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Meeting and office facilities 
for member agencies
Comfortable facilities are available for 
member agencies at our Exhibition 
Street premises in Melbourne’s 
CBD. These facilities are available to 
members, without charge, providing 
you with a base in the CBD for 
meetings, forums, interviews or catching 
up on work.

Conference facilities
VHA’s multifunctional facilities 
can cater for meetings for groups 
of between two and fifty in both 
Boardroom and Theatre-style 
configurations. Teleconferencing, 
whiteboards and AV facilities are 
available on request.

Fruit, biscuits, water, tea and coffee 
can be provided for meetings, on 
request. A list of catering options is 
also available.

Hot-desks and member’s 
lounge
Members can access a PC, internet, 
phone line, printer and reference 
library to make your working day in 
the CBD a little more comfortable. 
When it’s time to relax, VHA’s member 
lounge provides comfy chairs, daily 
papers, espresso coffee, chilled water 
and fruit.

Make your membership count

For more information or to register 
your interest, please call 
03 9094 7777 or email us 
at vha@vha.org.au

The Victorian Healthcare Association
The VHA is the major peak body representing the public healthcare sector 
in Victoria. Our members include public hospitals, rural and regional health 
services, community health services and aged care facilities. Established 
since 1938, the VHA promotes improvement of health outcomes for all 
Victorians from the perspective of its members.
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From the Chairman

Chairman’s 
Update

Being a board member is increasingly 
demanding and complex and nowhere 

is this more so than in the public health sector. 
Effective performance review processes will 
assist board members to remain enthusiastic 
and empowered in their role to monitor and 
effect change in their services.

For board members, this review process 
is increasingly taking the form of a board 
self-assessment. These assessments 
offer individual board members a non-
punitive opportunity to review their own 
role and performance in the context of the 
organisation’s performance.

My own experience as a board member 
is extensive, having joined Colac Area Health 
in 1998. At that time I remember being 
overwhelmed by an induction process that 
saddled me with 20 documents, yet left me 
feeling unsure of my role and responsibilities.

Since then, I have witnessed the growing 
professionalisation of boards as their 
roles and responsibilities in the area of 
governance proliferate. In the health sector, 
this governance role also occurs in the 
context of a public service obligation.

The average board member of a Victorian 
public health organisation makes an extensive 
commitment of their personal time. This time 
commitment is substantial. As such, board 
members need to know that their input is 
valued - both by other board members and 
their community.

One way to measure this is through the 
board self-assessment process that enables 
opportunities for reflection and learning.

The Victorian Healthcare Association (VHA) 
introduced a board self-assessment process 
for its board of directors in 2009. Essentially, 
this process asks: 

Do I understand my role as a board •	
member? 

Am I confident I understand my role •	
in the organisation? 

What systems are in place to support •	
my role in governance?

Is sufficient information provided to me •	
to enable me to fulfill my role?

Are there areas I can improve on •	
and in which I need further training?

Is my input valued by other board •	
members?

Population Health Project
The VHA will shortly finalise its Population 
Health approaches to planning project. 
This research project is being undertaken 
by the School of Health Social Science 
at Monash University for the Victorian 
healthcare system.

This project has developed best-practice 
definitions for population health and 
population health planning. Included 
are four core components and eight 
best-practice principles that are essential 
to guide the population health approach 
to planning. In addition, the VHA and 
Monash University have developed a 
framework which will form the basis of 
a Population Health Planning Toolbox. 
The toolbox will provide resources and 
information online including guidelines, 
resources and important links to support 
the sector in its population health 
thinking and planning.

Project activities over the past few 
months have included: 

A VHA Population Health One Day 1. 
Forum 
An online survey2. 
Key informant interviews 3. 
Case study focus groups 4. 
Development of the content of the 5. 
toolbox 
Development of a journal article based 6. 
on the outcomes of the project policy 
analysis 
Development of the population health 7. 
toolbox website

The VHA will launch the Population 
Health Toolbox website in the second 
half of 2010. This site will be accessible 
to VHA members, as well as interested 
individuals or agencies through the 
VHA’s associate membership scheme. 
The site will be dynamic and interactive 
to allow services to share their stories, 
resources and successes online.

< News Brief >

Am I listened to when I raise matters •	
of concern?

Am I able to approach the CEO individually •	
or do I have to go through the board chair?

Board self-assessments are in their infancy 
and it can be problematic to find a tool 
suited to each organisation. Nonetheless, 
self assessment is an invaluable process 
for individuals to assess their impact and 
to identify whether or not an organisation 
is transparent and accountable.

Whatever the form of self-assessment it is 
important that the culture of the organisation 
supports opportunities for learning and 
mentoring that allow board members to 
further develop their roles. 

A challenge for all boards is to ensure 
that all members feel they are involved in 
a meaningful process. This supports the 
effectiveness of individual board members 
and the board in general.

Resistance to the concept of board self-
assessments can occur. My argument is 
that if a CEO is subjected to a rigorous, 
performance-based assessment, board 
members should expect similar scrutiny. 

At the VHA, the board self-assessment 
process together with the organisational 
review against a series of key performance 
indicators (KPIs) has revitalised the 
organisation.

Four years ago the VHA was in need 
of a renewal process. Today it is a vibrant, 
well respected, engaged and engaging 
organisation at a state and national level. 
A key ingredient in this revitalisation has been 
the governance structure that includes a 
board self-assessment process.

If, like the VHA, you are an organisation 
seeking new members, those members 
have a right to expect an organisation that 
consistently reviews itself. As part of that review 
process, board self-assessments will become 
an expectation rather than the exception.

Anthony Graham 
VHA Chairman
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CEO’S Update

CEO’s 
Update

V ictoria is the only Australian state that 
incorporates a devolved governance 

system to deliver public hospital and 
healthcare services. 

Anecdotal evidence suggests that within 
health services clinical governance has, 
at best, been the responsibility of clinical 
disciplines, and at worst, been perilously 
ignored. Recent findings of a US study 
indicate that even the best performing 
hospital boards demonstrate only moderate 
integration of clinical governance key 
performance indicators (KPIs) into their 
overall governance priorities. 

With ambulatory and home care services 
proliferating as a result of consumer 
preference and fiscal imperative, interest 
in healthcare governance and the inherent 
responsibilities of clinical governance is 
developing.

The tide appears to be turning in relation 
to the structural arrangements of public 
hospital and healthcare delivery. At the 
December 2009 COAG meeting, Victorian 
Premier, John Brumby urged his colleagues 
to consider a national agreement to a best 
practice governance model for public health 
services. Clearly, in advocating this path, the 
Premier was placing front and centre the 
benefits that are derived as a result of devolved 
governance in the Victorian context. Since 
that time, the Prime Minister has included local 
hospital networks governed by a skills based 
board in his vision for health reform.

The VHA exists because of the devolved 
governance system that is a feature of state-
funded public healthcare delivery in Victoria. 
The corporate memory of governance 
within public healthcare in other Australian 
jurisdictions is, arguably, long gone. This 
leaves the VHA as the pre-eminent peak 
body survivor with a depth of knowledge 
of healthcare governance systems. 

< News Brief >

State Election
The Victorian State Election will take 
place on 27 November 2010. This 
election – together with the upcoming 
Federal Election – provides the health 
sector with a unique opportunity 
to advocate for coordinated health 
policy outcomes to benefit Victoria’s 
health system and the Victorian 
community. 

