to accurately describe and disclose 

their symptoms and pre-existing diagnoses to their treating clinician, who in turn must 

be able to convey the proposed treatment and any attendant risks (in order to establish 

consent) and advise on post-discharge care. 

Hospitals must therefore be able to access timely and effective translation support 

services when they are needed. They are required to do under the department’s 

Language services policy, and under Standard 3 of the Cultural responsiveness 

framework: guidelines for Victorian health services,621 which specifies that an accredited

618	 Australian Bureau of Statistics (2014) 
619	 Victorian Multicultural Commission (2012)
620	 Ibid.
621	 Department of Health (2009) 
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interpreter must be provided to people who need one. The Australian Charter of 

Healthcare Rights in Victoria (2007) also specifies the right of communication,  

including via an accredited interpreter in public healthcare services.622 

Nevertheless, compliance with these requirements does not always occur, with 

documented shortages of interpreters in Victorian hospitals. A 2014 study found that the 

majority of surveyed Afghan women in Victorian maternity care wards reported difficulty 

accessing an interpreter, often while receiving care during labour.623 For example, some 

received interpreters who did not speak the same dialect, or received male interpreters 

to whom they were not comfortable asking questions about obstetric issues.624 The 

study found that, contrary to Victorian language policies, the availability of professional 

interpreters during pregnancy visits was ‘sporadic and virtually non-existent during 

labour and birth’, with the hospital staff relying on family members with insufficient levels 

of English to translate during labour.625

Similarly, a Victorian study undertaken by Foundation House in 2013 found failures 

in provision of language interpreters, identifying inadequate funding from state and 

federal governments and inadequate hospital procedures as contributing factors to the 

insufficiency.626 Research by the Victorian Human Rights Commission also identified 

shortcomings in the provision of Auslan interpreters to Victorian hospitals, which it 

regarded as a failing of public hospitals to fulfil their obligations under the Equal 

Opportunity Act 2010.627

The Victorian Healthcare Experience Survey shows that of the four per cent of people 

who needed help understanding English while in hospital, half didn’t have access to 

an interpreter, and half were not given information (for example, leaflets) in their own 

language.628 Further, of those who did have access to an interpreter, only a handful had 

access to a hospital or telephone interpreter, with most relying on relatives or friends, 

rather than a professional.629 This is inconsistent with Standard 3 of the department’s 

Cultural responsiveness framework, which states that the health service must provide 

accredited a interpreter for patients who need one.630

This creates safety and quality risks. When people are unable to access interpreters 

in Victorian hospitals, effective communication is unlikely to take place, leading to an 

increased risk of harm through misdiagnosis, failure to establish informed consent, or 

failure to ensure the patient is sufficiently informed to manage their own care after to 

discharge (see Box 21). 

622	 The charter states that interpreters should be provided at important times such as when discussing 
medical history, treatments, test results and diagnoses.

623	 Yelland, et al. (2015)
624	 Ibid.
625	 Ibid.
626	 Vanstone, et al. (2013)
627	 Victorian Equal Opportunity and Human Rights Commission (2016)
628	 Of the people who responded to the survey in October–December 2015.
629	 Of the people who responded to the survey in October–December 2015.
630	 Department of Human Services (2004)
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Box 21: A lack of access to interpreters has been associated with serious harm  
and negative patient experiences in Victoria 631 632

The Victorian Sentinel Event Program annual report has described instances where 

procedures involving the wrong patient or body part were performed on non-

English-speaking patients.631 This includes two cases where non-English-speaking 

patients were not provided with access to interpreter services, which, combined with 

insufficient site checking procedures, resulted in procedures being undertaken on 

incorrect body parts. 

A 2014 inquiry into access to Auslan interpreters in Victorian hospitals has also 

highlighted a number of instances where patients were not given access to interpreter 

services.632 The inquiry’s report describes one particular case where a patient arrived 

for a post-operation check and described that they had emergency surgery a week 

ago but had no idea what had happened. There was no interpreter provided at the 

patient’s presentation to the emergency department, before or after surgery, or on 

discharge, which meant that informed consent could not have occured.

Hospitals are funded to provide interpreter services633 for their patients, with additional 

funding provided to hospitals meeting unusually high demand. Health services should 

ensure all staff are aware of their obligation to use professional interpreter services for 

patients with limited English proficiency, rather than to ‘make do’ or ask family members 

to translate. 

Recommendation 5.8: 

5.8.1.	 That the department monitors the Victorian Healthcare Experience Survey to 

ensure all public hospitals are providing interpreter services to patients who 

require them.

5.8.2.	 That when the Victorian Healthcare Experience Survey shows a hospital 

may not be complying with its requirement to provide accredited interpreter 

services to patients who need them, the department treats this as a serious 

performance issue and manage it accordingly.

5.8.3.	 Hospitals must ensure all clinicians are aware of their ability and obligation to 

request professional interpreter services when required. 

631	 The subsequent root cause analyses found that insufficient information was documented in the patient 
medical record and interpreters were not used to communicate with non-English-speaking patients. Ibid.

632	 Lowrie (2014)
633	 Interpreter services can be provided face-to-face or a telephone interpreter
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Hospitals must effectively respond to consumer complaints 

Often patients and their carers do not wish to make a formal complaint, but feel that it 

is the only way they will be heard in a health system that appears distant and difficult 

to engage, especially when things go wrong or could be improved. This suggests that 

there may be a disconnect between the public and how health services listen and 

respond to their voice ... What the public want is an opportunity to provide feedback 

to health services on their terms, to ‘feel heard’, and to see that their feedback has 

made a difference to the safety and quality of care. By giving patients this opportunity 

to contribute to the quality of our health services, there is a sense of change and 

partnership.

