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chairman’s Message

A forum for ideas on better 
healthcare governance

Healthcare governance is once again 
a central focus of public health policy 

debate.

In Victoria, we have more than 1,000 
individuals who are involved in the creation, 
monitoring and iteration of strategies at 
public healthcare agencies and registered 
community health services. This is an 
extraordinary number of people representing 
an extraordinary wealth of knowledge that 
may be shared for mutual benefit.

While the VHA’s role as a peak body directly 
correlates to the longevity of devolved 
governance within Victoria’s public health 
sector, we do not presume to have perfected 
the role and function of governance in 
our state and we do not preach such a 
presumption to other states and territories.  
Our own research, both complete and in-
train, clearly indicates otherwise. 

But if I am to indulge our own beliefs just 
a little, I do think that we have a level of 
maturity in relation to governance that is 
benefiting the Victorian community in the 
provision of public health services and our 
ongoing research investment is building upon 
this fundamental proposition.

This edition of Health Matters 
brings together a range of views 
in relation to the fundamental 
considerations of governing 
strategy development within a 
public healthcare context.
The views expressed aim to further enhance 

our mutual understanding of the complexities 
of governance and the successes that are 
being achieved.

The consistency of theme illustrates what 
our Chief Executive has coined as ‘the 
exquisitely simple/excruciatingly complex 
paradox’ that characterises governance in all 
business environments.  

The articles critique current arrangements, 
emerging themes, residual challenges and 
what we can learn from each other.

I believe Victoria is well-placed to lead the 
re-emergence of governance as a central 
theme within public healthcare systems. I 
encourage our readers to use their networks 
to engage people within and outside Victoria 
to embrace the potential represented by our 
collective skill, unencumbered by conflict, in 
local health system design.

Anthony Graham 
VHA Chairman

Vha board meeting (from left): Director Peter craighead, chief executive Trevor carr and chairman anthony Graham.
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ceo’s Message

Critical factors in the development
of a health plan for Victoria

Many observers critically posture that 
those influencing health policy are risk-

averse and driven by incrementalism.

While not necessarily rebutting this oft  
posed critique, I think it is reasonable to 
assert the significant change in policy and 
practice that can be evidenced when we 
slice and dice change within the health 
system through a decade-long prism.

Over the past 10 years we have 
‘normalised’ day surgery and significantly 
advanced the legitimate role of sub-acute 
activity through programs such as geriatric 
evaluation and management (GEM) and 
transition to care (TTC). 

We have also started the difficult process 
of improving care coordination to at least 
one stream of chronic illness through the 
Victorian Cancer Action Plan and Regional 
Cancer Centres and we have realised an 
industry acceptance of the need for a more 
aggressive role within, and improvement 
to, the integrative mechanisms between 
primary and acute care. The 2006 document 
Care in Your Community was noteworthy 
in providing a conceptual framework to 
underpin such thinking.

When addressing the broad principles that 
should rightly guide the design of a health 
system, agreement is generally reached with 
minimal fuss. Consideration must be given to 
the determinants that positively or negatively 
influence health outcomes. These include 
improvements that might be gained through 
enhanced individual and population-wide 
understanding of lifestyle choice and how this 
manifests in mid to later life chronic illness, and 
the need for health services that reflect the 
most pressing needs of the target population, 
rather than the history of service provision.

Finding and implementing the ideal blend 
of infrastructure, human endeavour and 
pricing policy represents the lifeblood of 
policy debate. 

By necessity, any informed attempt at 
developing a health plan must begin with  
a contemporary assessment of where we  
are now – to what extent our current reality 
aligns with our belief of the ‘ideal’. 

a little crystal ball gazing is 
necessary in regard to emerging 
technologies and their potential 
impact on the status quo.
And at least some attempt must be made 

to address the elephant in the room – political 
risk and the multiple ethical considerations of 
resource scarcity, personal responsibility and 
end-of-life wishes. 

The VHA has sought a commitment from 
the Victorian Government for the past four 
years to articulate a 10-year vision of health 
system service design. This statewide 
vision can then help the development of 
individual agency strategies – a fundamental 
responsibility of governing boards.

The new Coalition Government has 
commenced the process of engagement  
to develop such a plan. The VHA applauds 
the Government’s commitment to a 
transparent and engaged process and looks 
forward to positively contributing to the final 
product, which must seek to optimise the 
health outcomes of all Victorians.

Trevor Carr 
Chief Executive
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Key elements of an effective 
strategic planning process

Not long after I joined the public health sector in the late 1970s 
I was invited to participate in my first strategic exercise. This 

involved senior and middle management but there was no board 
involvement. Externally facilitated, the day started with each 
participant introducing themselves, sharing something that no-one 
else in the group would know about them and stating what they 
hoped to achieve from that day.

I was nearly last in line and found it impossible to think of something 
original to say. We then spent half of the allotted six hours agonizing 
over our vision, mission and values. I know these are important, 
but I have to confess that I have never found fiddling with a word 
or two makes much strategic difference. The time left to discuss 
the ‘meat’ was limited and our contributions were rushed. The 
consultant took the butchers’ paper away and produced a plan that 
vaguely represented what was discussed. It went to the Board for 
endorsement and was then placed on a shelf for 12 months.

My next significant strategic planning experience came some years 
later when I was first appointed CEO of a district hospital. In this 
case, the process was driven by the board and there was limited 
staff input. Back then most of the strategies were financial in nature, 
so the process only took a couple of hours and was achieved 
without external facilitation. The organisation had a very talented and 
high-functioning board that knew what it wanted and I had trouble 
containing their enthusiasm for ‘stretch’ targets. Again, there was 
limited staff ownership.

 somewhere in between these two extremes lies  
the perfect strategic planning process.
Over the past 30 years I have participated in many strategic 

planning events ranging from those that begin with a clean slate 
to the simple annual review. Having worked in rural, regional and 
metropolitan Victoria, I have not been able to discern much difference 
in a planning sense between these settings, particularly in recent 
times, thanks in part to the introduction of generic board education 
and training programs.

However, I have noticed the increasing importance of quality and risk 
reduction as planning priorities and the tendency to link the strategic 
plan to other internal plans and documentation. This has increased 
the relevance of the strategic plan to staff, improved accountability 
and helped counter the view that it is just a stand-alone, high-level 
document ‘owned’ by the board and of limited value to staff.

There is no guaranteed formula, but from my perspective the attributes 
of a successful strategic plan are good facilitation, constructive buy-in 
and the setting of achievable and measurable targets.

Greg Pullen is chief executive officer of northern 
health. he was recently appointed to the Vha Board 
of Directors and the Vha research and Policy 
committee. he has spent over 30 years working in 
rural, regional and metropolitan public health settings

Good facilitation means engaging someone who understands health 
and commands the respect of participants. It also means the CEO and 
board chair spending time before the day going over the format and 
desired outcomes with the facilitator so there is limited time wastage. 
I have found an external facilitator to work best, and there are some 
excellent ones around. Not everyone likes butchers’ paper and post-it 
notes, so buy-in can be problematic depending on the format.