The VHA’s main focus for 2010 
will be advocating on behalf of its 
membership for policy outcomes 
relating to the following policy themes 
– Governance, Funding Reform, 
Service Reform, Population Health, 
Information Management 
and Workforce. 

The VHA will continue to hold 
discussions with all sides of politics 
in the lead up to the State Election. 
In addition, the VHA will release 
Directions 2010, a document 
outlining the VHA’s key policy 
themes. This will be complemented 
by a range of briefing papers for the 
membership that elaborate on the 
policy proposals developed over the 
previous three years.

The VHA has worked hard to build 
its links with the media in Victoria. 
This has helped build awareness of 
the VHA’s work and to raise standards 
in the overall public health debate. In 
this, a State Election year, the VHA will 
use its media profile to highlight key 
health system issues and disseminate 
information using an evidence-based 
approach that is non-partisan and 
transparent to members.

The VHA looks forward to the 
upcoming State Election and the 
promotion of policy proposals to 
improve the Victorian health system. 
This election provides an excellent 
opportunity for the VHA to capitalise 
on its extensive member engagement 
and policy and research work.

With political debate turning to the issue 
of reintroducing governing boards at public 
health services in other states, the VHA 
is poised to play a leadership role in this 
area. The VHA can advance the benefits 
of governance through health service boards 
and contribute to the sophistication of board 
activity and decision making. 

As part of the VHA’s leadership role in this 
area, the VHA will launch two new business 
activities at its Governance and Service 
Quality conference to be held on 19 and 
20 May. These activities will focus on the 
responsibilities of healthcare governance 
and provide support to boards to fulfil these 
governance responsibilities.

This edition of Health Matters explores a 
number of the responsibilities of healthcare 
governance. The Governance and Service 
Quality conference will continue this 
exploration, and will provide the opportunity 
to hear from a range of leaders about 
contemporary quality and governance issues.

You are encouraged to attend this important 
conference to continue the journey of 
responsible governance. 

Trevor Carr 
Chief Executive
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Guest Editorial

Getting clinical about governance

Access to quality healthcare is one of the top priorities for Australians. 
Yet the current national healthcare reform debate is centred on 

structural and funding reforms without much mention of quality.

It seems the success of Australia’s healthcare system will be 
measured predominantly by the number and cost of patients 
treated. Other than delays in accessing services, high quality 
is largely assumed.

Access is an important, but not the only, dimension of quality. 
Other important dimensions, including safety, appropriateness 
and effectiveness, are poorly understood by many patients and 
communities, consequently generating less debate.

The architecture of Victoria’s public healthcare system is unique 
in Australia. In Victoria healthcare corporations are governed by 
independent boards and the Department of Health focuses mainly 
on policy and purchasing. It is this architecture that many 
commentators think has contributed significantly to the relatively 
better performance of our public health services. Those of us who 
lead, work in or advise the system are proud of its achievements.

In the mid-1990s, patient safety scares drew attention to the need 
for better risk management and spawned the clinical governance 
movement. Prior to this many in the healthcare sector accepted 
risk as an inevitable part of delivering sophisticated interventions 
to people with complex problems. Now, healthcare organisations 
work with probable (but largely unmeasured) success, to reduce 
risks associated with healthcare.

Most health services now have in place strong risk reporting 
and management systems and most managers and boards monitor 
clinical safety information. Mostly, deficiencies are highlighted 
through retrospective review of adverse events. Many health service 
boards are confident that they have an adequate and improving 
understanding of the safety and quality of care.

Yet, compared with governance of non-clinical aspects of 
healthcare organisations, clinical governance remains embryonic 

Heather Wellington is a clinical 
governance expert and a Melbourne-
based consultant at law firm DLA Phillips 
Fox. In this article she laments the lack 
of attention given to clinical governance 
by governments looking to improve 
healthcare services.

“
”

     It seems the success of Australia’s 
healthcare system will be measured 
predominantly by the number and cost 
of patients treated.  

in our health services. Some inherent problems include:

Many clinical governance systems do not extend beyond the •	
retrospective review of error

Many health services do not know the proportion of their clinicians •	
who participate in well-designed peer review, which is an effective 
quality assurance and improvement mechanism 

There are well-documented problems with engaging clinicians in •	
many aspects of healthcare management and governance, yet few 
health services have specific strategies in place to foster clinical 
leadership. Without the full engagement of those key professionals, 
how can organisations assure or improve the quality of services 
they provide?

A high level of pro-active self-regulation by clinicians together 
with effective organisational assurance and response systems are 
necessary for good clinical governance. 

Boards and managers need to understand more about systems 
design and performance. Risks need to be addressed in advance 
of them creating a problem. Appropriateness is a key challenge 
where there are few standards but well-documented gaps in current 
practice. Outcomes need to be better understood.

Retrospective review of adverse events is helpful but not sufficient 
to assure reliable, high quality healthcare.

For this reason, clinical governance needs to reorient from being 
reactive to being strongly proactive. This will necessitate more 
effective standards and techniques for service delivery and information 
management. Patients and communities would benefit from more 
systematic sharing of knowledge between healthcare organisations, 
including organisational reporting frameworks.

There is, too, a major role for boards in this process if Victoria is 
to build on its success to date and drive the Victorian system to 
achieve exceptional performance. 
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Feature Article

The Governance 
      Board Game

G  overnance of healthcare services 
 is a complex board game that involves 

multiple players and high risk. Despite 
the growing focus on quality and safety, 
healthcare governance remains in its 
adolescence.

In Victoria, healthcare services are governed 
by boards that are legally accountable for 
the performance of their organisations. That 
accountability includes corporate and clinical 
governance.

 The Victorian Healthcare Association (VHA) 
has educated boards on their governance 
obligations for almost a decade. It has 
produced a Best Practice Governance 
handbook for members and runs a Clinical 
Governance in Community Health project to 
improve governance standards in the primary 
healthcare sector.

The VHA’s Clinical Governance project 
manager, Alison Brown, said a two-day 
Governance and Service Quality Conference 
in Melbourne in May will broaden knowledge 
about governance of service quality within 
and outside the traditional health sector.

She says there is a need to place clinical 
governance in context as a core priority of 
boards, not a separate arm of governance 
that continues to grow in complexity and be 
confused with management.

“We need to clearly distinguish between 
governance of service quality, and quality 
management,” Ms Brown said.

“The blurring of these two areas risks 
obscuring the board’s ultimate responsibility 
for service quality, and that boards cannot 
delegate responsibility for that oversight.” 

In recent years the VHA has emphasised 
clinical governance, elevating it to the same 
priority as financial governance. The VHA’s 
Governance and Service Quality Conference 

Clinical governance should 
be a higher priority at hospital 
board meetings says Cathy 
Balding, adjunct professor of 
La Trobe University’s School 
of Public Health 
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Feature Article

will attempt to place clinical governance into 
context - as a central element of governance.

“What that means is that the core elements 
of clinical governance such as a high level 
overview of service quality, ensuring quality 
structures and systems are in place and 
promoting and leading service quality, need 
to sit alongside and inform the traditional 
corporate concerns,” Ms Brown said.

The healthcare sector has come a long way 
in its understanding of the need for good 
governance to safeguard patient safety.