Associate Professor Michael Greco, Chief Executive, Patient Opinion Australia

When patients make formal complaints about quality of care, there can be a tendency 

for health practitioners to view the complaint in a negative light.634 Similarly, patients 

themselves may be reluctant to make a complaint, fearing it may be taken as 

ingratitude or could prejudice their future care.635 

Such attitudes lead to missed opportunities for identifying patterns of harm (as 

discussed in Chapter 3) and for improvement. Complaints are useful quality assurance 

tools when they provide a stimulus for appraisal and revision of work practice and help 

health services to identify remediable system flaws.636 Further, complaints are rarely 

litigious or vexatious, and tend instead to reflect a desire for health services to apologise 

and ensure the same problem does not affect other patients in future.637 

Many health services in Victoria have made admirable efforts to encourage consumer 

complaints.638 These efforts are visible in the prominent location of consumer liaison 

desks at the entrance of some hospitals, the colourful posters on the walls of wards 

providing advice to patients on how and where to complain, and commitment by boards 

and executives to review complaints at the highest level. 

As always, however, there is variation across the system. For example, many hospitals 

(including, at the time of the perinatal deaths, Djerriwarrh Health Services) lack a 

consumer liaison officer. Consumer liaison officers play an important role in working 

with consumers to identify issues and support safety and quality improvements, and 

634	 Anderson, et al. (2001)
635	 As the Health Issues Centre noted in its submission to this review: ‘Although the public generally rates 

doctors and nurses very highly in terms of being respected and trusted professions, when it comes to 
making a complaint against those same health professionals, many patients and families are fearful and, 
thus, reticent about expressing dissatisfaction with care. Reasons cited for this include fear that future care 
will be compromised, concern about being seen as “ungrateful” or labelled as “difficult”’. 

636	 Anderson, et al. (2001)
637	 For example, an audit of 1,308 complaints at a major Australian hospital found that on 97 per cent of 

occasions, an explanation and/or an apology resulted, and no complaints had proceeded to litigation. Ibid. 
A similar study (auditing an NHS hospital over a 22-month period) found that 99 per cent of patients were 
satisfied with an explanation and an apology indicating that almost all have been due to a lack of good 
communication than due to real deficiencies in the clinical care. Siyambalapitiya, et al. (2007)

638	 As the Health Issues Centre noted in its submission to this review: ‘Most health services now make a 
concerted effort to inform patients about how to complain, providing brochures and signs encouraging 
complaints, and make a commitment to follow through with complaints. Yet fear and hesitation still persist, 
resulting in not only unresolved issues for patients and families but significant missed opportunities for 
improvement.’
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should be visible and accessible in all hospitals. Further, many hospitals reportedly lack 

an ability to capture or respond to real-time complaints, concerns and feedback about 

potential safety, which is often a preferred alternative to lodging a formal complaint 

after the fact.639

The department should hold hospitals to account for responding promptly, respectfully 

and effectively to patient complaints, feedback and concerns. To do this, it should 

work closely with the Office of the Health Services Commissioner (OHSC), which is 

responsible for resolving complaints from consumers of health services about health 

service providers in Victoria, and have increasing powers to use information from health 

information complaints to improve the quality of healthcare.640

The OHSC should monitor the effectiveness of complaints handling by health 

services and report on this aspect of performance to the department, which should 

treat underperformance as a cultural risk to be managed in accordance with the 

performance monitoring framework set out in Chapter 3. The OHSC should also report 

trends, innovations and best practice in complaints management to the OSQI, and work 

with it to support improvement in hospital engagement with consumer feedback. 

Recommendation 5.9: 

That:

5.9.1.	 the Office of the Health Services Commissioner (OHSC) monitors the 

effectiveness of complaints handling by all hospitals and report on individual 

health service providers’ compliance with complaints handling standards to  

the department’s Performance and System Design branch

5.9.2.	 poor handling of complaints detected by the OHSC be considered as a cultural 

risk by the department and managed accordingly

5.9.3.	 the OHSC reports on trends, innovations and best practice in complaints 

handling by health services to the Office for Safety and Quality Improvement, 

which should use this information to support improvement in patient 

engagement across all hospitals 

5.9.4.	 the department requires all hospitals to have an identified person who is 

responsible for addressing patient concerns and who is visible and accessible 

to patients. In smaller hospitals it may be appropriate for the person in this 

role to be appointed jointly across a few hospitals. The contact details for 

the identified person should be readily accessible (including on the hospital’s 

website) and consumers must be able to meet with them in person within  

a week of initial contact. 

639	 Submission from the Health Issues Centre. 
640	On 3 May 2016, the Health Complaints Act 2016 was given Royal Assent.  The Act expands the role and 

powers of the current OHSC and provides a more comprehensive health complaints system to protect the 
public and to improve the quality of health services.
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The OSQI should support hospitals to improve the way they partner  
with patients 

The great challenge of 21st century healthcare is to strengthen patient engagement 

at all levels of the healthcare system – from the board table to the bedside. The rise 

of chronic disease means that paternalistic models of care focused on cure by a 

clinician, rather than empowered self-management by a patient, are increasingly 

counterproductive. 

