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Continuous improvement 

In all actions concerning children and young people, the best interests 

of the child or young person shall be a primary consideration. 

(Convention on the Rights of the Child, Article 3.1) [12] 

is regularly reviewed and improved 

9.1 The organisation regularly reviews, evaluates and improves child safe practices. 

9.2 Complaints, concerns and safety incidents are analysed to identify causes and 

systemic failures so to inform continuous improvement. 

9.3 The organisation reports on the finding of relevant reviews to staff, volunteers, 

community, families, and children and young people. 

Actions 

National Principle 9 Implementation of the National Principles for Child Safe Organisations 
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Feedback and consumer experience 

The Department is committed to enhancing the experience of children, 

young people, their families and caregivers accessing its services and 

values their feedback. 

Feedback, whether it is a complaint, compliment, or 

suggestion, provides the Department with another 

mechanism to support consumer engagement and 

participation in health care service improvement. 

Consumer Liaison Unit 

The Department’s Consumer Liaison Unit (CLU) 

coordinates, manages, and reports on compliments 

and complaints across the Department. The CLU is a 

function of the Quality and Patient Safety Service 

(QPSS). 

Feedback is received by the CLU through various 

channels, including: 

• over the phone 

• in person 

• feedback forms 

• email 

• CM9 online enquires 

• Office of the Health Complaints Commissioner 

• Ministerial liaison/Office of the Secretary, and 

• Third Party Advocacy service. 

Compliments are a consumer’s way of showing 

appreciation for the experience and treatment they 

have received while in the care of the Department. 

Compliments and associated evidence are recorded 

into the Department’s safety and learning system by 

workers and finalised by the CLU. [149] 

Processing and managing complaints is the 

responsibility of the CLU. The feedback process for 

complaints provides the opportunity for a person to 

have their issues resolved as well as ensuring that any 

risks are identified, and management plans are put in 

place to decrease the likelihood of the issue 

reoccurring.  

Complaints are recorded and managed through the 

Department’s preferred safety system. [96] 

Patient experience surveys 

Surveying children, young people, their families and 

caregivers about their experiences enables a focus on 

quality improvement that is inspired by them. It 

identifies and verifies their experience of their health 

care journey. The Department is supported to 

analyse trends, compare, and implement 

improvement initiatives based on patient experience. 

QPSS teams oversee patient experience surveys and 

administer a consumer feedback form and email 

service. The Department will enable children, young 

people, their families and caregivers to provide their 

experience through patient experience surveys that 

are accessible and inclusive of diversity. [149] 
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Quality and safety 

The Department will regularly review and improve its child safe practices 

in line with its Quality Governance Framework and key child safety and 

wellbeing indicators to effectively inform continuous improvement.  

Reviews help to achieve the best outcomes for 

children, young people, their families, and caregivers 

and ensure the ongoing improvement of 

environments where children and young people feel 

safe and are safe. [150] 

QPSS coordinates and promotes the provision of an 

integrated system of healthcare that actively manages 

patient safety and clinical quality. [151] [152] 

[153]The Department commits to the regular review

and improvement of the implementation of the 

National Principles, including the development of 

measurable objectives and targets aimed at the 

elimination of safeguarding concerns to children and 

young people. Child safety and wellbeing 

performance and monitoring will be implemented at 

all levels of the organisation, such as child safety and 

wellbeing audit and risk management tools.  

Organisational transparency will be ensured by 

sharing the outcomes of recommendations and 

lessons learnt from the review, investigation, and 

analysis of risks and safeguarding concerns involving 

children and young people. 

Developing a mature system is a long-term goal that 

will be achieved through building on established 

foundations to strengthen the culture of child safety 

and wellbeing. 

Accreditation 

The primary aims of the NSQHS Standards are to 

protect the public from harm and to improve the 

quality of health service provision. Hospital and 

healthcare services are required to be accredited to 

the NSQHS Standards. The QPSS oversees the 

Department’s compliance with the NSQHS 

Standards. [126] 

The National Principles reflect strong parallels with 

the NSQHS Standards and associated quality and 

safety requirements of the Department. 

Performance and monitoring 

Policy, Purchasing, Performance and Reform (PPPR) 

within the Department performs core roles including 

strategy and planning, purchasing, performance 

management, monitoring, reporting, and analysis. 

[154]  

The Monitoring, Reporting, and Analysis (MRA) Unit 

within PPPR provides functions to: 

• undertake statistical analysis and reporting of

public health services to support the

Department in its purchasing and system

management roles

• develop and manage the Department's public

reporting of official statistics on public health

services and related aspects of the health

system

• manage relationships with state, national or

other bodies analysing and reporting statistical

information on Tasmanian health services and

related aspects of the health system

• design, evaluate and manage effective analytical

and statistical frameworks, classifications and

coding schema for reporting and analysis

• provide guidance and support for performance

evaluation, statistical analysis, statistical reporting,

and clinical coding

• contribute to national and international

programs for developing statistical and

reporting frameworks and tools. [155]
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The Department’s Child Safety and Wellbeing Service 

will provide operational oversight of the performance 

and monitoring of the child safe approach and 

provides this information to the MRA, Safeguarding 

Panel, Secretary, and Quality and Safety teams. 