I have seen a two-tiered process used successfully. The first phase 
involves seeking staff volunteers from all levels for a half-day intense 
planning session to help inform and guide the board and executive 
during their later deliberations. By their very nature, volunteers bring 
enthusiasm and fresh ideas to the table. The second phase normally 
involves the board and executive plus one or two other key personnel. 
I am not a fan of the two-day/overnight offsite event as there are 
inevitably those who cannot commit the time and a risk that this format 
may be viewed by non-participants as a junket. 

Most health services have a boardroom and a couple of break-
out rooms suitable for the purpose of strategic planning. Start with 
a quick scan of the vision, mission and values of the organisation 
then get straight into the detail, using the earlier staff deliberations 
as a guide. It can pay to have a senior departmental person and/
or industry representative as a guest speaker to provide context and 
set boundaries. With regard to target-setting, it is tempting but not 
productive to include some that are already close to achievement, 
nor is it helpful if they are too aspirational – the axiom ‘if it can’t be 
measured it shouldn’t be included’ is a good one.

Most strategic plans follow a similar format – five or six main 
goals (improving quality, building corporate capacity, improving 
the consumer experience, enhancing service access, developing 
workforce, growing research are examples) with a number of 
strategies, targets, timelines and the name of the individual 
responsible for achievements towards each goal.

At Northern Health, a formal report detailing the status and progress 
for each goal is presented to the board twice a year, together with an 
explanation for any goal that is not on track. Getting the plan on paper is 
the easy part – the greater difficulty lies in selling the document to staff, 
then having the targets link with divisional and departmental plans.

And what is the life of a strategic plan? In my view, a maximum of 
three years – any shorter and it becomes an administrative burden, 
any longer and the risk of irrelevance increases. I note that there is no 
reference within the Northern Health Strategic Plan for 2009-12 to 
national health reform, yet it doesn’t seem that long since it was signed 
off by the board and the Health Minister. Time for a review! 
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Trends

A new path in clinical governance
stuart emslie is Professor of healthcare Management 
and Governance at loughborough university school of 
Business and economics in england and an honorary 
Fellow at Flinders university school of Medicine in 
south australia. Professor emslie lectures and consults 
internationally on healthcare governance

Clinical governance
The concept of clinical governance was 

developed in 1998 by Sir Liam Donaldson, 
ex-Chief Medical Officer for England, and 
Dr Gabriel Scally, a regional director of public 
health. It was a new approach to improving 
quality in the National Health Service (NHS). 
It is a concept that appears to have found 
favour in England, the rest of the UK and 
many countries internationally from Australia 
to Canada and Malaysia to Ireland. 

The new UK coalition government
The UK’s new coalition government has 

pledged its commitment to quality and clinical 
governance, setting out its long-term vision 
for the future of the NHS in its white paper 
Equity and Excellence: Liberating the NHS1. 
This paper, released in July last year, outlines 
an NHS that will deliver health outcomes that 
are among the best in the world, through two 
major shifts: 

a move away from centrally-driven process 1. 
targets that get in the way of patient care; 

a relentless focus on delivering the 2. 
outcomes that matter most to people. 

In December 2010, the government 
published an outcomes framework2 for the 
NHS that identifies key indicators to judge 
the NHS in relation to clinical outcomes and 
patient experience. 

While there is no explicit mention of clinical 
governance in either of these documents, the 
government does assert its commitment to 
quality as a key focus of the liberated NHS.

Indeed, the new government has 
maintained the previous government’s 
commitment to the definition of ‘patient 
quality’ as a combination of patient safety, 
clinical effectiveness and patient experience.

The term ‘clinical governance’ is enshrined 
in legislation introduced under the previous 
government in March 2010 and appears 
unlikely to be repealed any time soon.

The Health and Social Care Act 2008 
(Regulated Activities) Regulations 20103 
requires regulated organisations to have  
a “system of clinical governance and audit”. 
According to the regulations, this is “a 
framework through which the registered 
person endeavours continuously to (a) 
evaluate and improve the quality of the 
services provided and (b) safeguard high 
standards of care by creating an environment 
in which clinical excellence can flourish”. The 
‘registered person’ is usually the CEO of the 
hospital or other healthcare organisation 
being regulated.

The emergence of quality governance
Since 1998, the NHS has been subjected 

to significant governance ‘creep’ to the 
point where around 40 different types of 
governance exist, such as corporate and 
clinical governance, information governance, 
research governance, integrated governance, 
and so on.

The latest is quality governance – a term 
defined by Monitor, regulator of NHS 
foundation trusts4. (All NHS foundation trusts 
must implement sound quality governance 
and all NHS healthcare providers are required 
to achieve foundation trust status.)

Monitor defines quality governance 
as “the combination of structures and 
processes at and below board level 
to lead trust-wide quality performance 
including:

ensuring required standards are •	
achieved;
investigating and taking action on •	
sub-standard performance;
planning and driving continuous •	
improvement;
identifying, sharing and ensuring •	
delivery of best-practice; and
identifying and managing risks to •	
quality of care.

Quality governance essentially absorbs the 
concept of clinical governance and extends 
the definition beyond clinical quality into wider 
aspects of care quality, including quality of 
social care provision. The view that clinical 
governance does not apply to the field of 
social care has sometimes been seen as an 
impediment to social care providers, many 
of whom are inextricably linked with other 
providers of healthcare. 

Figure 1 sets out Monitor’s quality 
governance framework for boards of NHS 
foundation trusts. More detailed guidance on 
the framework and its application is provided 
by Monitor at reference 4. It remains to be 
seen whether this new concept of quality 
governance is simply ‘the next taxi off the 
(governance) rank’ or whether it will usefully 
replace clinical governance in the UK. Watch 
this space! 

1 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyandGuidance/Dh_117353 

2 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyandGuidance/Dh_122944

3 http://www.cqc.org.uk/_db/_documents/essential_standards_of_
quality_and_safety_Final_081209.pdf

4 http://www.monitor-nhsft.gov.uk/sites/default/files/amendments_
applying_nhsFT_status_July_2010.pdf
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Figure 1 – Monitor’s ‘Quality Governance’ framework for nhs foundation trusts

Strategy Capabilities and 
Culture

Processes and 
Structures Measurement

Does quality drive the 
trust’s strategy?

Is the Board sufficiently 
aware of potential risks  
to quality?

Does the Board 
have the necessary 
leadership, skills and 
knowledge to ensure 
delivery of the quality 
agenda?

Does the Board promote 
a quality-focused 
culture throughout the 
trust?

Are there clear roles 
and accountabilities 
in relation to quality 
governance?

Are there clearly 
defined, well understood 
processes for escalating 
and resolving issues  
and managing quality 
performance?