The evidence supports this. A large number of studies shows that care can be safer, 

more effective, more responsive and more innovative when patients are engaged in its 

design and delivery.641 Reflecting this, ‘Partnering with Consumers’ is Standard 2 of the 

NSQHS Standards, which all hospitals are accredited against.642

Many Victorian hospitals and health workers are deeply committed to strengthening 

patient engagement. Some outstanding examples of this are highlighted in Box 22. 

However, many hospitals – in Victoria and throughout Australia – struggle with this 

standard, even when they recognise its importance. A forthcoming evaluation of the 

implementation and early outcomes of the NSQHS Standards found that partnering 

with consumers (Standard 2) was consistently singled out by stakeholders as being a 

particular challenge for health services, with a lack of strategy and funds to address 

deficiencies cited as particular problems.643 

A survey recently undertaken by the department found that health services report the 

requirements under the ‘Consumer Participation’ domain as the most challenging of 

their clinical governance obligations.644 One in ten health services reported they had 

not implemented the requirement for consumer participation in quality and safety 

committees’.645 Access was raised as an issue by many health services and rural 

services in particular; in some instances, health services have had to rely on untrained 

community members to act as consumer representatives.646

641	 Boaz, et al. (2016) Carman, et al. (2013) Doyle, et al. (2013) Thompson and McCabe (2012)
642	 Australian Commission on Safety and Quality in Health Care (2016b)
643	 Australian Commission on Safety and Quality in Health Care (2016c), p. 7 
644	 “Review of compliance by Victorian public health services with the Victorian Clinical Governance 

Policy Framework (2009): Key findings report on the Health Service Board Clinical Governance Survey.” 
Department of Health and Human Services April, 2016, p 11

645	 “Review of compliance by Victorian public health services with the Victorian Clinical Governance 
Policy Framework (2009): Key findings report on the Health Service Board Clinical Governance Survey.” 
Department of Health and Human Services April, 2016, p 11

646	 “Review of compliance by Victorian public health services with the Victorian Clinical Governance 
Policy Framework (2009): Key findings report on the Health Service Board Clinical Governance Survey.” 
Department of Health and Human Services April, 2016, p 12
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Box 22: There are outstanding examples of patient engagement in Victoria 

In its submission to this review, Boort Health Service argued that 

‘Person centred care needs to be incorporated into the ethos into every health service 

as it leads to outstanding outcomes in terms of improved safety and quality of care. 

It’s about listening to patient’s stories and coming together to not only learn from 

the personal narrative but also how to use these stories to embed continuous quality 

improvement… Examples of individuals in Victoria who clearly demonstrate person 

centred care include:

Dr Catherine Crock AM from the Royal Children’s Hospital … [who is] the Director of the 

Australian Institute of Patient and Family Centred Care. The primary work at the Royal 

Children’s Hospital is to ensure children and their families are involved in decision 

making. She has also been a trailblazer to have families educate staff about what it 

means to deliver person centred care. 

Eastern Health, where [chief executive] Alan Lilly ... responds personally to every story 

posted on the site as he wants to lead by example that person centred care is the 

reason for the existence of the health service. 

Jen Morris, who is a patient advocate and healthcare researcher. Jen’s work focuses 

on bringing the voices of patients to forums where traditionally these voices would be 

absent – including research teams.’

Source: Submission from Marlies Eicher (board chair) and Vicki Poxon (CEO) of Boort Health Service

The difficulties experienced by hospitals in developing meaningful and effective patient 

partnerships is unsurprising. Although the evidence base is strong on the general 

relationship between patient engagement, safety and quality, and positive outcomes of 

care,647 the literature is less clear on the optimal method for achieving engagement.648 

Full partnership with patients requires a seismic shift in the culture and models of 

care historically embedded in hospital systems, with change supported by committed 

leadership and effective strategy. For this reason, developing evidence and strategy in 

partnership with leading health services for best practice in patient engagement should 

be a key priority of the OSQI and the clinical networks going forward. The department 

should expect a transformation in care in the years to come, and support hospitals to 

achieve it. 

Recommendation 5.10: 

That the OSQI adopt patient engagement and patient experience as a priority 

improvement goal for the hospital system. 

647	 Schiffinger, et al. (2016)
648	 Berger, et al. (2013)
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Patients are the heart of the health and hospital system, its reason for existence. When 

the safety and quality of that system fails, it is patients and their families who suffer… 

Patients and families need to have complete confidence in not only the safety but the 

adequate governance of Victorian health systems.

Health Issues Centre

The place of risk and consequences
Thousands of people are involved in each episode of care in Victoria, from the patient 

and their family to the treating clinicians and support staff, hospital administrators, 

departmental staff, the Secretary and the Minister.

When something goes wrong in the hospital system, it is the patient and their family who 

bears the immediate consequences. Everything we have proposed in this report is about 

reducing the risks that patients have to bear. 

The legislation should reflect that, at the other end of the chain of care, the Minister also 

bears risk for adverse events in Victorian hospitals. As the experience with Djerriwarrh 

Health Services shows, the Minister can and should be held accountable publicly when 

things go wrong. In particular, the Minister is held to account for sustained, undetected 

and unaddressed deficiencies of care that have devastating consequences on patients 

and their families. 

The legislation should establish  a chain of responsibility between the patient and 

Minister, along which risk and responsibility is spread. The rhetoric of ‘devolved 

governance’ has supported the department as responsibility for oversight has been 

shifted to hospital boards, even as its statutory functions have remained constant.