Dr Cathy Balding, Qualityworks’ director 
and adjunct associate professor at Latrobe 
University’s School of Public Health, who was 
involved in the development of the Victorian 
and South Australian Safety and Quality 
frameworks, has witnessed firsthand the 
education of boards in this area.

“I have gone from rarely hearing board 
members mention clinical governance to 
a growing preparedness by them to tackle 
the issue, despite its many complexities,” 
Dr Balding said.

“For board members whose expertise 
more often lies in corporate and financial 
matters it can be a formidable challenge 
to question the CEO or medical 
practitioners on clinical care.” 

Health – a risky business
Dr Balding believes the healthcare sector 

compares unfavourably with other high risk 
industries – such as nuclear plants and 
off shore oil rigs – that have a thorough 
understanding of their industry, culture 
and the risks involved.

 “The majority of new board members 
come in with a belief that their health service 
provides great care and this is very often 
supported by the information they receive 
from their CEO,” Dr Balding said.

“Most meetings between boards and CEOs 
focus on hospital budgets first and foremost, 
quality of care (have we hurt anybody) and 
waiting lists (demand management). This 
reflects the key issues that the Department 
of Health is primarily interested in.”

DLA Phillips Fox consultant Heather 
Wellington believes the critical thing boards 
need to understand in any governance role 
is whether their services are being delivered 
under a comprehensive quality and risk 
management framework.

“The concepts of governance – leadership – 
accountability – strategy – apply whether that 
governance is clinical or corporate,” she said.

She believes the provision of healthcare 
services will remain unnecessarily high risk 
until the cultural issues peculiar to healthcare 
are both recognised and tackled.

FACTS BoX 

Integrated governance models

As the healthcare system treats more people 
in multidisciplinary primary healthcare and 
community based settings, there is a need for 
integrated governance models.

The Australian National University, through 
the Australian Primary Health Care Research 
Institute, is researching governance models 
most suited to integrated care delivery. 

Its 2010 paper, Improving Quality Through 
Clinical Governance in Primary Health 
Care recommends:

Investment in clinical leadership within •	
individual services and at a regional level

Supported peer networks between services •	
and between different ambulatory care 
services (such as community health and 
general practice)

Data investment in the systems needed •	
to enable clinical governance within and 
across organisations

Financial incentives to drive investment •	
in clinical governance – such as Medicare 
payments and higher private insurance 
rebates for practices that engage in clinical 
governance2

To put it bluntly, Dr Wellington says there 
is real tension about how to govern services 
provided by senior, high performing medical 
practitioners. 

“The autonomy of clinicians and their 
strong individual responsibility to their 
patients very often conflicts with the 
systems approach to safety and quality 
embedded in current governance 
approaches,” Dr Wellington said.
“Engagement between healthcare 
organisations and medical practitioners 
across the system is patchy. There is 
evidence of significant disengagement 
in some health services and this is one 
of the critical issues that undermine good 
clinical governance.”

Board training
The Victorian Government has invested 

in board training programs to increase 
knowledge of governance in the interests 
of public safety. All board members of 
Victorian public health services can attend 
a government-funded training module 
that includes an introduction to clinical 
governance. 

Yet the Victorian Government’s governance 
training for community health sector board 
members was halted following their transition 
last year to non-government organisations.

This occurred at time when more - not less 
- investment is needed in governance training 
– given the increased emphasis on primary 
healthcare.

Dr Wellington favours specific training 
for CEOs to enable them to work more 
effectively with their boards and to ensure 
that boards receive the information they need 
for good governance of service quality. 

continued on page 8
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VHA governance resources 
(www.vha.org.au)

Board of Management Clinical •	
Governance Reporting Guidelines 
and Checklist
Managing Clinical Risk in Primary •	
Health Care, September 2009
Clinical Leadership in Action –  •	
Model, Recommendations and Audit 
Tool, August 2009
Clinical Supervision in Community •	
Health: Introduction and Practice 
Guidelines, September 2008
Consumer Participation in Community •	
Health Network, Community 
Participation In Community Health 
Quality of Care Reporting 
Credentialling and Defining the Scope •	
of Clinical Practice Background Paper 
How To Guide For Credentialling and •	
Scope Of Practice, 2007
Model for Service Review, March 2009•	  
(currently being updated)
Informed Consent for Intervention •	
Discussion Paper, March 2009

External governance resources

Department of Human Services, •	 Clinical 
Governance Policy Framework, 2009, 
http://www.health.vic.gov.au/clinrisk/
publications/clinical_gov_policy.htm
Victorian Managed Insurance Authority •	
(VMIA), Guide for developing and 
implementing your risk management 
framework, July 2008, 
http://www.vmia.vic.gov.au/display.
asp?entityid=4885
Australian Institute for Primary Care (AIPC), •	
Clinical Governance in Community 
Health Services: Development of 
a Clinical Indicators Framework. 
Discussion Paper, March 2007, http://
www.latrobe.edu.au/aipc/aipc_reports/
clinical_gov.pdf
Victorian Quality Council, http://www.health.•	
vic.gov.au/qualitycouncil/pub/index.htm
– Victorian Quality Council, Better Quality, 

Better Health Care: A Safety and Quality 
Improvement Framework for Victorian 
Health Services, November 2003

– Victorian Quality Council, Enabling 
the Consumer Role in Clinical 
Governance, November 2004

– Victorian Quality Council, The Healthcare 
Board’s Role in Clinical Governance, 
November 2004

– Victorian Quality Council, Developing the 
Clinical Leadership Role in Clinical 
Governance, May 2005

– Victorian Quality Council, Leading Clinical 
Governance in Health Services, May 2005

Australian Safety and Quality Commission, •	
http://www.safetyandquality.gov.au
NHS Integrated Governance Handbook:  •	
A handbook for executives and non-
executives in healthcare organisations, 
February 2006
Western Australian Office of Safety and •	
Quality in Healthcare, Clinical Governance 
Resources, http://www.safetyandquality.
health.wa.gov.au/initiatives/clinical_
governance.cfm
Brown A, Mason V and Lyon A, •	
‘Strengthening clinical governance in 
community health’, Australian Journal 
of Primary Health, 2008 14(2) 11 – 18
Balding C, ‘From quality assurance to clinical •	
governance’, Australian Health Review, 
2008: 32(3): 383-391
Braithwaite J and Travaglia JF, ‘An overview •	
of clinical governance policies, practices 
and initiatives’, Australian Health Review, 
2008: 32(1):10-22

“Very often it is a case of the CEO saying 
to the board ‘tell me what you want to know 
and I’ll give you the information’ but the 
board may not know what it needs to know 
and the process goes around in unproductive 
circles,” Dr Wellington said.

UK board expert and editor of Healthcare 
Governance Review, Stuart Emslie, said 
the tone of any organisation was set at the 
top. While the hard data is not yet there 
to support a direct link between improved 
patient outcomes and a board focus on 
quality and safety, he supports the concept 
of board training.

“It seems to me that the more boards find 
themselves under pressure to ensure delivery 
of better outcomes for patients through 
ensuring improvements in quality and safety, 
the greater the likelihood that such outcomes 
will be achieved,” Mr Emslie said.1

Victorian policy developments
In 2009, Victoria’s Department of Health 

released a clinical governance policy 
framework that aimed to focus boards’ 
attention on issues of service quality. 
The framework outlines strategies for 
strengthening clinical governance in health 
services under four domains: consumer 
participation, clinical effectiveness, effective 
workforce and risk management.

