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Introduction

The revision of the National Model for Clinical Governance provides a meaningful opportunity to
highlight the ongoing importance of patient and healthcare worker safety. Clinical governance works
best when doctors are engaged in both clinical and corporate governance, as this leads to
improvements in professional fulfilment, more effective practice, a culture of wellbeing, and
ultimately, improved patient outcomes. Strong clinical governance within the workplace creates
resilience in healthcare delivery.

However, the Australian Medical Association (AMA) is disappointed at the lack of ambition and the
draft model’'s inability to recognise the strong link between healthcare staff wellbeing and patient
care/safety outcomes. Given this model and the current consultation on the third edition of the
National Safety and Quality Health Service (NSQHS) Standards will inform each other from a clinical
governance perspective, it is important to ensure views align between the two documents.

Poor medical culture is associated with substandard patient outcomes. Adverse wellbeing outcomes
among both clinical and non-clinical staff leads to errors, which can have serious consequences for
both patients and clinicians alike. This contributes to lower quality care, workforce challenges, and
escalating costs within the Australian healthcare system. A workplace culture that tolerates bullying,
discrimination, or harassment creates barriers for staff to speak up about concerns related to their
own safety and that of their patients.

Positive workplace culture and strong leadership are key contributors to patient safety and doctor
wellbeing. To achieve this, the AMA is advocating for clinical governance to thoroughly embed
psychosocially safe practices and reporting structures, and is calling for changes that promote
stronger governance and accountability in healthcare settings. This requires an increased focus on,
and responsibility for, the psychosocial safety of the healthcare workforce. The Australian Commission
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on Safety and Quality in Health Care’s Clinical Care Standards, along with and the draft National Model
for Clinical Governance, are key mechanisms for achieving this.

The following amendments are recommended to strengthen the draft model and ensure it is inclusive
of psychosocial safety:

e Page 10 - Under the ‘Safe’ domain in health service, the definition of harm should explicitly include
both physical and psychological aspects. This acknowledgement emphasises the importance of
considering the whole environment in promoting safety.

e Page 11 - In Figure 2, under the role of ‘Boards or equivalent’, the legal scope should be
broadened to include the psychosocial safety of both staff and patients. Boards are responsible
for establishing safe environments, which include both physical and psychosocial safety.

Part one — the draft model

Is the definition of clinical governance clear?

The AMA agrees with the definition of clinical governance proposed, but wishes to add, in delivering
quality care, clinical governance should be used as a framework through which healthcare
organisations are accountable for continually improving the quality of their services and
maintaining high standards of care.

Foundation 1 — Leading culture and systems

Foundation 1 fails to recognise the link between safe and supportive cultures and systems and
delivering high-quality, safe care for patients and workforce. The opening paragraphs states “safety
and quality inquiries have highlighted that leadership actions - or lack of actions - have a major
impact on the operations and culture of a health service.” We would strongly argue to include
psychosocial and safety outcomes as an impact.

Further, an additional short paragraph should be developed referencing relevant workplace
legislation and frameworks, such as the Model Code of Practice: Managing Psychosocial Hazards at
Work and the Model Code of Practice: Healthcare and Social Assistance Industry. Highlighting these
documents would support hospital and health services to adopt evidence-based risk management
approaches to mitigate common psychosocial hazards — including fatigue, shiftwork, bullying and
harassment, incivility, excessive workload, inadequate supervision, and job ambiguity.

The AMA proposes to add the following points in the ‘key examples’ section:

e The legally required responsibility for services to risk manage and provide a psychosocially safe
workplace and environment. A psychosocially unsafe environment is a significant risk to patients
and consumers.

e Board members and executives complete mandatory cultural safety and racial literacy training, co-
designed with Aboriginal and culturally and linguistically diverse (CALD) health organisations.
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e Governance structures include clinicians as voting members on boards and committees, with
influence over strategic decisions.

¢ Organisations take meaningful action to address bullying, harassment, racism, discrimination, and
culturally unsafe behaviours, including through policy enforcement, leadership accountability, and
restorative practices.