In this setting, some boards and board members may not have seen clinical governance 

as their key responsibility. Some hospitals, especially smaller ones, have not been 

supported to meet their accountabilities, and no hospital has all the information it needs 

to meet its clinical governance responsibilities. The result is weaker accountability and 

poorer overall system performance.

This is what we want to change. We want problems in the system to be clearly identified, 

and in a timely way. We want to build capacity for addressing problems. We want 

stronger local accountability for ensuring they do not happen again.  

Our recommendations 
This report sets an ambitious agenda for change. We have provided over 50 detailed 

recommendations, touching almost all areas of safety and quality in the department. 

Once implemented, these recommendations will transform governance, oversight, 

capacity for excellence and transparency in the Victorian hospital system. They will 

ensure that:

1.	 Safety and quality improvement is a core goal of the department and health system

2.	 All boards are highly skilled, independent and effective

3.	 All hospitals are held to account for improving safety and quality of care, regardless 

of their size or sector. 

Chapter 6: Next steps
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4.	 The flow of information in the health system ensures deficiencies in care are 

identified and focuses attention on opportunities for improvement.

5.	 All hospitals have access to independent clinical expertise to help identify 

deficiencies in care and focus attention on opportunities for improvement.

6.	 The department’s assessment of hospital safety and quality performance and 

clinical governance is robust. 

7.	 Risk is managed across the system to ensure that hospitals only offer care that is 

within their capabilities, with high-risk care concentrated in the centres where it  

is safest.

8.	 Mental health services are adequately funded to allow delivery of timely, safe  

and high-quality care.

9.	 Clinical leaders are engaged to strengthen, direct and lead efforts to improve safety 

and quality of care.

10.	 The system has a strong focus on improving patients’ experience of care. 

Our report’s natural focus has been on what the department can do to strengthen care. 

As we have shown, it can do a lot.

Ultimately, however, it is those at the front lines of care that have the power to drive a 

system-wide transformation. Change of this kind needs to engage clinicians and be 

embraced by them. 

Victoria has a proud history of local ingenuity and initiative. We do not want the 

department to replace this local initiative, but to enhance it. We want the department 

to support local initiative by providing a baseline of best-practice resources, protocols 

and guidelines for hospitals to build on, and we want the department to take the lead 

in sharing best practice between hospitals. We want clinicians to spend every available 

moment improving care – not reinventing the wheel – and we want all patients in 

Victoria to benefit from local innovations. 

This will require leadership of the department and middle managers to be energised and 

enthusiastic about what can and should be done. The good news is that throughout our 

consultations we saw that many people are ready for this change.

The change must begin with internal ownership of reform. Implementation and 

management of reform processes is part of the core business of the department and we 

are confident that the department has the capability to manage this transition process 

internally. Although many aspects of the report can be implemented quickly (within 12 

months), some others may take up to three years.
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We are confident that the department will be backed and held to account by the Minister 

in doing so. Her comments at the time of the release of the recent Auditor-General’s 

report on patient safety:

This is a damning report that shows the Department has failed to put patient safety 

first over a number of years. Access to a safe health system is a core right of all 

Victorians, and what this reports shows is that the Department has failed to do its job 

to help hospitals deliver safe, efficient and high quality care.

Up until now there has been a complete failure to drive cultural reform and leadership 

in this space. This is unacceptable, and I have made it clear to the new Secretary that 

it is unacceptable to the Government, to our health services, and to the public. 

Since coming to Government, I have been clear that the safety of patients, and of our 

health workers, is my number one priority. Over the last past year I have taken decisive 

action to address these gaps and failings in our system, and to improve patient safety, 

governance and oversight – and this work will continue into the future.

This is the beginning of a long and hard journey – we know we can’t achieve significant 

cultural and system wide change overnight. But I want to assure Victorians that 

this is not negotiable for me. I will hold the Department to account to ensure they 

prioritise safety and provide greater leadership and support to our hospitals. With 

new leadership within the Department, a new Government, and a renewed focus on 

patient safety, now is the time to overhaul the system to improve the care and support 

Victorians receive.

The reform needed will be a long and hard journey. It requires dramatic change in the 

department. But the department has been a leader in Australia and internationally 

before. It is within its capability to become a leader again. The agenda we have set will 

help it get there.
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At the request of the Minister for Health, the Department of Health and Human Services 

has commissioned a review panel to examine ways to strengthen monitoring of the 

safety and quality of care in Victorian public hospitals. The panel consists of:

•	 Dr Stephen Duckett, Director, Health Program, Grattan Institute (chair)

•	 Ms Maree Cuddihy, Chief Executive Officer, Kyneton District Health Service

•	 Associate Professor Harvey Newnham, Clinical Program Director of Emergency and 

Acute Medicine, Director of General Medicine, Alfred Health.

The review will:

•	 examine the role of the Department of Health and Human services (the department) in 

monitoring safety and quality in Victoria’s public hospitals and public health services

•	 identify strategies to optimise the department’s response capacity and engagement 

in promoting an improvement culture among both management and clinicians, 

including through better information sharing

•	 provide advice on the type of information that should be available to boards and 

CEOs to assist monitoring of quality and safety

•	 provide advice on the relationships and information flows between the department 

and other bodies (for example consultative councils, Health Services Commissioner) 

with responsibility for quality of care

•	 provide advice on the relationship and information flows between the department 

and private hospitals with regard to quality and safety

•	 consider the best approach for providing clinical leadership, advice and support  

to the new Chief Medical Officer that will strengthen the department’s oversight  

of quality and safety systems.

