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	Governance for Safety and Quality

Standard 1: Governance for Safety and Quality in Health Service Organisations
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Governance for Safety and Quality
Introduction

This module relates to the National Safety and Quality Health Service (NSQHS) Standard 1: Governance for Safety and Quality in Health Service Organisations.
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Learning outcomes

On completion of this module, clinicians will be able to:

1. Outline patient rights in the Australian health care system.
2. Describe their responsibilities in relation to safety and quality.
3. Outline how data from adverse events and feedback can improve patient safety.

National Safety and Quality Health Service Standards
The Australian Commission on Safety and Quality in Health Care (ACSQHC) developed the 10 NSQHS Standards to reduce the risk of patient harm and improve the quality of health service provision in Australia.  The Standards focus on governance, consumer involvement and clinically related areas and provide a nationally consistent statement of the level of care consumers should be able to expect from health services.
Aim of Standard 1
The aim of Standard 1 is to ensure that healthcare organisations establish and maintain a governance structure and systems to sustain and improve the reliability and quality of patient care.  
A governance system sets out safety and quality policies, protocols and procedures and assigns roles, responsibility and accountability for patient safety and quality.   
The principles in Standard 1: Governance for Safety and Quality in Health Service Organisations and Standard 2: Partnering with Consumers are fundamental to all Standards and provide a framework for their implementation.
ACSQHC, 2012
	Criteria to achieve Standard 1

	Governance and quality improvement systems

	There are integrated systems of governance to actively manage patient safety and quality risks.

	Clinical practice

	Care provided by the clinical workforce is guided by current best practice.

	Performance and skill management

	Managers and the clinical workforce have the right qualifications, skills and approach to provide, safe, high quality care.

	Incident and complaints management

	Patient safety and quality incidents are recognised, reported and analysed and this information is used to improve safety systems.

	Patient rights and engagement

	Patient rights are respected and their engagement in their care is supported. 


Table 1: Criteria to meet Standard 1 (ACSQHC, 2012)
Policies and procedures
There are numerous policies, procedures and resources within health care services to assist you in meeting your responsibilities in relation to governance.  It is important to access, read and adhere to systems, policies and procedures within your organisation. 
Your responsibilities as a clinician
It is fundamental to the role of all clinicians to provide good quality care and keep patients safe from harm.  Standard 1 outlines the following responsibilities for clinicians:
clinical PRactice requirements

Ensure you comply with all policies, protocols and procedures within your health service, which are guided by current best practice.  This applies to all areas of clinical practice and to specific aspects of Standard 1 including:

· open disclosure
· informed consent

· complaints management

· privacy and confidentiality for patients and carers
· provision of information to patients and carers regarding any interventions in a format they can easily understand
As a clinician, you are required to participate in regular performance review and development processes.
RESPECTING PATIENT RIGHTS

All patients seeking or receiving care have health care rights outlined in the Australian Charter of Healthcare Rights. 
The rights included in the Charter are outlined in the following table: 
	Rights
	What this means for patients

	Access
	I can access services to address my healthcare needs

	Safety
	I receive safe and high quality health services provided with professional care, skill and competence

	Respect
	The care provided to me show respect to me, my culture, beliefs, values and characteristics

	Communication
	I receive open timely and appropriate communication about my healthcare in a way I understand

	Participation
	I may join in making decisions and choices about my care

	Privacy
	My personal privacy and that of my health information is maintained

	Comment
	I can comment on or complain about my care and have my concerns promptly and properly dealt with


Adapted from Australian Charter of Healthcare Rights (2008)
Staff need to be aware of, and adhere to, organisational policies in relation to respecting patient rights.
documentation in clinical records

All documentation in clinical records must be up to date, relevant, complete and comprehensive for every patient.  This:
· assists communication with all members of the healthcare team 
· reduces duplication of questions to patients 
· decreases risk of errors due to inadequate or incomplete information.  
Patients and residents must be supported to document advance care plans  and/or treatment limiting orders.  You should be aware of, and adhere to, these documents. 
education and training

You need to participate in relevant education and training to ensure up to date knowledge and skills in your areas of practice.  
If you are unsure how to perform specific procedures, access your organisation’s policies and procedures or ask for assistance from a senior clinician or manager. 
REPORTING Adverse events
You should report adverse events into the risk or incident management system.  This is vital to improving the quality and safety of patient care.  
Data from adverse events is a rich source of information about the quality and safety of care.  Benefits include:

1. Identification of issues that have the potential to, or have already caused harm.
2. Monitoring known problems to ensure any improvement measures are working.
3. Identifying areas of risk where improvement is needed, or where progress to address a risk is too slow.
4. Demonstrating accountability in the system for patients and carers which is important in promoting trust and confidence in the health care system.
Reports on adverse events can be submitted by anyone.  It is important to understand the reporting process within your organisation. 

Disincentives to reporting can include: 
· fear of punishment 
· fear of facing the patient or family 
· shame
· scepticism the report will make any difference
· lack of knowledge on how to report adverse events 
ENCOURAGE AND REPORT PATIENT FEEDBACK

Encourage patient feedback and report compliments and complaints to managers and your organisation’s complaints manager.  Such feedback is crucial to improving the quality of care for patients and their families. 

open disclosure

Open disclosure has been shown to be critically important for patients and carers following an adverse event.  Patients may experience a range of physical and emotional trauma and harm following a serious adverse event.  