Foundation 2 — Partnering with patients, carers and consumers

The AMA welcomes the Foundation 2 commitment to person-centred care and cultural safety with the
recognition of diverse consumer voices. The AMA proposes to add the following points in the ‘key
examples' section:

o Consider co-design in service planning, evaluation, and policy development, with consumers as
equal partners.

e Consumer representatives reflect the diversity of the community and include the groups in the
statement: First Nations, CALD, LGBTQIA+, and people living with a disability.

e The sentence “Insights from people with personal knowledge of a health condition...” should be
followed by "and/or with lived experience” to demonstrate the significance and benefit of lived
experience to clinical governance.

e Feedback systems are culturally safe, multilingual, and accessible, with clear pathways for
escalation.

e Consumer advisory panels are resourced and supported to participate meaningfully in
governance and quality improvement.

e Patient stories, including those involving racism or discrimination, are used to inform board-level
decisions and service redesign.

e Organisations respond to consumer-reported experiences of discrimination or culturally unsafe
care with transparent investigation and action.

Foundation 3 — Building a healthy workforce culture

The first sentence should be amended to read: “A supported and satisfied workforce is essential to
delivering safe, high-quality care and improving clinical outcomes.” "

Point three must be amended to read: “The board, executive, clinical leaders, and managers are
responsible for workforce health and wellbeing, and the quality of care. They systematically measure
and improve workforce safety, satisfaction, and engagement, and manage and reduce risks and
adverse events.” To portray responsibilities otherwise would be to obscure the legally obligated duties
of these post holders.

An additional dot point in point nine should include providing and risk managing psychosocial safety
risks for patients and healthcare staff.

The AMA proposes adding the following points in the 'key examples’ section:
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¢ Independent, trauma-informed reporting systems are in place for bullying, harassment, racism,
and discrimination.

e Staff surveys include measures of trust, respect, and cultural safety, with results used to guide
improvement.

e Career development programs support leadership pathways for women, First Nations, CALD, and
LGBTQIA+ staff.

e Cultural safety is embedded in onboarding, supervision, and performance review processes.

e Organisations take proactive and visible steps to address reports of culturally unsafe behaviour.

Foundation 4 — Enabling high-quality and integrated clinical practice

The AMA proposes adding the following points in the ‘key examples’ section:

e Clinicians are represented in governance structures and have formal roles in strategic planning and
quality oversight.

e Leadership development programs support clinicians from underrepresented backgrounds to take
on governance roles.

e Cultural safety is a core clinical competency, assessed through credentialling and re-credentialling
processes.

¢ C(linical teams co-design care pathways with patients and communities, especially in areas with
historical or cultural significance.

e Organisations respond to clinician-reported concerns about unsafe or discriminatory practices with
timely investigation and system-level change.

Foundation 5 — Managing and reducing risk

In the opening paragraph, emphasis should be placed on including a sentence that explains how
managing and reducing risks also contributes to minimising psychosocial harms.

The AMA proposes adding the following points in the 'key examples’ section:

e An additional dot point under point seven must read workforce and patient psychosocial safety.

e Incident review panels include cultural safety officers and community representatives where
appropriate.

e Anonymous reporting systems are accessible to all staff and patients, with clear follow-up and
support.

e Risk registers include equity-related risks, such as disparities in outcomes for marginalised groups.

e Organisations demonstrate accountability by acting on findings from incident reviews involving
discrimination or culturally unsafe care.

Foundation 6 — Using data for better care

Using data for better care is critical, yet this foundation is found to be quite lacking. There is no
reference to the collection of data required for data-driven or data-informed decision making.
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This foundation must stipulate the organisation is required to collect the data necessary to ensure
services are used efficiently and deliver the outcomes expected by both clinicians and consumers.
This includes the collection of PROMs (Patient Reported Outcome Measures). Data collection should
be routine and valued as an integral part of all clinical processes.

The AMA proposes adding the following points in the ‘key examples’ section:

o Datais disaggregated by gender, ethnicity, language, disability, and other equity markers to
identify disparities.

e Staff and patient experience surveys include questions on racism, discrimination, and cultural
safety.

e Data governance policies uphold data sovereignty and ethical use of data.

¢ Organisations use data to identify patterns of unsafe or discriminatory care and take corrective
action at system and individual levels.

Clinical governance: what not to do

An additional dot point should be included to read: “Enable, or fail to recognise and address, safety
risks — including psychosocial safety — to both the workforce and patients.”

How helpful are references to training, supervision and performance management in
the model (see page 15)? Do you have any specific feedback about the way this is
addressed in the consultation draft?

The section on building a healthy workforce culture on page 15 provides a sound foundation for
supporting staff through training, supervision, and performance management. To enhance its
practical utility, the model could benefit from more detailed guidance on supervisory structures and
performance management mechanisms, including how these are implemented, monitored, and
improved over time.