Dr Wellington wants the Department of 
Health to develop a template for board 
reporting on clinical governance, based 
on formats similar to those for financial 
reporting frameworks. 

“At the moment every health service is 
trying to reinvent the wheel. Everyone would 
benefit from a template for reporting to 
boards on clinical governance,” Dr Wellington 
said.

Ms Brown agrees there the Victorian 
Government needs to play a leadership 
role by developing further governance 
indicators and a benchmarking facility 
to allow health services to compare 
themselves with like services.

Future challenges
Victoria’s health sector has made substantial 

progress in adopting a systems approach to 
governing healthcare organisations. 

Yet, Victoria may have reached a plateau. 
Dr Balding warns that a great deal of 
compliance and reporting exists (particularly 
in public sector acute and aged care) but 
cultural and organisational barriers impede 
further progress towards the creation of 
consistently safe and high quality healthcare.

1 Getting boards on board with patient safety: why and how; Stuart 
Emsllie, visiting fellow Loughborough University Business School; 
HealthCareRiskReport; November 2009

2 Phillips CB, Hall SJ, Pearce CM, Travaglia J, deLusignan S, Love 
TE, Kljakovic M; Improving Quality Through Clinical Governance 
in Primary Health Care; Australian Primary Health Care Research 
Institute & Academic Unit of General Practice & Community Health, 
Australian National University Medical School; 2010

These barriers include:

Workplace culture - a culture of autonomy •	
and individualised responsibility among 
service providers that stymies an 
organisational approach to governance

Data – the infancy of data capture systems •	
in healthcare impede valid reporting on 
key performance indicators and the quality 
of care experienced by consumers

Mission/Values – a reluctance by many •	
healthcare services to define their values 
and mission and the quality of care their 
consumers should experience

Most health services are now playing the 
governance board game but the rules and 
strategies required to win remain open to 
interpretation. A consistent approach is 
required if health services are to achieve 
consistently safe and high quality care for 
consumers. 

Until that time, it may be that the 
governance board game in Victoria remains 
a stalemate. 
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Consumer participation, as structured to-date, has not always 
worked. Some health services in Australia report mixed experiences 
of involving consumers in governance and other organisational level 
activities. And consumers also tell of disparate encounters with 
services’ participation processes. So what are some of the barriers 
to involving consumers in governance?

Some agencies report that consumer members have struggled 
with the complexity of governance issues and not added to the 
quality of decision making. However, many Australian services still 
have a relatively basic understanding of consumer participation, 
offer very limited support and training, and have no participation 
plan to guide their work. This lack of legitimacy and structural 

support makes participation stressful for 
consumers and constrains their potential to 
make meaningful contributions.

Investment in training and orientation 
programs for community advisory 
committee members in Victoria has helped 
increase their effectiveness. Additionally, 
committees need to be clearer with 
consumer members that it is legitimate not 
to have to contribute to every discussion. 
Virtually all board members find themselves 
in this situation at some time. 

A further criticism is that consumer 
involvement on the board is tokenistic. 
This may be true if there were only one 
consumer member, or if that member 

receives no support or training.

But crucially I would argue that good consumer involvement in 
governance occurs when it is linked to meaningful involvement 
throughout the service. Participation at any one level should feed into 
and strengthen participation at other levels, right up to board level. As 
many health services in Victoria have shown, such varied participation 
offers chances for consumers to develop the understanding and skills 
that can be useful at higher levels over time.

Healthcare is changing rapidly, and consumer expectations with 
it. Services need to develop more sophisticated participation 
strategies, including at the governance level. Such strategies 
support meeting future consumer needs, and creation of the 
consumer-focused services of the future. There are enough 
examples of good practice now for all health services to bring 
consumers to the table. 

Tony McBride is the chair of the Australian Health Care 
Reform Alliance (AHCRA) and the former chief executive 
officer of the Health Issues Centre. In this guest editorial 
he advocates for a greater voice for consumers at the 
board tables of healthcare services.

Being on a board of governance of any non- profit organisation 
is a hard gig these days. Strategic planning, risk management 

and financial management are not easy. Of course, in healthcare 
this role is even more complex and taxing. So why would a health 
service wish to seek consumer board members? The answers are, 
of course, multiple. 

First, consumer involvement in 
governance sends a strong message about 
who the service is actually being run for 
and brings in a users’ perspective of the 
system to the highest decision-making 
table. (Note that I use the term ‘consumer’ 
to also imply carers and community 
members, where appropriate.)

Second, bringing consumers to the table 
typically changes both the dynamics and 
focus of any committee’s discussions. It 
makes them increasingly likely to be more 
cognisant of consumer views and needs.

Third, ‘consumer members’ does not 
necessarily equate with a lack of skill or 
experience. Consumers have a unique experience of both the 
service and healthcare across the whole system (or actually several 
poorly connected systems). These perspectives are not usually 
available to providers. There are also many consumers who bring 
particular skills to the table. Breast Cancer Network Australia has 
been particularly good at training and supporting their members to 
play such roles.

There are other examples of where a consumer perspective can 
improve a particular healthcare service system. One mental health 
organisation chief executive said there had clearly been mistakes 
in the provision of care in the sector over the years. By bringing in 
consumers they hoped to reduce the chances that current support 
services would be seen in a similar light in years to come. 

Lastly, participation of consumers within health services is Victorian 
government policy. The framework in the Doing it with us, not for us 
consumer participation policy1 provides an extremely simple and 
effective means of enabling consumers to participate at all levels 
of a health service, from individual care to the organisational level.

Australian Health Care Reform 
Alliance (AHCRA) chair Tony McBride

1 Department of Human Services 2006, Doing it with us, not for us, Melbourne.

Putting consumers 
at the table



www.vha.org.au10

Member Focus 

Kyneton tries a balanced approach

I In just two hours a month, how does 
a chief executive present to the board 

complex information on a health service’s 
performance and shift the focus away from 
financial matters?

Solving this conundrum was a challenge 
Kyneton and District Health Services CEO 
Jennifer Gale set herself in 2008 and led her 
to become a pioneer in Balanced Scorecard 
Reporting (BSC).

While common practice in business circles, 
the jury is still out on the efficacy of using the 
BSC approach in healthcare settings.

The BSC approach is a strategic planning 
and management system used in business, 
industry and government to align business 
activities with an organisation’s vision and 
strategy. It aims to improve internal and 
external communications and monitor 
performance in key areas against strategic 
goals1.

It also supports the measurement and 
reporting of intangible assets such as 
customer feedback and staff satisfaction 
that are relevant to a healthcare setting.

Use of BSCs is on the rise internationally 
among the not-for-profit healthcare sector. 
In seeking to apply the concept to a 
Victorian rural setting Ms Gale was the first. 

Her only Victorian example was the Royal 
Eye and Ear Hospital – a major Melbourne 
metropolitan facility.

So she turned, instead, to international 
literature. Her bible was a text by 
performance management experts Bruce 
Kaplan and David Norton – Strategy Maps: 
Converting Intangible Assets into Tangible 
Outcomes (2004).

Armed with this book and some clear 
aims of her own she set about convincing 
her board and senior management of the 
suitability of a BSC model.