Does the Board actively 
engage patients, 
staff and other key 
stakeholders on quality?

Is appropriate 
quality information 
being analysed and 
challenged?

Is the Board assured 
of the robustness of the 
quality information?

Is quality information 
used effectively?

1A 2A 3A 4A

4B

4C
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Proudly sponsored by:

Mark your calendar!providers need to work with each other 
to ensure quality and continuity of care; 
health service agencies need to work 
with other agencies to avoid duplication 
and improve communication; and 
governments need to work together to 
avoid funding and policy fragmentation.

Who Should Attend
Board members, CEOs, managers and 
practitioners of health, primary health 
and community service organisations, 
academics, policy professionals, peak 
bodies, government officials and 
consumers.

Location
MCEC/Hilton South Wharf 
Melbourne VIC

Enquiries
03 9094 7777 
vha@vha.org.au

Online registration opening
May 2011 www.vha.org.au

Two Day Conference

22 & 23 September 2011, 
Melbourne Convention & 
Exhibition Centre
The theme of this two day conference  
is Collaboration: The Key to Better 
Health, exploring the need for improved 
co-operation across the sector. 

Patients need to be empowered to 
work with their healthcare providers to 
improve their own health and seek the 
right services at the right time; healthcare 

Collaboration: 
The Key to Better Health
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Vha award

A single, organisation-wide risk register was 
set up containing appropriately described 
clinical and non-clinical risks, and full 
documentation of controls and treatments.

Incident reporting has become more 
frequent since Bendigo Health introduced 
user-friendly RiskMan software. In the future, 
Ms Wrigglesworth says Bendigo Health 
aims to also involve consumers in incident 
investigations.

“We now have a bigger focus on the 
relationship between risk and quality, 
not just clinically but across the entire 
organisation.”
Clinical and non-clinical staff now work 

together to mitigate risk (monthly risk 
management committee meetings are now 
held across all streams - previously they 
were confined to clinical streams).

An integrated governance structure has been 
established to improve information flow to the 
executive and board so they have also gained a 
better understanding of risk management.

New reporting formats have been 
developed to improve the quality of 
information flowing to the board on risk, 
quality and patient safety issues.

Bendigo Health has won a Victorian 
Healthcare Association (VHA) 

Governance and Service Quality Award for its 
project Risk and a Regional Health Service: 
The Journey So Far.

The award - presented at the VHA’s 
first annual Governance Conference in 
2010 – recognised the introduction of a 
comprehensive, integrated risk management 
framework as part of Bendigo Health’s 
strengthening of governance structures.

Bendigo Health identified the need for 
an organisation-wide risk management 
framework through internal audit reports and 
the Victorian Managed Insurance Authority 
(VMIA) 2006 Risk Framework Quality Review.

“The board made a strategic decision to 
make quality and risk a real focus of the 
organisation,” Director Governance and Risk 
Management Yvonne Wrigglesworth says.

“It’s all about making sure we govern our 
own quality of care. Bendigo Health is now 
at the forefront of public health service board 
activities, in terms of our understanding of 
governance and risk.”

 Bendigo Health conducted extensive 
consultation with internal stakeholders 
in developing its new risk management 
framework, which incorporates the Victorian 
Government risk management framework 
and Australian Safety requirements.

Bendigo Health celebrates VHA 
award for innovative risk program 

The organisation reports to its own Quality 
Care Council (a sub-committee of the 
board) across four domains of quality, as 
set out in the Department of Health Clinical 
Governance Framework Policy: consumer 
participation; clinical effectiveness; effective 
workforce and risk management.

“It frames a beautiful picture from a quality 
manager’s point of view because any person 
in a health service can understand and fulfill 
their quality of care obligations through those 
four domains,” Ms Wrigglesworth says.

Through its VHA award-winning project Risk 
and a Regional Health Service: The Journey 
So Far, Bendigo Health has successfully 
established an integrated, organisation-
wide risk management framework, plan and 
guidelines.

All outcomes of the project have been 
evaluated and reported in a risk management 
review by internal auditors RSM Bird 
Cameron and in a recent VMIA Risk 
Framework Quality Review.

Ms Wrigglesworth says the next steps 
involve further improving the risk culture at 
Bendigo Health, continued education of staff 
in risk and quality improvement, developing 
better risk indicators and celebrating ‘risk and 
quality improvement champions’ through the 
organisation’s new Quality Awards. 

The Bendigo health Quality Team with their Vha award: Back (l to r) Jess Griffith, elena Wilson, Kay aitken, Yvonne Wrigglesworth, Tony Poskus, Julie harvey, Julie Misson, James Breene, 
andrea Floyd, Tracy Barber, Monica sneddon. Front: sue lawrence (left) and carlie aylmer (right).
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Bendigo Health remains a leader 
in governance and risk

S ince winning the VHA Governance and 
Service Quality Award, Bendigo Health 

has continued its proactive approach to 
quality governance and risk management.

Board members, executives and frontline 
staff can now access checklists to conduct 
their own quality and risk activity self-
assessments in relation to the Domains of 
Quality specified in the Department of Health’s 
Clinical Governance Framework Policy.

And staff who demonstrate leadership in 
quality and safety are being acknowleged 
through Bendigo Health’s new Quality Awards.

The awards celebrate staff members 
and teams who have undertaken quality 
improvement initiatives that demonstrate 
sound quality improvement methodology, 
good evaluation techniques and positive 
outcomes in their day-to-day work.

Monthly finalists are judged by the Quality 
Care Council (a sub-committee of the 
board) who vote to select an overall winner - 
announced each year at the Bendigo Health 
Annual General Meeting.

“We want our staff to showcase their success 
stories,” Director Governance and Risk 
Management Yvonne Wrigglesworth explains.

“By acknowledging their work we 
are motivating others to embrace 
quality and risk as a crucial part 
of their job.”
 The 2010 Bendigo Health Quality Award 

winner is psychiatric services employee 
Shayne Cockfield, a member of the continuing 
care/mobile support and treatment team.

He ran a successful joint program with 
Continuing Education Bendigo, offering 
subsidised study opportunities to psychiatric 
patients to help them re-enter the workforce.

Nine clients enrolled in courses of their 
choice, with many completing a barista’s 
course to enter the hospitality industry.

 “Consumer participation was a key feature 
of Shayne’s work.” Ms Wrigglesworth said.

She believes workplace education is the key 
to keeping employees motivated to improve 
their quality and risk outcomes.