While supervision is loosely mentioned, it could benefit from more detailed guidance. For example,
outlining expectations for supervisory roles, mentoring structures, or escalation pathways would
enhance clarity and implementation. Performance management is framed within a broader culture of
wellbeing and accountability. The emphasis on measurement and improvement is positive, but the
model could be strengthened by specifying mechanisms such as key performance indicators,
feedback loops, and remediation processes.

How helpful are references to credentialling and scope of practice in the model (page
16)? Do you have any specific feedback about the way this is addressed in the
consultation draft?

Applications for credentialling can be burdensome, requiring healthcare professionals to submit
documentation to each hospital or local area health service where they have worked. This can be
particularly challenging in rural and remote areas if practitioners work across more than one hospital
district and/or across state or territory borders. For example, rural and remote locums, often work in
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several locations across the year, sometimes for just a few days. The AMA urges policy makers
designing this guide to consider contextual factors to fairly balance patient safety with the need for
practitioners to be credentialled as quickly as practicable.

A concern is the limited integration of scope-of-practice definitions with the standards set by the
National Boards and the Australian Health Practitioner Regulation Agency. Although the draft guide
references these bodies, it does not consistently align credentialling decisions with regulatory
expectations, particularly for specialist medical practice. This misalignment could result in
credentialling outcomes which conflict with professional registration requirements. To address this,
the guide should mandate cross-referencing scope decisions with the National Board standards,
especially when expanding or redefining scope.

One key policy issue in the draft guide is the ambiguity surrounding the definition of scope of clinical
practice across multiple facilities within the same organisation. While the guide acknowledges
clinicians may have different scopes depending on the facility, it lacks clear direction on how
consistency and safety are maintained when clinicians work across sites. This could lead to confusion
if clinicians assume their scope is portable without proper review.

e) How helpful are references to use of evidence-based care in the model (see page 16)?

References to evidence-based care in the model are highly valuable, particularly when they are
embedded within a patient-centred framework. Evidence-based care ensures clinical decisions are
informed by the highest-quality available research, clinical expertise, with patient values and
preferences in mind.

The AMA supports the integration of evidence-based care as a foundation for improving outcomes
across the health system. However, its effectiveness depends on the following factors:

o Patient-centred care: Evidence must not be applied in isolation. The model should explicitly
acknowledge that patients are not passive recipients of care but active partners whose lived
experiences and values shape clinical decisions.

e Support for clinician autonomy and judgement: While guidelines are important, the model
should allow flexibility to adapt evidence to the unique needs of each setting.

e Ongoing education and access to evidence: The AMA advocates for systems that support
clinicians in staying up to date with evolving evidence, including digital tools and continuing
professional development.

f) How helpful are references to the use of clinical data to improve care (see page 18)?

The AMA views references to the use of clinical data as critical to driving quality improvement and
enhancing patient outcomes. When used ethically and effectively, clinical data enables data-driven
decision-making and continuous quality improvement, allowing for benchmarking, identifying gaps in
care, and tracking progress over time. This is essential for improving safety, efficiency, and equity in
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healthcare delivery. Aggregated clinical data can also guide health system planning and policy
development, ensuring services are responsive to population needs.

However, the AMA emphasises the use of clinical data must be:

e transparent and secure, whereby patients are informed about how their data is used, and robust
safeguards are in place to protect privacy

e inclusive of the patient experience

e purposeful in its collection, avoiding administrative burden and instead focusing on metrics that
genuinely enhance care

e supportive of meaningful, patient-centred improvements, with references to clinical data use
underpinned by ethical governance and clinician engagement.

Reflecting on the model's six foundations of high-quality care, what key concepts are
missing?

Productivity

The draft model positions clinical governance not only as a mechanism for ensuring safety and quality
but also as a strategic enabler of productivity across health services. By embedding the six
foundations, clinical governance aligns organisational strategy with operational delivery. This
alignment evokes continuous improvement, and streamlines care processes, thereby enhancing
workforce efficiency and resource utilisation. The model emphasises that effective governance
enables the workforce to focus on patient needs, reduces duplication, and enables timely, evidence-
informed decision-making. In doing so, clinical governance becomes a lever for achieving high-quality
care that is not only safe and person-centred, but also economically and operationally sustainable — a
critical consideration in the face of constrained resources and increasing demand.

Part three — third edition of the NSQHS standards

The AMA is writing a submission to the review of the third edition of the NSQHS standards and is
highlighting the need to embed psychosocial safety within the standards. Full commentary on the
NSQHS standards will be provided to that consultation.
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