Following the recent issue of concern at Djerriwarrh Health (Bacchus Marsh), the 

Australian Commission on Safety and Quality in Healthcare examined the role of the 

department in that matter and provided recent insights into the department’s existing 

systems and approaches.

This review will examine whether the department has adequate systems in place and, 

where they are not, how they might be improved to achieve contemporary best practice, 

as seen within other jurisdictions and internationally.

The department is the funder (through an activity-based funding system, also called 

casemix) of acute public hospital care in 86 scheduled public hospitals and public 

health services (these are large, often multi-campus facilities in metropolitan Melbourne 

and large regional centres) in Victoria. Services delivered include acute inpatient 

care; mental healthcare; outpatient and emergency department care; subacute and 

rehabilitation services; and a variety of home and community-based care often as 

alternatives to hospital based care. Each public hospital and public health service has a 

board of management appointed by the Minister on advice (except for one private and 

two denominational providers), which employs a CEO who in turn employs all staff and 

manages the day-to-day functions of the entity at arm’s length from the department.

Appendix 1: Terms of reference
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These entities also manage acute mental health services, some residential aged care 

and some community and dental health services where those services are integrated 

with public hospitals and health services.

The annual operating budget (all service revenue 2014–15) for these entities is 

approximately $13.2 billion.

The department is the regulator of private hospitals.

There are a number of parameters that are set through legislative and regulatory 

mechanisms to provide assurance to the public on standards of healthcare provision.

Legislative, regulatory and ethical obligations should be fulfilled by the health service. 

The legislative direction in relation to governance is delineated in the Health Services 

Act 1988, as amended by the Health Services (Governance) Act 2000 and includes 

requirements for health service boards of directors.

•	 State level – where appropriate, legislative safeguards should be developed to protect 

the public interest, and ensure safety and quality of care.

•	 Health service level — the board or board’s special committees should fulfil their 

governance role as specified in the Health Services Act 1988, and amended by the 

Health Services (Governance) Act 2000. Health services are required to manage risks 

and ensure compliance with legislative and policy requirements. They are required to 

comply with and maintain currency Victorian clinical governance policy framework.

The department considers itself to be the ‘system manager’. That is, it has the role of 

planning, constructing funding and monitoring these services, but the responsibility  

for their effective operation sits with the boards and management of public and  

private entities.

The department engages with public hospitals and public health services by way of a 

statement of priorities (SoP) (an agreement between the Minister or delegate and  

each board).

The principle underlying this devolved management model is that of subsidiarity, where 

decisions made locally are held, in general, to be superior and more responsive than 

could be made in alternative arrangements.

This model has recently been studied by the independent UK King’s Fund and the report 

is available online.

Public hospitals and public health services report on a wide range of statutory and  

non-statutory (‘policy’) matters. There is an understandable focus on operational  

service delivery and financial performance, but also on access measures against  

certain targets, and safety and quality measures.

Under s. 65S(2) of the Health Services Act 1988, all public health services must have a 

quality committee of the board and this must report publicly annually. Public hospitals 

do not have this same legislative requirement, but are expected to follow suit.
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There are a limited number of safety and quality reporting requirements in SoPs 

including hand hygiene, Staph. aureus bacteraemia, accreditation and patient 

satisfaction. It is recognised that this is not yet a mature system.

As a matter of policy, all public hospitals and public health services must: adopt a 

common approach to clinical governance and clinical risk management and must report 

sentinel events; adopt a common clinical incident system (the Victorian Health Incident 

Management System – VHIMS); and adopt a rigorous approach to credentialing and 

scope of practice of clinicians.

Public hospitals and public health services also report to many ‘registry’ functions, 

including for maternal and perinatal care. They also utilise benchmarking tools such 

as Dr Foster, and the department monitors some selected indicators, including hospital 

standardised mortality rates and deaths in low mortality diagnosis-related groups. 

Health services and public hospitals are asked to investigate and report back on outlier 

performance in these indicators.

There are some known weaknesses in current systems, such as VHIMS, the functionality 

of which is currently being addressed; and the size of some public hospitals. Smaller 

public hospitals are not of a sufficient size to have dedicated comprehensive safety 

and quality teams, clinical expertise in board members and often also only have limited 

access to medical administration expertise.

The department has relied on these elements, and in particular national standards 

accreditation, to assure itself that the internal governance and management 

mechanisms to ensure safety and quality are in place and working.

In light of the Djerriwarrh issue of concern, it is timely to review and reassess the current 

approach. In particular the department seeks advice on these key questions:

•	 What should the department have in place to assure itself, government and the 

community that robust monitoring of safety and quality, including benchmarking, is in 

place and working at the hospital and health service level; including strengthening its 

role in monitoring clinical governance at health services, and further developing the 

performance management framework to monitor clinical safety and quality in local 

health services?

•	 What should be reported to the department, through SoPs or otherwise, regarding 

safety and quality and how should it use that information, possibly including public 

reporting?

•	 Should the scope of the reporting to the department be differently configured in 

public health services as compared with public hospitals?

•	 What should the scope of the reporting to the department be for private hospitals?

•	 Provide advice on the implementation of the Victorian Health Incident Management 

System improvement project.

•	 How should the department participate in and provide leadership to the safety 

and quality agenda, particularly in improvement, including enhanced clinical 

engagement?
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•	 How should the department ensure that all boards of public health services and  

public hospitals are capable of providing appropriate local governance of safety  

and quality?