“I have an amazing team who are really 

Winner of the Bendigo health’s 2010 Quality award, 
psychiatric services employee shayne cockfield

History of risk management at Bendigo Health
2005-06 internal audit reports and VMia reviews show there is room for marked improvement in risk •	
management at Bendigo health

2008-13 strategic Plan recommends that Bendigo health ‘develop a proactive approach to the •	
management and reduction of high and critical risks’ as a strategic priority

2008 Director Governance and risk Management Yvonne Wrigglesworth is appointed to implement  •	
a comprehensive, organisation-wide risk management framework

2008 Bendigo health’s Quality unit consults with executives and senior managers to gauge their •	
experience in risk management and starts working towards an integrated (clinical and non-clinical) 
risk management framework

2008 Bendigo health conducts a review of its risk registers and a single register is established.  •	
The board endorses a risk Management Policy to address high or extreme risks with a risk treatment 
plan that can be measured and monitored at board level

2008 the technology to enable integrated risk register reporting becomes available with the VMia’s •	
risk register software

2010 Bendigo health wins the Vha’s inaugural Governance and service Quality award. The award •	
recognises five years of planning that have gone into successfully establishing a comprehensive, 
integrated risk management framework at Bendigo health

trying to educate our managers and frontline 
staff on the importance of risk and quality 
being integrated into everyday activities.

 “We’re currently planning education for 
nursing staff that demonstrates the vital 
contribution quality and risk activities make 
to their continuing professional development.

“If this concept is successful, any 
nursing staff member who participates in 
auditing, risk identification or root-cause 
analysis exercises will be able put that in 
their portfolios and count it towards their 
registration requirements.”

The Bendigo Health quality unit is 
working with the service’s Graduate Nurse 
Coordinators on the program.

Bendigo Health is also the first Victorian 
public health service to produce its annual 
Quality of Care Report in DVD format and 
post it on YouTube.

“The new DVD format is an exciting step 
forward that reflects the progressive nature 
of our organisation,” said Ms Wrigglesworth.

“We are using social media  
to release our report in a way  
that is relevant to a wider 
audience, across all age groups 
and demographics.”
The DVD features interviews with employees 

across various areas of the organisation - 
from Chief Executive Officer John Mulder to 
frontline staff in emergency, orthopaedics, 
oncology, palliative care, mental health, 
indigenous health, cultural diversity, 
paediatrics, chaplaincy and health promotion.

It also features volunteers and members 
of the Bendigo Health Community Advisory 
Committee – a sub-committee of the Board 
of Management that helps consumers, 
carers and community members participate 
in decision-making on key governance and 
clinical governance structures.

The DVD portrays a cohesive, client-
focused health service should be a 
workforce that is striving to minimise risk  
and maximise patient care.

Ms Wrigglesworth says Bendigo Health 
is now in a unique position to educate its 
workforce in quality and risk activities before 
moving to the region’s planned new hospital.

“This is our opportunity to prepare our 
workforce - the newest recruits and existing 
staff - for the future of healthcare governance 
and risk management in Bendigo Health.” 
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Building information systems that 
support good clinical governance  

A terrible thing happened at Bristol’s Royal Infirmary in the late 
1980s and early 1990s but the personal tragedies involved 

ultimately created a positive legacy that has reverberated around  
the world.

The deaths of a number of babies and young children during heart 
surgery at the Bristol Royal Infirmary precipitated the Kennedy Report 
into paediatric cardiac surgical services.

This 2001 report led to a greater emphasis on clinical governance 
within the UK National Health Service (NHS) and influenced the 
governance requirements on healthcare boards in other countries, 
including Australia.

Ten years on, clinical governance remains one of the most 
challenging issues facing healthcare boards.

Traditionally, most organisational management and board 
directorships have focused on corporate governance. Their imperative 
has been to properly address fiscal matters and put in place 
processes to support them. To a large extent, that has all been turned 
upside-down with the recognition that clinical governance is just as 
important as fiscal governance, if not more important. 

With this responsibility come tasks that a board must carry out in 
addition to those set out by the laws of being a director. As a result, there 
is now an overlay of clinical governance within healthcare organisations.

While it is something that boards take very seriously, it would be fair 
to say that not all achieve the high standards set out in the following 
definition of “governance in healthcare” from the UK:1 “A framework 
through which (NHS) organisations are accountable for continually 
improving the quality of their services and safeguarding high standards 
of care by creating an environment in which excellence in clinical care 
will flourish.”

One of the challenges that boards face is the need for better 
information systems to support the new governance agenda.

Healthcare organisations have been very good at deploying IT 
systems to support a range of administrative and clinical tasks. There 
is no doubt that modern patient administration and clinical information 
systems offer improved functionality to support quality of care 
objectives, but this is just part of the clinical governance equation.

Data collection to enable indepth research and analysis is equally 
important, as is the ability to access that data in real time to support 
smarter, faster and more informed decisions for improved quality 
and safety.

With these objectives in mind, the last decade has seen many 
efforts to consolidate and modernise IT systems or integrate systems 
to improve access to healthcare information. But few organisations 
have succeeded to the point where they have access to a single 
information repository from where they can pull operational data as 
needed to support the new governance agenda.

stan capp is adjunct Professor of la Trobe 
university school of Public health and regional 
Director, asia-Pacific, Middle east and india for 
intersystems corporation

The ideal outcome would be the sort of high-level reporting 
mechanisms like executive dashboards that are now commonplace 
in the finance and mining sectors. These dashboards, based on the 
business intelligence capabilities of advanced IT systems, give insight 
into the operational aspects of healthcare.

As part of their accreditation, healthcare organisations must have 
processes in place that give the board this information. Hospitals 
already have triggers for sentinel events and there are sophisticated 
methods of evaluation for investigating what goes wrong.

While this after-the-fact reporting and analysis is a necessary first 
step, being able to deliver insightful information in real-time is far 
more useful when it comes to avoiding problems in the first place. 
An emergency scorecard dashboard (see example on opposite 
page) can monitor time to treatment against government-mandated 
guidelines. Using live data, it is also possible to correlate time to 
treatment against contributing factors like episode type and time of 
day to pinpoint where bottlenecks are occurring.

With good real-time information you get the sorts of alarms that a 
board may want to be triggered if certain things are happening, as 
well as other capabilities to support clinical governance including:

Early risk identification;•	
Triggers for timely intervention;•	
Real-time tracking of key performance indicators;•	
Reports for boards of directors supporting clinical governance;•	
Increased accountability for clinicians and managers.•	

Implementing such an information system creates its own 
challenges, for example boards need to balance the demands 
of clinicians and administrators to gain acceptance for the system. 
Users also need to value and take responsibility for the quality of 
information to ensure it is useful from a governance perspective.

Unfortunately, the rigidity of most current healthcare information 
systems has required healthcare professionals to either adapt 
processes to mirror the solution or face lengthy and costly customised 
implementation projects. As a result, many clinicians are loyal to 
departmental solutions that do not fully support the governance agenda.

While some resistance from clinicians is understandable, there 
are alternative approaches to address their concerns. One is the 
implementation of adaptable healthcare information systems that  
can be easily configured by organisations to ‘work the way you work’ 
without needing customisation by external suppliers.

Another approach is to implement a central integration hub or 
broker that communicates with other information systems, translating 
messages and creating a single information repository or electronic 
healthcare record.

