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Clinical governance
A number of common themes have emerged from reviews of healthcare organisations
that have experienced high profile failures in patient care:
•

An institutional isolated and inward looking culture that is unsupportive of learning and developing and cultivates fear of speaking up

•

A disengaged board, CEO and executive that are unwilling to see and hear bad news

•

Clinical leaders who are disconnected from the organisations clinical governance processes and systems

•

Lack of clinical leadership, staff engagement and teamwork to support the provision of safe, high quality care

•

Weak reporting format and content, particularly a lack of benchmarking and trend analysis, and a passive monitoring response

•

Quality system based on compliance with standards with limited service and care improvement beyond requirements of the
standards

•

A lack of robust review of clinical practice and an assumption that monitoring performance management or intervention is ‘someone
else's responsibility’

•

Tolerance of sub-standard care – problems are longstanding and known by many stakeholders but not actively addressed

•

A lack of consumer participation and input and limited interest in consumers and their families – decisions are made in the interests
of the organisation and staff over the safety and quality of patient care.
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Better, Safer Care
Safer Care Victoria
Will work with health services to monitor and improve the quality and
safety of care delivered across our health system, with the goal of
achieving zero avoidable patient harm

Victorian Agency for Health Information
A new health information agency will analyse and share information
across our system to ensure everyone has an accurate picture of
where the concerns are and where we’re getting it right
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Safer Care Victoria
Our mission is to ensure outstanding health care for all Victorians.
Always.
Our purpose is to enable all health services to deliver safe, high
quality care and experiences for patients, staff and clinicians.
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Safer Care Victoria
Our mission is to ensure outstanding health care for all Victorians.
Always.
Our purpose is to enable all health services to deliver safe, high
quality care and experiences for patients, staff and clinicians.
Follow us on Twitter, Facebook and Instagram @safercarevic