In considering these matters the review should ensure inclusion of any findings or 

recommendations and the response by the department to the recommendations arising 

from the Review of the Department of Health and Human Services’ management of a 

critical issue at Djerriwarrh Health Services (November 2015)

The review panel will report by 30 April 2016. A program of selected stakeholder 

consultation will be integral to the review. Staff from the department will support the 

review including all necessary scheduling and administration of consultations.
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Submissions 
91 submissions were received by the review panel. Eight of these submissions were 

received anonymously and six were received confidentially.

The subsequent submissions649 were received from:

•	 Alfred Health

•	 Associate Professor Andrew Hughes

•	 Associate Professor Deborah Friedman

•	 Associate Professor Diana Badcock

•	 Associate Professor Graeme Houghton

•	 Associate Professor Grant Phelps

•	 Associate Professor Michael Murray

•	 Australasian College of Emergency Medicine

•	 Australian Health Practitioner Regulation Agency

•	 Australian Medical Association

•	 Bendigo Health

•	 Boort District Health

•	 Cabrini Health

•	 Casterton Memorial Hospital

•	 Colac Area Health

•	 Critical Care Clinical Network

•	 Dental Health Services Victoria

•	 Djerriwarrh Health Services

•	 Dr Brett Forge

•	 Dr Cathy Balding

•	 Dr Ian Wilson

•	 Dr Ines Rio

•	 Dr John M Elcock

•	 Dr Kerreen Reiger

•	 Dr Peter Sloan

•	 Dr Sarah Whiting

•	 East Grampians Health Service

•	 Eastern Health

•	 Expedite Health

•	 Forensicare

•	 Health Issues Centre

•	 Hesse Rural Health Service

•	 Kyabram District Health Service

•	 Latrobe Regional Hospital

•	 Lorne Community Hospital

•	 Monash School of Public Health and Preventive Medicine

649   A small proportion of the submissions listed were also received confidentially.
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•	 Mr Leo Casey

•	 Mr Philip Cornish

•	 Mr Ray Newland

•	 Ms Debra Hailes

•	 Ms Jan Pannifex

•	 Ms Mary Draper

•	 Ms Mary Malone

•	 National Stroke Foundation

•	 North Western Melbourne PHN

•	 Northern Health

•	 OneVault Enterprises

•	 Patient Opinion Australia

•	 Peninsula Health

•	 Peter MacCallum Cancer Centre

•	 Professor Alan Wolff

•	 Professor Anne Maree Kelly

•	 Professor Danny Liew

•	 Professor Don Campbell

•	 Professor Paul Johnson

•	 Professor Peter Cameron

•	 Professor Sandra Leggat

•	 Professor Stephen Holt

•	 Registry Sciences Unit, Monash University

•	 Royal Australasian College of Surgeons

•	 Society of Hospital Pharmacists of Australia (Victorian Branch)

•	 Spiritual Health Victoria

•	 St John of God Health Care

•	 St Vincent’s Private Hospital Melbourne

•	 The Health Roundtable

•	 The Royal Children’s Hospital Melbourne

•	 The Royal Women’s Hospital

•	 Victorian Cardiac Clinical Network

•	 Victorian Cardiac Outcomes Registry

•	 Victorian Clinical Leadership Group on care of older people in hospital

•	 Victorian Healthcare Association

•	 Victorian Integrated Cancer Services

•	 Victorian Paediatric Clinical Network

•	 Victorian Renal Clinical Network

•	 Victorian Stroke Clinical Network

•	 West Wimmera Health Service

•	 Western Health
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Appendix 4: Comparison of safety  
and quality programs

The Clinical Excellence Commission (CEC) is responsible for leading safety and quality improvement in 

the NSW public health system. The CEC was established in 2004 and is focussed on programs, projects 

and initiatives to address quality and safety issues identified in the NSW health system. By contrast, the 

Victorian Department of Health and Human Services has not viewed its role as being that of system leader 

in the area of safety and quality improvement. Hence, the subsequent table compares the current CEC 

programs with similar programs in Victoria.

CEC Program Description Victorian Comparison

AMBER Care The AMBER Care Bundle helps 
patients and clinicians clarify goals 
of care in the context of clinical 
uncertainty.

Nil equivalent

Between the Flags Between the Flags is a state wide 
patient safety system which 
provides a ‘safety net’ to identify 
patients who are deteriorating and 
ensure they receive appropriate 
care. The NSW BTF system is 
unique, in its scale and its design.

Nil equivalent

Blood Watch Blood Watch is a Statewide 
transfusion medicine improvement 
program. Its primary goal is to 
improve the safety and quality of 
fresh blood product transfusion in 
all NSW public hospitals.

Victorian Blood matters program 
is funded by the department and 
managed through the Specialty 
Programs branch of Health Service 
Performance and Programs.

CAUTIs The Healthcare Associated 
Infections (HAI) program assists 
local health districts to improve 
systems to manage and monitor 
the prevention and control of HAIs.

Nil equivalent

Chartbook The Chartbook is designed to 
stimulate both discussion and 
action across the system, that will 
lead to improvements in the quality 
and safety of health services.

Monitoring results spread through 
various reports. Nil equivalent 
overarching measuring and 
reporting tool.

CHASM The Collaborating Hospitals’ Audit 
of Surgical Mortality (CHASM) is a 
systematic peer-review audit of 
deaths associated with surgical 
care.