While choosing the right technical approach is vital for success, it 
is no substitute for insightful leadership. Getting buy-in from all the 
stakeholders takes leadership from the board and a good CEO to 
stimulate discussion within the organisation. Leaders must articulate 
what they want to do and set down realistic strategies that can be 
implemented and reported against.

Only when that is achieved will boards of governance have access 
to the right information at the right time to ensure that they are 
responsibly meeting their clinical governance requirements. 
1 G. scally and l. J. Donaldson, clinical governance and the drive for quality improvement in the new nhs 

in england BMJ (4 July 1998): 61-65
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information systems

The Melbourne Law Masters:
The professional edge

Upgrade your qualifi cations and hone your legal 
knowledge in health and medical law with a Master of 
Health and Medical Law or a Graduate Diploma in Health 
and Medical Law from Melbourne Law School.

The graduate program in health and medical law 
requires no prior legal qualifi cation and is one of 20 legal 
specialisations offered as part of the Melbourne Law 
Masters. The program is ideal for lawyers in the 
medico-legal area as well as doctors, other health 
professionals and administrators.

Classes are taught on an intensive basis by leading 
scholars, legal practitioners, industry professionals 
and international visiting lecturers, to offer maximum 
convenience for full-time workers and interstate students.

Applications are still being accepted in 2011 and 
the next subject to be taught in the program is Law 
and Human Genetics from 18 – 24 May (excluding 
the weekend).

       Studying for my masters allows me to connect with
    legal minds who are out in the fi eld every day. 
          Their experience has opened my eyes 
      to all sorts of possibilities.

          I chose 
 Melbourne Law School.

CRICOS: 00116K    ZO170092J

Executive dashboards are a useful reporting mechanism for the health sector. An emergency scorecard dashboard can be used to monitor 
time to treatment against government guidelines.  In this example, a CEO reviews the waiting time dashboard and identifies that 38.3 per 
cent of patients are waiting 30-60 minutes to see a healthcare provider. The CEO seeks further analysis on waiting times for the two highest 
triage categories, which is easily obtained using available business intelligence (BI) tools.
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challenges

Four challenges for healthcare boards

The Victorian healthcare governance 
model is unique and has underpinned 

multiple improvements that distinguish 
Victoria from other jurisdictions. With this 
type of governance in prospect now for 
other states, it is useful to reflect on some 
trends and challenges faced by Victorian 
health service boards.

While all boards are set within differing 
contexts, they face common challenges to 
maximise the potential of their organisation. 
I have observed four areas in my work with 
boards and reflecting on these is a great way 
to foster conversation between VHA members.

1. Strategic direction setting
Victorian health service boards are in a 

unique situation. On one hand they are given 
directional power, while on the other they 
are working within government funding and 
policy requirements.

Some boards argue that they have little 
ability to dictate the direction of their 
healthcare service – that it is ultimately 
dictated by policy funding. However, boards 
are able to shape the way strategic resources 
are deployed to achieve policy and strategic 
outcomes to best meet health needs.

They have a powerful optimisation role, with 
choices around health service mix and client 
experience sitting at the heart of this. These 
choices can have significant impact on a 
healthcare service.

Boards must own the strategic choices 
made by their health service. When they fail 
to do so, health service priorities risk getting 
captured by prevailing paradigms that are 
sometimes removed from what is required 
under an evidence-based population health 
planning approach.

This is particularly important with issues like 
models of care. It is curious that this clinical 
view is sometimes not sufficiently integrated 
into board consideration of strategic 
propositions, whereas it must be front and 
centre and realigned where necessary to 
meet emerging population priorities. 

Boards can maximise the potential of their 
organisations by driving accountabilities to 

ensure that business decisions and resource 
and capability investments align with strategic 
intent. Boards must ensure that strategic 
vision and longer-term goals do not get lost 
in an operational excellence agenda, which I 
often see being touted as good strategy. It is 
sufficient, but not enough. 

2. Alliances and partnerships 
Are organisations extracting the maximum 

value from their strategic partnerships? This 
is a challenge I come across constantly in my 
work and invariably there is scope to extract 
more ‘value’ for healthcare organisations. The 
stronger the movement towards preventative 
models of healthcare, the more healthcare 
service partnerships are crucial to the 
successful implementation of strategy.

Boards can play an important role in 
shaping the tone and relative weight placed 
on partnership arrangements, as well as 
integrating the strategic partnerships required 
for success into the strategic planning 
process. Working cooperatively with other 
services often achieves greater levels of 
efficiency, but the key opportunity for boards 
is to drive accountabilities to ensure that 
maximum value is yielded.

Boards have a responsibility to foster 
good relationships within their community 
and with government and other peak body 
stakeholders. Again, relationships should  
be developed in accordance with the 
strategic plan.

3. Workforce investment
Typically, 70 per cent of revenue in 

healthcare services goes to funding the 
workforce but the health sector is not 
a standout when it comes to strategic 
management of this crucial resource. In 
many cases, I have noticed that boards 
simply defer to management on this 
question, believing that it is not their natural 
business to get involved with workforce 
issues. This is a risky governance position 
to take, especially in the health sector where 
workforce is such a crucial strategic enabler.

Smart, strategic boards are learning to lift 
this key asset up to board level. 

As a minimum, boards must insist on a 
comprehensive workforce strategy that 
delivers their health service’s desired client 
experience. Even smarter boards are creating 
a workforce sub-committee to strongly 
focus on human capital, just as they do 
for financial capital. Going down this track 
demands that boards keep a clearer line of 
sight on key workforce metrics, which means 
pushing beyond a simple compliance view. 
For example, although OH&S is critically 
important, employee engagement and 
talent hotspots are far more strategic areas 
to ensure the sustainability and long-term 
strategic growth of health services.

4. Relationship with senior 
management
It is very empowering for a board to have 

good relationships and well-defined roles 
and responsibilities with senior management. 
When these relationships are ill-defined, it 
often manifests in boards trying to be too 
hands-on with the day-to-day operations  
of their organisations.

Boards need to work at a higher 
governance level and must allow the CEO 
and the senior management team to 
work within the authority vested in them 
by the board. Successful boards have 
a solid appreciation of cost drivers and 
revenue optimisation and use this to hold 
management to account for performance. 

Senior management will respond better to 
board direction if boards can strike the right 
balance between reactivity and proactivity. 
While this is always context-specific, boards 
cannot afford to be captured by a viewpoint 
that obscures their ability to judge the 
sustainability of their health service. Boards 
must also be alert to the emergence of a 
culture that inhibits their legitimate scrutiny of 
conformance and performance requirements.