“I had some key reasons for introducing 
a balanced scorecard approach. They were 
how in two hours a month could I get across 
complex organisational information to lay 
people as well as take the focus off a financial 
model,” Ms Gale said.

“I wanted a connection between the health 
service’s strategic and operational plans 
and a way to contextualise and report this 
through the board. I also needed one system 
operating across the entire organisation.

“There are nine people volunteering their 
time for two hours a month and what we 
needed were some indicators of efficiency, 
quality and outcomes.”

A bumpy start
The process did involve some false starts. 

Her original effort to map the existing strategic 
plan into the new format took a year and 
ended in failure.

The second step – a data audit of the entire 
organisation - proved illuminating. It identified 
187 different data sources and that the board 
was probably only seeing two per cent of that.

The data identification process was 
critical to enable the move towards a BSC 
approach. Importantly, it did not require 
purchasing costly new software and was 
enabled entirely in Excel, with the main cost 
being the labour it took to gather and collate 
the data.

Ms Gale then convened an annual strategic 
planning day where she recommended 
scrapping the usual strategic and business 
planning approach and reporting framework 
and replacing it with a strategy map and a 
BSC approach. With the input of the board 
and key staff, the health service chose four 
pillars, overlaid these with related strategic 
goals and identified key performance 
indicators.

This process fed into the development of 
the health service’s first strategic map that 
incorporated its mission and vision statement 
and related it to the four pillars. Under each 
pillar were one to two policy aims that the 
board wanted to focus on over a 12 month 
period. Also included were details of how to 
measure progress, the frequency of reporting 
to the board and a risk weighting. 

Importantly, the first pillar was not finances 
but the consumer. The other pillars were, 
in order of priority:

Internal processes•	  – including risk 
management, information management 
and environmental management

Learning and growth•	  – including 
workforce sustainability, board 
development and partnerships and 
collaboration

Financial •	 – including asset and capital 
management and the development of 
a 10-year financial plan

Picture perfect... 
Kyneton and District 
Health Services CEO 
Jennifer Gale has 
introduced a Balanced 
Scorecard Approach that 
visually links performance 
data to strategy.

The Victorian Healthcare Association  |  Issue 1  |  April  2010
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Customer focused
Selecting the customer as the first 

pillar answered one of the key criticisms 
among academics, who found that when 
applying a BSC to a healthcare setting 
most organisations failed to demonstrate a 
customer or patient perspective2.

The impact of the BSC model on the next 
board meeting was extraordinary.

“It was the longest board meeting we ever 
held – the report presented to the board was 
30 pages and under each heading was a 
graph presenting related data,” Ms Gale said.

“The board saw things they had never 
seen before and asked questions 
they had never asked and this built 
enthusiasm.” This allowed the board 
to then have input into what they felt 
were the critical pieces of information 
they wanted to see either monthly, 
quarterly, or annually. It facilitated 
a fluid reporting process dependant 
on the current areas of focus.
Workplace involvement in adopting a BSC 

approach was critical to making it a top 
down, bottom up approach.

 Every unit manager at the health service has 
a copy of the strategy map and a business 
plan that details how their unit will implement 
this and meet the strategic plan’s objectives. 
Quarterly progress reports on the strategy 
implementation are given to the board on top 
of the BSC and project reporting.

“Everyone has a role to play in achieving 
the organisation’s aims, and delivering on 
the business plan forms a major part of the 
performance review of staff,” Ms Gale said.

To further evolve reporting to her board, 
Ms Gale is developing a standardised 
performance dashboard to move the 
scorecard reporting to an even higher visual 
representation.

“I actually see this as a five year job. Staff 
also have to get used to a really high level 
of transparency because the data is placed 
on notice boards everywhere around the 
hospital and is visible to the public.”

Improving the board’s ability to assess 
previously unseen data is enabling Kyneton 
and District Health Services to govern more 
proactively.

“

”

        It was the longest 
board meeting we 
ever held – the report 
presented to the board 
was 30 pages and 
under each heading 
was a graph presenting 
related data

Data feeds better planning
Data on occupancy rates in the renal dialysis 

unit was cross matched with population 
projections of the number of people in the 
region who would require dialysis in the 
future. This enabled the board to see that the 
hospital’s dialysis unit may not be needed 
in the future and begin planning for a new 
service model.

“Something as small as that data was  
really very powerful,” Ms Gale said.

“The data empowers the board to ask really 
vital questions.”

Using the BSC approach to analyse acute 
bed occupancy rates saved Kyneton and 
District Health Services in staff costs by 
enabling it to reduce occupancy in overnight 
beds. This led to a bolstering of the outreach 
team provided by the District Nursing Service. 

“Healthcare provision is so complex and 
unless you provide a board with information 
from different parts of the business and 
piece it together in a meaningful way you 
can be fooled.”

For Ms Gale the process has been 
illuminating and after a lot of hard work she 
is a convert to the BSC approach. 

“I think it is the only way to create a 
truly integrated clinical governance and 
corporate reporting system for a healthcare 
organisation,” she said. 
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Research into Victorian health service 
strategic plans and mission statements 

by two La Trobe University Bachelor of 
Health Science honours students found 
few hospitals demonstrated “best practice” 
in these areas.

The first research project by honours student 
Kara Bishop was a content and thematic 
analysis of a sample of five metropolitan, 
four regional and four rural Victorian health 
services’ strategic plans. It found:

Only one health service had a strategic •	
plan that met all of the best practice 
guidelines for strategic planning, while 
nine of the health services complied with 
at least half of the guidelines

There is a lack of health promotion •	
principles incorporated into strategic 
planning 

The second research project by honours 
student Mark Holmes found:

Health service mission statements were •	
rarely dated or updated

There was little cross reference between •	
mission statements and strategic plans

In his analysis of mission statements,  
Mr Holmes found little evidence that mission 
statements were updated in response to 
changes in government policies, population 
needs or other environmental factors.

“Mission statements should change 
depending on who your organisation 
is serving and partnering with,” he said.

“As there are more partnerships between 
health services and more multidisciplinary 
care provided this should be reflected in 
updated mission statements.” 

The students also found little correlation 
between the strategic plans and the 
hospitals’ annual statement of priorities.

 The studies are among the first in Australia 
to analyse strategic planning and mission 
statements and their link to governance. 

 Overall, Victorian health services are 
beginning to plan in line with Department 
of Health expectations but the policy 
environment is overwhelming.

“The government needs to lead 
the way and set real objectives 
that tell health services what they 
want in the strategic plans,” 
Ms Bishop said.
 “That could be in the form of workshops 

or more detailed guidelines to assist services 
with their strategic planning.”

The students’ work was supervised by 
La Trobe University Professor Sandra Leggat 
from the School of Public Health, who is also 
a Victorian Healthcare Association (VHA) 
independent director.

Prof Leggat said the board has a vital role 
to play in strategic planning as part of its 
governance obligations. This is set out 
in legislation and Australian governance 
standards.

“The gap between the strategic plans 
and statement of priorities is concerning. 
It suggests to me that the board is really 
not taking their role of strategic direction 
seriously,” Prof Leggat said. 