Monitoring 

The QPSS team monitors and reports on data and 

improvement opportunities in accordance with the 

NSQHS Standards relating to: 

• risks relating to patient safety and quality 

• patient safety events 

• consumer complaints 

• consumer feedback, and 

• quality improvement. 

QPSS dashboards and reports 

The Department’s QPSS team presents three 

monthly electronic reports that include: [156] 

• Safety Event/Consumer Feedback Dashboard 

• Quality Improvement Activity (QIA) Report 

• Risk/Policy/Compliance (RPAC) Dashboard 

Peak governance committees 

The establishment and maintenance of systems and 

processes that shape, enable, and oversee the 

management of the Department constitutes its 

governance arrangements. It is the activity undertaken 

to formulate strategy, set policy, delegate 

responsibility, oversee management, and ensure that 

appropriate risk management and accountability 

arrangements are in place throughout the 

Department. [157] 

To provide focus and consistency within 

decision-making, executive committees have been 

established. The Health Executive is the lead 

governance committee and has been established to 

provide oversight and direction to the public health 

system, strengthen systems coordination and to 

ensure implementation of directions set by 

Government. Along with the Health Executive, the 

Department has nine other Committees. 

The peak governance committees for safety and 

quality within the Department include: 

• THS-South Quality, Safety & Clinical Risk 

Committee 

• THS North Healthcare Quality Executive 

Committee, and 

• Clinical Governance & Risk Committee (NW). 

Analysis and investigation 

All safeguarding concerns require a level of analysis 

with a structured investigation using an agreed and 

validated methodology. Many of these methods 

described share common features across data 

collection, analysis, and recommendations 

development. 

The aim of analysis or investigation is to understand 

what happened, and how and why it happened, to 

identify potential mitigating factors and establish 

further actions or improvements. 

Analysis and investigation should be undertaken in a 

way that is proportionate to the seriousness, 

frequency of occurrence and severity of the concern.  

The level and type of analysis or investigation will 

depend on a range of factors, such as the level of 

harm caused to a child or young person, the 

probability of recurrence, the complexity of factors 

that appear to have influenced the concern, the 

residual risk of harm and the extent of the impact on 

future care and service delivery. 

The Department uses best practice analysis and 

investigation techniques when managing safeguarding 

concerns to children and young people. A variety of 

analysis, investigation and management methodologies 

are recommended within the Australian Commission 

on Safety and Quality in Health Care (ACSQHC) 

Measurement for Improvement Toolkit and the Patient 

Safety Essentials Toolkit by the Institute for Healthcare 

Improvement. These techniques include: [158] [159] 

Root cause analysis 

Root cause analysis (RCA) is the process of 

discovering the root causes of problems to identify 
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appropriate solutions. RCA is defined as a collective 

term that describes a wide range of approaches, 

tools, and techniques used to uncover causes of 

problems. [160] 

The London Protocol 

The London Protocol is designed by the Clinical 

Safety Research Unit, Imperial College London and 

intends to provide a comprehensive and thoughtful 

investigation and analysis of a clinical incident, going 

beyond the more usual identification of fault and 

blame. [161] 

Concise Incident Analysis 

The Concise Incident Analysis (CIA) methodology 

and tool was developed by the World Health 

Organization (WHO) Patient Safety Programme. 

Concise incident analysis is defined as an analysis by a 

person(s) with knowledge of the incident analysis 

process, human factors, and effective solutions 

development in health care, with input gathered from 

patients, family members, staff, and physicians local to 

the event as well as organizational or external 

experts. [162] [163] 

Trend analysis and monitoring 

The Department’s Child Safety and Wellbeing Service 

will be responsible for liaising with QPSS and Human 

Resources to monitor and identify trends, patterns or 

systemic weaknesses relating to child safeguarding 

across the service. 

Lookback review 

A lookback review is a type of investigation that is 

used when a group of patients are or may be 

adversely affected by a safety event or group of 

safety events otherwise called an adverse group 

event. A lookback review must be undertaken: 

• when an adverse group event occurs or is

highly likely to have occurred

• where there is concern that multiple patients

may be exposed to harm or risk of harm, or

• as directed by the Secretary or Minister for

Health.

Lookback reviews in relation to child safeguarding will 

be undertaken by the Department’s Child Safety and 

Wellbeing Children Service in accordance with policy 

directives. 

Internal audit 

The Internal Audit function is an independent and objective quality 

improvement and assurance activity that works to understand and assess 

the Department’s governance, risk management, and control 

environment, to provide recommendations for improvement to their 

efficiency and efficacy. 

An internal audit may assess underlying systems and 

procedures for compliance with the requirements of 

the Framework. 

The overall focus of this assessment will be one of 

continuous improvement to Department activities 

and provide evidence of how the Department is a 

child safe organisation through its governance, 

leadership, operations, and culture. [164] [165] 