I have been extremely impressed by the 
passion and commitment of Victorian 
healthcare service boards. There is real 
potential for them to continue enhancing their 
work to enable the Victorian healthcare system 
to operate optimally for staff, external partners 
and ultimately the people of Victoria. 

richard rawling is Principal of The nous Group 
and has spent seven years working with Victorian 
healthcare service boards in the area of governance
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euest editorialPolicy Focus

For Health and Community Services

19–20 May 2011
Hilton on the Park

Melbourne

Register online
www.healthcaregovernance.org.au

The Australian Centre for Healthcare Governance (ACHG)  
is an initiative of the Victorian Healthcare Association 
(VHA), the peak body representing the Victorian public 
healthcare sector. ACHG aims to support further 
development of the governance and quality of health 
services delivered to Australians through the public sector.

This ACHG conference will explore contemporary themes  
in facilitating strong, integrated governance systems in 

health services: primary health and community services 
in the context of current health reform; issues of board 
structure and evaluation; leadership; clinical governance; 
research; multiple accreditation standards; strategy; 
tools; and processes to support effective governance will 
be addressed. The conference will also incorporate and 
continue the themes identified in the First National Forum 
on Safety and Quality in Primary and Community Health 
held in Sydney in 2010.

HurryRegister online now
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Australian Governance 
and Quality Conference
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research

New national centre of excellence 
for quality and governance research 

The Australian Primary Health Care 
Research Institute (APHCRI) has 

established a $2.5 million Centre of 
Excellence for research in building quality, 
governance, performance and sustainability 
in primary healthcare.

It is one of three multi-institutional Centres  
of Excellence to each receive funding of  
$2.5 million over the next four years to 
coordinate innovative, high quality research 
in primary healthcare policy and system 
improvement.

APHCRI Director Robert Wells said the 
centres would tackle difficult and topical 
questions in health reform to provide vital 
information for policy makers.

He said there would be a strong emphasis 
on producing excellent research and each 
centre would also build capacity in primary 
healthcare research.

“These centres will bring together Australian 
and international research leaders in their 
fields with emerging researchers, including 
postdoctoral fellows and PhD students,”  
Mr Wells said.

“We expect that the evidence 
produced by these centres will 
help inform and shape policies 
to improve primary healthcare 
services for australians, particularly 
those who are most in need.”
APHCRI is based at the Australian National 

University (ANU) and receives funding from 
the Commonwealth Department of Health 
and Ageing.

 Its two other Centres of Excellence are for 
research in accessible and equitable primary 
healthcare in rural and remote Australia and 
research in indigenous primary healthcare 
intervention in chronic disease.

Researchers from around Australia, who 
belong to the three Centres of Excellence, 
came together in February to plan their 
various research approaches. 

Members of the quality and governance 
team will meet in Melbourne next month with 
Chief Investigator, Professor James Dunbar, 
of Deakin University and Flinders University.

 “This is largely about increasing the 
capacity for quality and safety research in 
Australia,” Professor Dunbar said.

“Improving safety and quality within the new 
governance framework has been identified as 
a high reform priority in Australia, the UK, the 
US and many other countries.”

The quality and governance Centre of 
Excellence will address primary healthcare 
quality, governance, performance and 
sustainability issues by investigating 
improved models in regional governance, 
e-health, effective multidisciplinary teamwork, 
performance and accountability.

 The centre will employ one postdoctoral 
fellow and one full-time PhD student 
to work on each of the following three 
research streams:

Professor Dunbar is leading the second  
of these three core research streams.

“The research aims to support 
australian primary care as it 
moves from a series of disparate 
sectors to an integrated system, 
able to reliably engage in the 
reform challenges ahead.”
Research will be developed and implemented 

with the Australian Commission on Safety 
and Quality in Health Care, Australian General 
Practice Accreditation Limited (AGPAL), 
Improvement Foundation (Australia), the 
Australian Practice Managers Association, 
the Australian Practice Nurses Association, 
the Chronic Illness Alliance and the Royal 
Australian College of General Practitioners.

Professor Dunbar said the centre’s research 
would span the full patient journey.

“We will start with GPs because that’s who 
AGPAL accredits,” Professor Dunbar said.

“Initially, we will try to get clinical governance 
functioning at the GP level then we want to 
include everybody behind the frontline.” 

For further information please visit  
www.anu.edu.au/aphcri

1. Quality and sustainability in maternity 
share-care - investigating the quality, 
governance and sustainability of a share-care 
maternity record delivered within an e-health 
framework across the continuum of clinical 
microsystems;

2. Improving the quality of primary health care 
through performance measurement and 
organisational development - generating 
knowledge about the success characteristics 
of the Australian Primary Care Collaboratives 
(APCC) program, which uses a collaborative 
methodology to improve quality and system 
performance;

3.  Improving the safety and quality of primary 
healthcare through clinical governance and 
performance measurement - identifying best-
practice quality and safety procedures and how 
these can be implemented in general practice. 

Professor James Dunbar is chief investigator  
for a new $2.5 million centre of excellence for 
research in building quality, governance, performance 
and sustainability in primary healthcare. Three centres 
of excellence have been established by the australian 
Primary health care research institute
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risk

Interpreting the new international 
standard on risk management

I f your organisation is not simultaneously managing planning and 
risk – you are probably wasting valuable time, effort and money. 

Significant opportunities to integrate risk management with strategic 
planning seem to have been lost on many organisations since 
the introduction of ISO 31000 (the international standard on risk 
management).

While most commentators deemed the replacement of ASNZ 
4360:2004 would have little effect on organsiations already complying 
with that standard, I suggest there are significant differences between 
that and ISO 31000. The new standard is not certifiable, but it will be 
the benchmark for charities and government-funded organisations.

While the broad intent of the old and new standards is the same, 
there are three significant differences - and opportunities. The new 
standard provides a different definition of risk (surely that is important), 
lists a set of 11 risk principles and is much more explicit about risk 
being integrated into normal business processes.

These opportunities allow organisations to link risk management 
to business planning objectives, which clarifies the process for 
employees by presenting risk management as a tangible part of their 
business unit’s objectives and linked to the day-to-day operations of 
the organisation.

To make this connection, firstly consider that under ISO 31000 risk 
is defined as the “effect of uncertainty on objectives” where:

effect is a positive or negative deviation from the expected;•	

uncertainty is the deficiency of information;•	

(most importantly) objectives relate to your organisation’s own •	
objectives be they strategic, operational, project or product.

Secondly, consider the 11 new principles in ISO 31000:

a) risk management creates and protects value;

b) risk management is an integral part of all organisational processes;

c) risk management is part of decision making;

d) risk management explicitly addresses uncertainty;

e) risk management is systematic, structured and timely;

f) risk management is based on the best available information;

g) risk management is tailored;

h) risk management takes human and cultural factors into account;

i) risk management is transparent and inclusive;

j) risk management is dynamic, interactive and responsive to change;

k) risk management facilitates continual improvement of the 
organisation.

Now do a mental ‘find and replace’ on the above principles. Simply 
replace the words: ‘risk management’ with ‘planning’.

To my mind, the ‘risk management principles’ double as a very 
comprehensive set of ‘planning principles’. If the same ‘find and 
replace’ logic is applied to the detail supporting each of the principles 
in the standard, we still get the same neat and meaningful result.