“Also concerning is the finding 
that few health services used 
a population health approach 
in the development of their 
strategic plans. Shouldn’t the 
major emphasis of a strategic 
plan for a health service be on 
the health of the population?”
Following the recommendations of the 

Victorian Public Hospital Governance Reform 
Panel Report in 2003, Victorian health 
services are required to produce strategic 
plans and an annual Statement of Priorities. 

The Panel made recommendations on the 
content of strategic plans and developed 
the following ‘best practice’ guidelines for 
strategic plans, based on a literature review. 
Plans should: 

Be about three to five years in outlook•	

Be no more than 30 pages in length•	

Reflect current government policy •	

Outline a health service’s mission, values •	
and vision statement

Include recent achievements, including •	
infrastructure developments

Outline strategic goals and include actions •	
and timelines to achieve them

Evaluate the health services’ environment•	

Include an overview from the chief •	
executive officer and the board

The VHA’s Clinical Governance project 
manager, Alison Brown, said board 
involvement in strategic planning is vital.

“While board members may be only one 
of the stakeholders in the strategic planning 
development process, the board must 
ultimately ensure that the strategic plan 
is relevant for the organisation in the current 
environment,” Ms Brown said. 

“The board must then monitor and measure 
progress towards achieving the strategic 
objectives as the strategy is cascaded down 
throughout the organisation.” 

Prof Leggat said boards are responsible for 
ensuring their health service has a strategy 
and a strategic plan that outlines both how 
the strategy was developed and how it will 
be implemented. This is a requirement of 
accreditation, of the existing legislation, 
of the Australian governance standards 
and of the State Services Authority. 

What the La Trobe students’ study 
suggests is that there is substantial room 
for improvement and that health services 
need more assistance to meet their strategic 
planning obligations. 

Setting the strategic direction
New Victorian research 
recommends greater investment 
in strategic planning by Victorian 
health services as part of their 
governance obligations.
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S tuart Emslie lectures and consults internationally on healthcare 
governance matters. In 1998 he was appointed Department of 

Health (DH) head of controls assurance for the National Health Service 
(NHS) in England. Part of his role was to ‘converge’ the corporate and 
clinical governance agendas. Prior to the DH he spent 12 years as an 
academic specialising in healthcare risk management at Strathclyde 
University in Scotland. In this article for Health Matters he warns of the 
blurring between governance and management in healthcare.

The explosion of all things ‘governance’ in healthcare
Since the 1990s introduced first corporate, then clinical, governance 

there has been an explosion of all things ‘governance’ in healthcare. 
At the last count, I found 40 different ‘types’ of governance as listed 
in Box 1. The field of ‘healthcare governance’ has expanded so 
much that I find it difficult to cover everything in a two-year part-time 
master’s degree at Loughborough University Business School.1 

Stuart Emslie  
Department of Health, head of controls 
assurance for the National Health 
Service in England.

Box 1: Governance ‘types’ 
in healthcare

Board governance•	
Care governance•	
Clinical governance•	
Commissioning governance•	
Community governance•	
Converged governance•	
Corporate governance•	
Direct governance•	
Enterprise governance•	
Environmental governance•	
External governance•	
Financial governance•	
Health and social care governance•	
Health governance•	
Healthcare governance•	
Hospital governance•	
Indirect governance•	
Information governance•	
Integrated governance•	
Internal governance•	

Local governance•	
Medicines governance•	
Mental health governance•	
Modern governance•	
Mutual governance•	
Network governance•	
New governance•	
Organisational governance•	
Partnership governance•	
Policy Governance•	 ®

Professional governance•	
Project governance•	
Public governance•	
Public health governance•	
Research governance•	
Resource governance•	
Self governance•	
Service governance•	
Shared governance•	
Staff governance•	
Transitional governance•	
Whole system governance•	

Healthcare governance, boards and 
the achievement of organisational 
success and safety
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REFoRM BRIEF
On 3 March 2010, Prime Minister Kevin 

Rudd announced plans for major reforms 
to Australia’s health system at the 
National Press Club in Canberra. 

These reforms included changing the 
governance of the health system by 
establishing a single, unified National Health 
and Hospitals Network, complemented 
by newly created Local Hospital Networks 
across the nation. 

As part of establishing Local Hospital 
Networks, the states will be asked by the 
Federal Government to create groupings 
of hospitals that can ensure geographic 

linkages, management quality, economies 
of scale, an appropriate mix of services and 
referral pathways within the Network.

The VHA has been vocal in its opposition to 
many of the reforms announced, in particular, 
the proposed creation of Local Hospital 
Networks that will simply replicate many of 
the positive aspects of the Victorian health 
system within a sub-regional, rather than 
local governance model.

Following a debate on health reform 
between Prime Minister Kevin Rudd and 
Opposition Leader Tony Abbott, an opinion 
piece by the VHA’s CEO, Trevor Carr, was 
published in The Age on 25 March 2010. 
This piece - Health system is more than just 
hospital - highlighted the need for a health 

system comprising interlinking elements, 
including acute and subacute care, primary 
healthcare, early intervention, health 
promotion and illness prevention.

The proposed reform plan will be discussed 
at the Council of Australian Governments 
meeting to be held on 19 April 2010. The 
Prime Minister has indicated he will seek 
agreement on the proposed reforms from 
the states at this meeting. Should the states 
not agree to the proposal, the Federal 
Government may hold a referendum on this 
issue, to implement the plan.

The VHA looks towards both state and 
federal governments to show leadership in 
working out a sensible and measured health 
reform package to benefit all Australians.

Guest Editorial

15

Governance vs management
‘Governance’ in healthcare appears to mean all things to all people. 

But much of what is termed ‘governance’ is not really governance 
at all. It is more aptly described as ‘management’. The inevitable 
conclusion is that governance is really the ‘new management’ in 
healthcare. The following definition of clinical governance, introduced 
recently in the NHS, is a case in point:

“[Clinical governance is]...the combination of the structures and 
arrangements in place at, and immediately below, the Board level 
to manage and monitor clinical performance, plan and manage 
continuous improvement, identify performance that may be below 
standard or out of line, investigate it and take management action.”

So, clinical governance isn’t really governance at all. It’s a misnomer. 
It was originally conceived by Sir Liam Donaldson, Chief Medical Officer 
for England, and a colleague, as a framework for improving clinical 
quality in the NHS. A role for the board was envisioned within clinical 
governance, but the principal actors within the framework are really 
the managers and clinicians. That’s because clinical governance is 
principally a management framework for improving the quality of care. 

Of course, it all really depends on your definition. Arguably one 
of the best governance-related definitions I have seen for clinical 
governance comes from my home country of Scotland, where the 
NHS defines clinical governance as “corporate accountability for 
clinical performance.”

So what exactly is ‘governance’?
In the context of organisations, governance means ‘corporate 

governance’ and this is typically defined, with reference to the 1992 
UK Cadbury Committee report on the financial aspects of good 
corporate governance, as:

 “The system by which [organisations] are directed and controlled.” 

Fundamental to this system of directing and controlling is the board. 
According to the Financial Times Stock Exchange (FTSE) Group2:

“The role of boards is to govern, not to manage. It is about 
setting overall direction, establishing boundaries and controls, 
recruiting and motivating talented [chief] executives and 
overseeing their operation of the business.”
This definition reflects the views of eminent writers on boards such 

as Dr John Carver, a US-based former health system CEO turned 
board governance expert. His seminal book Boards That Make A 
Difference is in its 3rd edition and has sold over 100,000 copies 
worldwide. His Policy Governance®3 model is a freely available,  

non-commercial ‘technology’ for building high performing boards 
and is regarded by England’s DH as the most relevant to the 
healthcare sector today.