Open disclosure can have a powerful effect in healing and restoring trust if the harm is fully acknowledged.  It is also the legal right of every patient and their family to have full disclosure of adverse events.
Victorian Charter of Human Rights and Responsibilities, 2006
As a clinician, it is your responsibility to familiarise yourself with the Australian Open Disclosure Framework (2013) and policies within your organisation. 
Following an adverse event, it is important to: 
1. Ensure the patient and/or staff member are safe.
2. Report the incident to the person in charge of the area.
3. Report the incident in the risk or incident management system.
4. Notify the patient’s doctor to determine if additional orders are required.
5. Notify the patient’s family members that an incident has occurred
6. Explain what has happened and what has been done in relation to the event.
Organisational responsibilities

It is the responsibility of the Board and the Hospital Executive to ensure that staff are supported to meet Standard 1 requirements.   Their responsibilities include ensuring:

· that systems are in place to assess and maximise patient safety and minimise risks to patients 
· encouraging collaboration between patients, carers and clinicians
· policies and procedures are current, evidence based and accessible to staff
· they promote a ‘just culture’ which views errors as opportunities to improve 

· data from audits, complaints and incidents is used to improve patient outcomes
· staff have the skills, training and resources to support safe and effective care
· performance development and regular review processes are established and maintained 
· they provide feedback to staff on improvement actions following incidents, complaints, audits and surveys 
Audit and evaluation

Audit is one method of evaluation.  A regular clinical audit program is effective in:

· measuring compliance with Standards, policies and procedures
· providing data 
You may be required to participate in audit activities which could include:
· understanding of organisational policies and procedures
· examination of patient clinical records and documentation
You may also be observed in clinical practice.  

The data from audit programs can be used to improve the safety and quality of care to patients and their families.  

Information and data describing the quality of the service can be generated through audit, risk or incident data and patient, carer and staff feedback.  

Your role in improving patient safety
ensure safe practice
· follow organisational policies and procedures
· talk to patients and families who have concerns  

· talk with other clinicians to identify ways to improve practice
· participate in the review and follow-up of incidents
· participate in the performance review and development process

Make safe choices

· follow procedures, avoid short cuts, work within your scope of practice

· ask questions if unsure or if something doesn’t seem right

· undertake regular personal and professional development and ongoing safety and quality education and training

Put safety on the agenda

· display incident data and talk about any improvements made

· discuss patient safety themes at meetings

· make safety and quality part of your daily care
· have a patient safety theme for the month

· communicate with your team members
Further information

If you are unsure about your delegated role or responsibilities regarding safety and quality, please consult your hospital policy, procedure and protocol manuals, or ask your manager.
Education and further resources
There are considerable education and training resources available to assist clinicians with safety and quality.  These are available from the following sites: 

· Australian Commission for Safety and Quality in Health Care at: www.safetyandquality.gov.au
· The Australian Open Disclosure Framework (2013) at http//www.safetyandquality.gov.au/publications/Australian-open-disclosure-framework/

· The Australian Charter of Healthcare Rights in Victoria at: http://www.safetyandquality.gov.au/national-priorities/charter-of-healthcare-rights/
The Australian Charter of Healthcare Rights in Victoria is available in English, easy English, 25 community languages, braille and in audio file.
Glossary of terms

Audit

A systematic review against a predetermined set of criteria.

ACSQHC, 2012 
Adverse event

An incident in which harm resulted to a person receiving health care. 
ACSQHC, 2013
Near Miss

An event that could have potentially led to an adverse outcome but did not due to timely intervention and/or luck or chance (an incident about to happen)
ACSQHC, 2012
Clinical governance
The system through which health organisations are accountable for continuously improving the quality of their services and safeguarding high standards of care.
ACSQHC, 2012
Governance

The set of relationships and responsibilities established by a health service between its executive, workforce and stakeholders (including consumers).  Governance incorporates the set of processes, customs, policy directives, laws and conventions affecting the way an organisation is directed, administered and controlled.  
Governance arrangements provide the structure through which the objectives (clinical, social, fiscal, legal and human resources) of the organisation are set, and the means by which the objectives are achieved.  They also specify the mechanisms for monitoring performance.  
ACSQHC, 2012
Incident

An event or circumstance which could have resulted or did result in unintended or unnecessary harm to a person and/or complaint, loss or damage. 
ACSQHC, 2013
Open disclosure

The open discussion of adverse events that result in harm to a patient while receiving health care with the patient, their family and carers. 

 ACSQHC, 2013

Quality

A guiding principle in assessing how well the health system is performing in its mission to improve the health of Australians. 
National Health Information Standards and Statistics Committee, 2009
Safety

The avoidance or reduction to acceptable limits of actual or potential harm from health care management or the environment in which health care is delivered.
National Health Information Standards and Statistics Committee [NHISSC] 2009
Clinical Risk

The combination of the probability of occurrence of harm and the severity of that harm.
ACSQHC, 2012

Just culture

An organisational culture that recognises that people make honest or unintentional errors and mistakes.  It seeks not to blame or punish the individual but rather looks at systems and processes to support staff to do the “right” thing.

ACSQHC, 2012
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