Thirdly, ISO 31000 is much more explicit in stating that risk 
management should be embedded into normal practices and 
processes. The new standard still requires an organisation-wide risk 
management plan, however it also indicates that the risk management 
plan can be integrated into other organisational plans, such as a 
strategic plan. Put simply – the success objectives for business 
planning should be reflected in risk management plans.

Clearly, resources can be much better used if planning and risk 
are managed simultaneously. Yes, you will still need to maintain a 
list of risks but these can be more obviously linked to your business 
planning objectives, again, making much more sense to employees.

A final suggestion, if you are involved in a risk management 
committee, or have direct responsibility for planning and/or risk 
outcomes, take the time to read ISO 31000 for yourself and make up 
your own mind.

The flip-side to this coin is if your organisation does not properly 
manage planning processes it would seem unlikely that it can 
manage risk.

You can contribute to this article on the Cambron blog at  
www.cambron.com.au 

Gary Bourke is Managing Director of cambron 
Pty ltd, a company specialising in organisational 
development. The cambron Management software 
aligns individual employee effort and development  
to strategic business planning, risk and governance
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Board evaluation

W ith the responsibility for the governance 
of health services around Australia 

shifting to local oversight through boards, it is 
timely to think about strategies for promoting 
effective board performance.

 Board evaluations are one of the formal 
strategies for initiating discussion among 
board members and with management 
about a range of board performance areas. 
Just as we expect health and community 
services staff to undergo performance 
evaluation and team reviews to inform 
professional development planning, we must 
also focus on the development needs of 
boards and individual board members.

While most boards appreciate the need for 
evaluation and development planning, the 
health sector’s move towards regular and 
formal board evaluations follows the same 
trend in corporate governance requirements 
and recommendations. The Australian 
Securities Exchange corporate governance 
standards (ASX 2007) recommend regular 
board performance reviews.

The need for regular board performance 
reviews has been highlighted in Victoria, where 
community health services have recently 
transitioned to companies limited by guarantee. 
While not all health services are companies 
and accountable to ASX 2007, the principles 
of good governance reflected in this and other 
key documents inform the consideration of best 
practice on health boards. 

The Australian Institute of Company 
Directors document Evaluating Board 
Performance: a Guide for Company 
Directors 2006 outlines core areas for board 
performance evaluation, including:

The key roles of the board - strategy, 1. 
finance, risk, compliance; 

Board structure and composition;2. 

Board processes;3. 

Board decision-making and behaviour.4. 

Contemporary evaluations place an 
increasing focus on the behaviour of boards 
in recognition of the complexity of group 
decision-making and how individual and 
group dynamics influence that behaviour.  
(see story on opposite page)

alison Brown is a clinical governance consultant with 
the australian centre for healthcare Governance 
(achG) – a Vha initiative to support the development 
of clinical governance and quality in health services. 
alison has worked extensively with clinicians, managers 
and boards on developing appropriate systems and 
processes to support effective governance

There are many questions to consider when 
embarking on a board evaluation:

1. Whose responsibility is it?
2. What are we hoping to achieve through 

the board evaluation?
3. Who are we going to evaluate – the 

whole board, the chair, individual 
directors and/or subcommittees?

4. Who will participate in evaluation – board 
members, managers, stakeholders?

5. Which areas of board performance will  
we focus on - are there particular areas 
of concern? 

6. Will it be an internal or an external 
evaluation?

7. How will the evaluation be conducted - 
questionnaire, individual interview and/or 
focus groups?

8. How will the evaluation results be 
addressed?

9. How often will we evaluate the board? 

The chair of the board is expected to  
“lead the board and develop its members 
as an effective team”.1 The chair is therefore 
responsible for facilitating a review of 
effectiveness but may delegate responsibility 
for the development of the board evaluation 
process to a committee or individual. 

Considering the purpose of the board 
evaluation will guide the remaining answers 
to the above questions. The board may 
want a regular review of board performance 
or may be investigating particular areas 
of board performance - such as strategy 
development, financial oversight or board 
processes - that need to be addressed in 
some detail. Clarifying the objective of the 
board evaluation will help inform the design 
of the evaluation. 

Once the objectives are clear, the method  
of review needs to be considered. Some 
boards will undergo regular internal 
evaluation with periodic external evaluation  
to obtain a more comprehensive and 
objective view of board effectiveness. For 
example, a board may undertake an annual 
board effectiveness survey supplemented  
by a three-yearly external review.

An external evaluation by an experienced 
consultant will usually involve a survey of 
the entire board to identify the main issues, 
followed by interviews and focus groups 
to examine these issues more closely. The 
evaluation will normally include a review of 
the whole board performance and analysis 
of individual director performance and 
committee effectiveness. 

The question of who will participate in  
the evaluation is a decision for the board. 
There is value in seeking evaluation 
feedback from stakeholders to understand 
the effectiveness of those relationships. In 
the health context, feedback from senior 
managers may highlight areas where 
boards need to provide clearer direction 
and communication to ensure operational 
effectiveness. 

When assessing the experience and 
suitability of an external consultant, it is worth 
assessing the consultant’s familiarity with 
issues relevant to the health sector that will 
translate to the specific duties, experience 
and knowledge required by board and 
committee members. For example, health 
sector boards need to demonstrate or 
develop skills in areas like clinical governance, 
population health planning, needs 
assessment and health service planning.

The Australian Centre for Healthcare 
Governance – an initiative of the VHA 
– has developed an online board self-
assessment survey for the health sector. 
Approximately 40 Victorian health service 
boards are completing the survey, then 
data will be collected to establish sector 
benchmarks. The survey will provide 
organisations with feedback about their 
own board performance, which can be 
benchmarked against similar organisations. 
The benchmarked data will also provide 
invaluable information in identifying sector 
needs for future board development.

Boards must make a commitment to 
acting upon the results of an evaluation – by 
determining how results will be discussed, 
with whom and how recommendations 
for improvement will be prioritised and 
implemented – before embarking on a board 
evaluation.

The future effectiveness of health boards 
relies upon board chairs understanding their 
responsibility for leading and developing the 
board and its individual members and their 
understanding of the mechanisms that are 
available to help them achieve this. 

1  state services authority 2006, Welcome to the board: your 
introduction to the good practice guide on governance for Victorian 
public sector entities

Strategies for improving board performance
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Board Performance

How emotional intelligence impacts 
on board decision making

Emotional intelligence and behavioural dynamics are crucial factors 
in determining board effectiveness, according to Andrew Donovan.

“In conjunction with technical skills and life experience, an 
emotionally intelligent person will make the most effective board 
director,” he says.

“There is a set of technical skills you need as a director around 
finance, legal, strategy and risk but the real value-add for a 
directorship is in the areas of emotional intelligence and behavioural 
dynamics.