Victorian Audit of Surgical Mortality

Clinical Leadership Strategies for sustainable patient 
safety and system improvement 
are dependent on strong clinical 
leadership capabilities.

Nil current equivalent
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CEC Program Description Victorian Comparison

Clinical Practice Improvement CPI training provides clinicians 
with a methodology to undertake 
projects to improve care for 
patients. It uses a structured 
approach based on process 
improvement methodology 
adapted from the teachings of W. 
Edwards Deming.

Nil current equivalent

Clinical Procedure Safety To improve patient safety and the 
quality of clinical care of patients 
undergoing clinical procedures.

Nil equivalent

Continuity of Medicines The CMM program has been 
established to help prevent 
the harm that can result from 
unintentional changes in 
patients’ medicines, by improving 
medication management when 
patients transfer between and 
within health care settings.

Nil equivalent

eChartbook Portal The CEC’s eChartbook Portal - a 
tool to assist LHDs to monitor 
quality improvement.

Nil equivalent

End of Life Care The End of Life program will play an 
important role in the introduction 
of a state-wide approach to EOL 
care that ensures all patients 
who die under our care benefit 
from a consistent approach to 
individualised end of life care.

Functions located within the 
departments continuing care 
program.

Falls Prevention The NSW Falls Prevention 
program is responsible for the 
implementation of the policy to 
Reduce Fall Injury Among Older 
People, NSW Ministry of Health.

Nil equivalent

HAI - Healthcare Associated 
Infections Program

The Healthcare Associated 
Infections (HAI) program assists 
local health districts to improve 
systems to manage and monitor 
the prevention and control of HAIs.

Some functions are performed  
by VICNISS

Hand Hygiene Reducing the spread of germs in 
hospitals and the number of serious 
infections among patients, is vital 
for improving patient safety.

The department currently funds 
specific targeted projects to 
improve hand hygiene in Victorian 
hospitals.
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CEC Program Description Victorian Comparison

High-Risk Medicines The High-Risk Medicines program 
heightens awareness of the 
harm that can be caused by 
high risk medicines and provides 
information that will assist in 
improving the management of 
these medicines in NSW healthcare 
facilities.

Nil equivalent

In Safe Hands The In Safe Hands program 
provides a platform for building 
and sustaining efficient and 
effective healthcare teams within a 
complex healthcare environment. 
It enables teams to address daily 
challenges of patient care and 
empowers them to make good 
decisions based on understanding 
the full scope of a patient’s care.

Nil equivalent

Medication Safety The Medication Safety and 
Quality unit supports the safe and 
quality use of medicines. Its four 
programs, Continuity of Medication 
Management, High-Risk Medicines, 
Medication Safety Self Assessment 
(MSSA) and VTE Prevention assist 
health care teams.

Nil equivalent

Medication Safety Self Assessment Risk assessment tools specifically 
designed to help hospitals take 
a proactive and system-based 
approach to medication safety.

Nil equivalent

Open Disclosure The Open Disclosure program 
provides a framework for effective 
open disclosure discussions and 
resources to support clinicians 
and managers to practice open 
disclosure.

Victorian open disclosure 
guidebook

Paediatric Quality Program The Paediatric Quality Program 
works across a range of areas to 
improve the quality and safety of 
health care for children and young 
people in NSW, including a close 
partnership with the Office of Kids 
and Families.

Some functions within the Victorian 
Paediatric Clinical Network. 

Partnering with Patients The Partnering with Patients 
program fosters the inclusion of 
patients and family as care team 
members to promote safety and 
quality.

Some functions with the 
department’s quality and safety 
branch
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CEC Program Description Victorian Comparison

Patient Safety The NSW Patient Safety Program 
builds on previous policies, 
frameworks and strategies already 
in operation within the NSW health 
system to create what is potentially 
one of the greatest ever systemic 
improvements to clinical quality 
and safety.

Some functions through Sentinel 
event program and VHIMS.

Pressure Injury Prevention Project The Clinical Excellence Commission 
(CEC) has established the Pressure 
Injury Prevention Project to foster 
best practice in the prevention and 
management of pressure injuries in 
NSW.

Nil equivalent, some functions 
with the department’s aged care 
branch.

QUAH - Quality Use of 
Antimicrobials in Healthcare

The Quality Use of Antimicrobials in 
Healthcare program is designed to 
facilitate and support antimicrobial 
stewardship initiatives in NSW 
public health facilities.

Some limited functions (currently 
0.1 FTE)

Quality and Safety Education This project explores ways of 
delivering quality and safety 
education in medical, nursing and 
allied health schools.

Nil equivalent

SCIDUA SCIDUA’s primary function is to 
investigate deaths that occur while 
under, as a result of, or within 24 
hours after the administration 
of an anaesthetic or sedation 
administered for a medical, 
surgical, dental or like procedure.

Victorian Consultative Council on 
Anaesthetic Mortality and Morbidity 
(VCCAMM)

Sepsis Kills Improving the recognition and 
management of severe infection 
and sepsis - a project to improve 
the recognition of severe infection 
and sepsis and promote faster 
treatment for patients in the 
emergency department and the 
inpatient wards.

Nil equivalent

VTE Prevention The VTE Prevention Program has 
been established to reduce the 
incidence of hospital-associated 
Venous Thromboembolism (VTE) in 
NSW public hospitals.