The Policy Governance approach to governing excellence for 
healthcare boards
Policy Governance is a particular approach to board governance 

that starts with a directors’ agreement about the board’s purpose. 
It culminates in a set of standing controls, or ‘governing policies’, 
that the board uses to do its job.

According to Carver, governing boards exist to fulfil three key roles:

Connect with the organisation’s ‘owners’ to set organisational purpose1. 

Set the values for the organisation2. 

Hold management to account for organisational success and safety3. 

In practical terms, adopting Carver’s approach to board governance 
applied to healthcare means that boards need to:

1. ‘Connect’ with their legal and moral owners (e.g. in England, this 
means Department of Health, strategic health authorities, foundation 
trust members, local communities, etc.) to define the organisation’s 
purpose. In a hospital context, ‘purpose’ is about achieving best 
possible health outcomes for people served, at an appropriate level 
of cost efficiency

2. Make explicit, through written, agreed board policy statements, 
their values for the organisation

3. Hold management accountable, through the CEO, for achieving 
the organisation’s purpose. This necessitates CEOs (or others 
on their behalf) producing monitoring reports that include data to 
demonstrate outcomes, including performance in relation to patient 
safety, clinical effectiveness and patient experience

Under a Policy Governance approach, healthcare boards, CEOs 
and executive directors are crystal clear about the distinction between 
governance and management. The board governs and management 
manages, all within a transparent governance framework designed to 
ensure organisational success and safety. And all that management 
manages, including staff, information, research, engineering, 
projects and, indeed, clinical quality is about management and not 
governance! 

1 www.lboro.ac.uk/departments/bs/mdc/courses/healthcaregov.html 
2 The Financial Times Stock Exchange Group – see www.ftse.com/News/Archive/20051201CorpResp.jsp
3 Stuart Emslie is CEO of the non-profit UK Policy Governance Association, whose mission is to advance 

owner-accountable, ethical and effective governance using the Carver Policy Governance model. 
www.ukpga.org.uk



The Victorian Healthcare Association  |  Issue 1  |  April  2010www.vha.org.au16

Policy Focus

Much work has occurred over the past four 
years to strengthen clinical governance 

in Victoria’s community health sector.

The Victorian Healthcare Association’s 
Clinical Governance in Community Health 
Project has effectively engaged the sector 
in this task. 

While clinical governance in community 
health is not new, the work of the project 
sought to develop a more consistent 
approach to the governance of service 
quality in the sector. 

The project also represents a strategic 
response by the sector to policy 
imperatives at a state and national level. 
These policy imperatives include a client 
population that has greater complexity in 
their health and social needs. The project, 

funded by the Department of Health, 
is due to finish in June this year. 

Initially, the project focused on board and 
organisational reporting requirements but 
the focus has since expanded to include 
strengthening of quality systems at the 
operational level to ensure a sound basis 
for governance. The project’s success 
has been based on widespread sectoral 
involvement in short term working groups  
to address identified priority areas. 

A summary of the project’s major 
achievements in its priority areas over the 
past four years is detailed below.

Evaluation of the project has occurred 
through a regular sector survey that 
found a majority of respondents have 
used project resources and reviewed their 
clinical governance reporting processes.

While considerable progress has been 
made by the sector in strengthening 
clinical governance, some clear 
challenges remain for the future. 

The emphasis on clinical governance 
was necessary to highlight the importance 
of a board focus on service quality but 
there is now a need for a more mature 

model of integrated governance where 
“decisions taken within any one domain 
of governance must be informed by active 
scrutiny of their implications for every 
other domain1.”

A key consideration for independent 
community health boards is the question 
of selection or election of board 
members who have the appropriate skill 
level to govern increasingly complex 
organisations.

To ensure an integrated and extensive 
overview of service quality, organisations 
need to think carefully about the structures, 
committees and roles that support 
quality and actively map responsibilities 
and accountabilities. This includes 
consideration of structures to facilitate 
governance across agencies that partner 
to deliver services – for example, within the 
Hospital Admission Risk Program.

The clinical governance road is long but 
the community health sector has travelled 
a considerable distance in the past four 
years. 

Capacity Building a Sector – The clinical 
governance in community health project

Priority area Achievements

Board Education
Development of Board Clinical Governance Reporting Guidelines•	

Delivery of board education sessions to 27 agencies•	

Indicator Development

Development and pilot of VHA clinical indicator set in the areas of care planning,  •	
     diabetes care and GP communication 

Use of VHA clinical indicator set in DH chronic disease management workforce training •	
     in 2009/10

Development and initial pilot of VHA draft indicators for clinical governance•	

Risk Management
Development of VHA Managing Clinical Risk in Primary Health resource•	

Partnership with VMIA to deliver risk training to community health centers (ongoing)•	

Clinical Leadership Development of a clinical leadership model for community health •	

Quality Systems Development

Development of:•	

Clinical supervision guidelines and documents −

Informed consent discussion paper and procedure −

Credentialling and defining scope of practice reference documents −

Consumer participation in quality of care report paper −

Training and Education
Provision of two sector forums a year  •	

Conference presentations and journal article•	

Alison Brown
Project Manager  
Clinical Governance 
in Community Health

1 Integrated Governance Handbook, 2006, National Health Service, 
United Kingdom
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Ensuring 
Competent Staff –  
Testing models 
of clinical 
supervision
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Meni Stefanovski 
Banyule Community 
Health’s Manager – 
Clinical Services

How best to supervise clinical staff in 
a multidisciplinary primary healthcare 

setting is an issue being tackled head on 
at Banyule Community Health Service (CHS) 
in Melbourne’s northern metropolitan region.

The multi-site health service is in the midst 
of a 12 month Clinical Supervision Pilot 
to identify the most effective model for 
supervising clinicians in its allied health team.

Banyule CHS Manager – Clinical Services, 
Meni Stefanovski, said the trial is the next 
part in a long-term project to improve the 
overall quality of the health service and forms 
part of a restructure of the allied health area.

As part of its restructure of the allied health 
team – that consists of 32 staff from seven 
disciplines – Banyule CHS went from one team 
leader at 0.6 equivalent full time (EFT) across 
the entire team, to a structure that incorporates 
three team leaders at 0.4 EFT each.

The responsibilities of the team leaders, 
who report directly to the Manager – Clinical 
Services, include:

Day-to-day management of staff•	

Ensuring clinical supervision is provided •	

Active involvement in the organisation’s •	
quality and safety structures and initiatives 

Testing time... Banyule Community Health’s 
Meni Stefanovski is trialling three different models 
of clinical supervision for her allied health staff.

A key role in governing service 
quality is ensuring the workforce 
is both competent and skilled. 
Governing bodies must put in 
place systems to measure staff 
competence via credentialing, 
training, professional development 
and formal clinical supervision.

Banyule CHS is currently rolling out 
discipline specific clinical supervisors across 
its allied health teams. Three models are 
being trialled for their efficacy. Clinical 
supervisors report to the team leaders 
and are responsible for:

Providing regular clinical supervision •	
to staff in accordance with Banyule CHS 
Supervision Policy and Procedures

Promoting evidence-based practice•	

Ensuring professional standards are •	
maintained 

The three models of clinical supervision 
being trialled are:

Model A – Separate team leader and 
clinical supervisor. 