“That’s what makes an exceptional director. You can be quite a 
competent director with all the technical skills but that doesn’t make 
you an exceptional director. Understanding and being able to manage 
yourself and others is what really makes you stand out from the 
crowd.”

Mr Donovan says boards are starting to select members using 
behavioural dynamics criteria.

“There is a very small, growing group of boards asking ‘what are the 
behaviours we need?’ You can have all the right technical skills sitting 
around the board table but still nothing works if the group dynamics 
and behaviours aren’t working.

“We are seeing more boards doing both a skills-
based and a behavioural assessment of potential 
members, maybe putting someone onto a sub-
committee for a period of time before they come 
onto a board.”
Mr Donovan admires board directors who decide to undertake 

training in emotional intelligence and behavioural dynamics.

“People who make those sorts of changes really do deserve our 
respect. Often that point comes through a board evaluation where 
they are receiving feedback from peers who believe that the way the 
director behaves is not as helpful as it could be.”

Mr Donovan believes not-for-profit boards should help their directors 
devise a professional development plan that is reviewed annually.

“I also encourage not-for-profit boards to have a buddy system 
where a more senior director buddies a new director in the initial six 
months to help them understand their role, their organisation and their 
sector.”

Mr Donovan says all unpaid board members should see themselves 
as professionals, not volunteers. 

“You are not a volunteer. I have total respect for volunteerism but 
there is a subtle shift in a person’s mindset when they introduce 
themselves as ‘a volunteer’.

The Australian Institute of 
Company Directors offers 
online courses and webinars, 
half and full-day programs 
covering governance issues 
specific to not-for-profit 
boards and their directors.

General Manager Director 
and Board Development 
Maureen Monckton says 
Company Directors works 
with about 200 experts 
nationally to deliver courses 
that are “for directors, by directors”.

“We’re not promoting one way as the right way. It is about 
understanding the context, life cycle and capability of 
individuals on your board. We present different options and 
approaches that boards might take on,” Ms Monckton says.

“Many people talk about the board as a team while many 
others believe the board is a well functioning group of 
individuals.

“There is no doubt that one of the fantastic 
opportunities for boards is the diversity of 
perspective that individuals actually bring to 
the boardroom.” 
Ms Monckton says it is critical that boards understand their 

organisation’s ability to tolerate risk.

“Risk is such an important focus for directors that we teach  
it as a module in our Company Directors course before we talk 
about strategy. The board must understand the risk appetite 
of the particular organisation that they’re governing.”

For further information please visit the website  
www.companydirectors.com.au

andrew Donovan is a Fellow of the australian 
institute of company Directors and a facilitator 
and co-author of its courses. he has been a private 
and not-for-profit company director and board 
adviser for the past 12 years

“That’s not what directors of not-for-profit boards are. Their duties 
are not voluntary – they are moral and legal responsibilities. It is a very 
serious role which they have to perform fully, just as if they were a 
listed director.

“In my mind, it’s morally imperative that directors in the not-for-profit 
sector do that because of their potential impact on the community. 
We need not-for-profit directors to think very seriously about their role, 
particularly in public and community health because of the very high 
impact of poor governance - it affects lives and communities.”

Mr Donovan emphasises that the members of a board must act as 
collective decision-makers, not individual decision-makers.

“It’s not just a philosophical approach - it is a legal requirement 
because legally boards must make their decisions collectively.

“People from the health and community sector can be quite good 
at that because they’ve often had experience in team or participatory 
decision-making at a management or community level.” 
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Mergers

Australia’s $1.2 trillion superannuation system is going through  
a period of fund consolidation. This trend of super fund mergers 

is set to continue, propelled by the Federal Government’s proposed 
stronger super reforms and the temporary provision of tax relief for 
merging funds. 

Announcements from Health Super and First State Super – who 
are planning to form a $28 billion fund – and the more recent 
announcement from Australian Super and Westscheme raise the 
issue of fund governance, particularly in a merger environment.

Maintaining good corporate governance throughout the merger 
process is vital in order to protect member benefits. The board of 
each fund plays an important role in considering any potential conflicts 
of interest that may arise.

Boards rely on their executive management teams, staff and expert 
advisors to provide enough information and advice to enable them  
to make informed decisions on the merits of a merger. 

Governance in a merger environment
Most importantly, and prior to any decisions being made, the cultures 

of the two merging organisations need to be compared to identify 
whether they are suitably aligned. This includes the philosophy of 
both organisations, the products they offer, their attitudes surrounding 
risk management and their expectations of the future design of the 
merged fund.  

Once the two funds have determined they are a good fit and a 
merged fund is in the best interests of members, a proper due 
diligence assessment must be completed by both funds. This 
process allows both funds to investigate relevant areas of each 
other’s business before any final merger agreement is reached. The 
due diligence process reviews the financial, legal, operational and 
governance arrangements of each fund and ensures that member 
interests are preserved and the benefits of the merger are realised.

A well-documented plan assists both boards during the merger 
process by outlining the steps towards implementing change within 
proposed timelines. In order to manage the transition process and 
their ‘business as usual’ activities, both funds must ensure they have 
adequate financial resources and sufficient access to personnel and 
IT systems at the Trustee office and for all their outsourced service 
providers. 

Early, open and transparent communications with all relevant 
regulators, fund members and stakeholders is the key to a successful 
merger so any issues that are raised can be dealt with at the 
beginning of the process. 

health super chief executive officer chris clausen 
provides some insights into how super funds 
determine whether a merger is in the best interests 
of members and how good governance is achieved

For membership enquiries,  
or further information about available 

professional expertise, please contact:

Alison Brown
Clinical Governance Consultant

The Australian Centre for Healthcare Governance
Level 6, 136 Exhibition Street, Melbourne

Telephone: 03 9094 7777
Email: achg@healthcaregovernance.org.au 

The Australian Centre for 
Healthcare Governance
A new initiative of the Victorian Healthcare Association

The Australian Centre for Healthcare Governance (ACHG) can help you to:
•	 Undertake CEO selection and performance evaluation

•	 Lead and monitor corporate culture

•	 Formulate strategy appropriate to the population health needs of the community 
being served

•	 Ensure that effective healthcare governance processes are in place and equally 
emphasise corporate and clinical governance responsibilities

•	 Develop processes to monitor and redirect organisational performance

•	 Develop a risk management and quality framework appropriate to the activities 
of the organisation

•	 Contribute to ‘big picture’ policy formulation

•	 Create networking opportunities with peers through director round tables 
and other professional development activities

•	 Keep up to date with research of relevance to healthcare governance

Visit www.healthcaregovernance.org.au
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Software for connected healthcare

See product demonstrations at InterSystems.com.au

InterSystemsTrakCare™
Web-basedhealthcare information system

InterSystemsHealthShare™
Health information exchangeplatform

InterSystemsEnsemble®
Platform for connected applications

InterSystemsCaché®
#1database in clinical applications

InterSystemsDeepSee™
Embedded real-timebusiness intelligence
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