Nil equivalent
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The review panel has developed a one-page safety and quality report which the 

Department (or the Victorian Health Performance Authority when created) can produce 

from routinely collected hospital data. The production of the report can be easily 

standardised and automated.

The one-page report (see page two of this appendix) summarises the hospital’s 

performance on more than 50 indicators. This provides the opportunity for Boards to 

question management on any areas where the hospital is identified as significantly 

different from state-average performance or nominated benchmarks, or where the 

hospital›s trend is deteriorating.

The one-page report is supported by a one-page overview of performance on each 

metric, two examples of which are also provided in this appendix.  

Depending on the number of metrics where the hospital is identified as aberrant, 

the supplementary one-page overview of performance for each metric could also be 

provided to the board. It should always be provided to the Board’s safety and quality 

committee. If the full report is not provided to the board, a very short summary can be 

extracted for reporting to the Board. 

Appendix 5: Safety and quality report 
for boards and sub-committees 
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Global hospital S&Q dashboard

Indicator set Performance relative to benchmark Local progress

Comparative quality 
indicators (VLADs) 

•	Far below target on 

•	Below target on 

•	Near target on 

•	Exceeding target on 

•	Far exceeding target on 

•	Deterioration in 

•	No change in 

•	Improvement in 

‘Targeting zero’ safety 
indicators (ACSQHC 
hospital-acquired 
complications) 

•	Far below target on 

•	Below target on 

•	Near target on 

•	Far exceeding target on 

•	No change in 

•	Improvement in 

‘At zero’ sentinel events 
and ISR 1 incidents 

•	Two ISR-1 incidents 

•	Zero sentinel events 
•	Deterioration in ISR 1s

•	No change in SEs

Maternity indicators •	Below target on 

•	Near target on 

•	Exceeding target on 

•	No change in 

•	Improvement in 

Capability framework 
compliance 

•	Far below target on 

•	Near target on 
•	Deterioration in

•	Improvement in 

Safety culture •	Near target on 

•	Exceeding target on 
•	No change in 

•	Improvement in 

Patient experience •	Below target on 

•	Near target on 
•	Deterioration in 

•	No change in 

Death in low-vol. DRGs •	Near target •	No change

Mental health indicators •	Near target on 

•	Exceeding target on 
•	No change in 

•	Improvement in 

Aged care indicators •	Below target on 

•	Near target on 
•	Deterioration in 

•	No change in 

Infection control 
indicators

•	Near target on 

•	Exceeding target on 
•	No change in 

•	Improvement in 

Overall performance •	Far off target on  

•	Below target on 

•	Near target on 

•	Exceeding target on 

•	Far exceeding target on 

•	Deterioration in

•	No change in

•	Improvement in 

Notes: For indicators where performance is measured against peers (e.g. VLADs), “far off/exceeding target” = high/low outlier, 
whereas for indicators where performance is measured to a standard benchmark (e.g. hand hygiene), “far off/exceeding target” 
means a substantial and significant difference between the hospital’s performance and the standard. Any ISR 1 incidents or sentinel 
events are considered off target; zero is considered the target. Currently capability frameworks are only available for maternity; this 
presumes an additional framework (e.g. for surgery). 
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1.1 	 Pneumonia in-hospital mortality (VLAD) 
Pneumonia is a common morbidity in hospitals, and a leading cause of in-hospital 

patient deaths. However, evidence-based models of care can be followed to reduce 

patients’ risk of contracting and succumbing to pneumonia in hospital.

The chart below shows the outcomes (in terms of mortality) for patients admitted 

with pneumonia to your hospital, after adjusting for common risk factors such as 

the age of your patients, whether they were receiving palliative or surgical care, and 

whether they had certain chronic diseases and other comorbidities that may increase 

their risk. Downward movement of the curve indicates deaths are occurring, upward 

indicates patients are discharged alive. If the trend is downward it means more deaths 

are occurring than expected taking patient risk into account. The black curve is your 

hospital’s trend, while the purple and red curves represent the control limits placed  

around the trend. 

As the chart shows, more deaths have occurred at your hospital than were expected, given 

your patients’ risk. Over the period shown, 18 more deaths than expected have occurred. 

The contact between your hospital’s curve (the black curve) and the lower control limit 

(the red curve) means that the trend is significant and warrants investigation. 

Pneumonia In-Hospital Mortality for the period from 1 July 2014 to 29 Feb 2016

Refer to [the new OSQI website] for a summary of the international evidence on  

‘what works’ in preventing in-hospital mortality for pneumonia, and top performing 

Victorian hospitals’ protocols for doing so.
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2.1 	Pressure injury complications 
Immobility, such as that associated with extended bed rest in hospital, can cause pressure injuries. 
These are injuries localised to the skin and/or underlying tissue. Research shows that pressure 
injuries are a major contributor to the care needs (and costs) of patients within the health industry 
and in the majority of cases, pressure injuries are preventable. Preventing and managing pressure 
Injuries is the 8th National Standard against which hospitals are accredited.

Your crude rate is 12.27 pressure injuries per 1000 patients. Patients are substantially more likely 
to have a pressure injury in your hospital than in others, as your relative risk (and the enclosing 
confidence interval) is above 100.

Stage III and IV ulcers have a greater impact on the patient but all four stages of pressure injury 
should be monitored in order to prevent lower stages of injury from becoming more severe.
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Refer to [the new OSQI website] for a summary of the international evidence on ‘what works’ in 

preventing pressure injury complications, and top performing hospitals’ protocols for doing so.
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