Model B – The team leader is the same 
person as the supervisor. A literature review 
of clinical leadership models identified this 
particular model as problematic due to 
an inherent conflict between the role of 
team leader and that of providing clinical 
supervision. 

Model C – External supervision – Banyule 
CHS will buy in supervision either from a 
private provider or through a reciprocal 
arrangement with another community health 
service for the three of its seven allied health 
disciplines where EFT is less than 2.0 EFT.

“We are very interested to learn from each of the 
models we are trialling and compare our results 
with current literature. Our agency is comparing 
and contrasting the costs and benefits of this 
pilot with the model we already have in place 
in the Counselling Services Unit. We want to 
see what works best for both the staff and the 
agency and move to adopt that model across 
Banyule CHS,” Ms Stefanovski said.

“All learnings will be valuable – it may be 
that we keep all three models or move 
towards the model that is more in line with 
the literature and evidence.”

The pilot follows several years of work at 
management level to improve the health 
service’s risk management systems and 
processes. This risk analysis process 
identified clinical supervision as a priority 
area for action by executive management.

The trial is also the first time Banyule CHS 
has had a formal clinical supervision process.

“We have not had structured clinical 
supervision in the allied health service unit 
previously. In the past, Grade 2 clinicians 
used internal and external peer support 
networks and those who were members 
of their professional associations had 
access to a mentoring program,” 
Ms Stefanovski said.

“Now there is a formal process of 
professional support and education that 
enables staff to develop clinical skills, 
enhance competence, assume responsibility 
for their own practice and enhance client 
quality and safety of care in complex clinical 
situations.” 

As the clinical supervision model provides 
a new career pathway within Banyule CHS, 
an unanticipated advantage of the trial has 
been improved staff satisfaction and retention 
of leadership aspirants.

Local demographics and burden of disease 
data have played a role in elevating clinical 
supervision to a higher priority. 

Banyule CHS has an ageing community, 
with some pockets of significant social 
disadvantage and a high prevalence of 
chronic disease, with many of those people 
experiencing dual and multiple diagnoses. 

“Client presentations can include any 
combination of physical health, mental 
health, drug and alcohol and other complex 
psycho-social issues. Clinicians need to 
be supported to carry out comprehensive 
assessments to determine appropriate 
interventions, multidisciplinary care plans 
and more robust risk management and 
awareness of effective evidence-based 
practice,” Ms Stefanovski said.

Staff involvement has been vital to 
implementing the trial. Training will be 
provided to experienced practitioners 
undertaking clinical supervision roles. 
To support clinical supervision arrangements, 
a supervision awareness package will also 
be provided to all supervisees during an 
orientation session. 

For further information on the pilot 
contact Meni Stefanovski – Manager 
Clinical Services on tel: 03 9450 2013 
or meni.stefanovski@bchs.org.au
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The skill of board 
selection

In this article, Garry Richardson, chair of Health Super 
and the National Blood Authority boards, outlines his 
vision for best practice board selection processes. 
Mr Richardson has wide experience in governance 
having served as CEO of a health insurer. Post-
retirement he has held chair roles within the private 
sector, non-profit sector, and the public sector at 
federal, state and local levels. From 1999 to 2000, he was 
chair of Southern Health and from 1997 to 2000 a board 
member of Dental Health Services Victoria. 
In my view, there are fundamental skills that most boards need 

regardless of whether they are from the listed, private, public, non-
profit or government sectors. These skills range through financial 
expertise, an understanding of compliance and risk management 
and a familiarity with the “business” of the entity being governed.  
Legal skills may also be a worthwhile core skill.

Additional skills are needed depending on where the business is 
in its cycle. For example, if the organisation requires a heavy 
emphasis on IT expenditure and development, that skill is a useful 
adjunct. It is usually neither possible nor practical to stock a board 
with individuals who possess only one of these skills. Typically, the 
size of a board does not allow this. However, it is generally possible 
to find people with sufficient experience across two or more areas 
of desired expertise.

To offer an insight into the importance of board composition,  
I will use the example of legal skills. When I have discussed the 
composition of a particular board with the chair, or the body 
responsible for nominating board members, on some occasions  
I have noticed the absence of legal skills. When I have expressed 
my surprise to a board chair about this deficit - given boards generally 
deal with risk management - I commonly received the response:

 “Oh, we can buy that specialist advice from an external source.” 

An attitude such as this can be risky. There is still a need for boards 
to question the external legal advice given. Legal precedent confirms 
that boards cannot abdicate their responsibilities to others. 

It is the board’s role to oversee the formulation of strategy and to 
assess the implementation of that strategy by management through 
financial management, compliance and organisational leadership. 
Often, information brought before the board by management will 
have had the involvement of external specialist assistance. This may 
include legal advice. It is the board’s role to challenge and critique 
management.  In my view, a board that does not have the range of 
professional skills that allow it to perform this function is at significant 
risk of placing insufficient scrutiny on management submissions.

However, it would be naive to expect a utopian vision of board 
skills composition. Sometimes, board appointments are made by 
nominating bodies based on less than ideal criteria. This can happen 
in the private as well as government sectors. In the government sector 
the adoption of a skills based selection process has been, to put it in 
its best light, inconsistent. I have, however, been fortunate enough 
to witness one or two first class examples of the selection process.

Determining the professional skills base required in a particular 
board at a particular time is the easy part. The more difficult part,  
and one of at least equal importance, is the conduct of the individuals 
who make up the board and their relationships with each other and 
management. There is a need to select board members who: 

Understand the role of a board, as opposed to the role •	
of management 

Understand or are willing to train in the science [and the art] •	
of governance

 Have the personal skills to listen, and to balance courtesy •	
with constructive questioning in dealing with others [including 
management] 

Strive for consensus, even if it is not always possible •	

Respect each other and management in the roles that they fill and •	

In general terms, do not possess overpowering egos •	

Typically, this vital area of personal skills is not weighted as highly 
as it could be in government sectors. The result can be sub-optimal 
board performance and, in the extreme, dysfunctional boards. It can 
make life miserable for the CEO and the management team and lead 
to stakeholder disaffection. 

I have personally witnessed a first class process in the weighting of 
these factors in some board selection processes in the government 
sector. Without exception, this occurred where the chair was heavily 
involved, if not in the lead, in the selection processes. 

In the context of public healthcare, the final selection decision rests 
with the appointing body, usually the Minister, but the involvement 
of the chair substantially increases the probability of an appointment 
that meets the board’s needs. In my experience, when this situation 
occurs it is not by chance, but as a result of a deliberate decision of 
the chair to provide this leadership. 

A great deal depends on the effectiveness of the chair. The chair 
must not only advocate for a needs based board member selection 
process, but provide leadership of a diverse group of people, who 
have considerable expertise in a range of professional disciplines. 
The successful chair can be likened to an choral conductor, bringing 
together a multitude of voices to create a whole that really is greater 
than the sum of its parts. 

Garry Richardson 
Chair of Health Super
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“A carefully crafted, conceptually 
rigorous purpose of governance...
forms the heart of board 
effectiveness.”
Dr John Carver, Boards that make a difference, 2006
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