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[bookmark: _Toc169262043]Overview
The Victorian Health Services Performance Monitoring Framework (the ‘Framework’) articulates how the Department of Health (‘the department’), as the steward of Victoria’s public health system, oversees the performance of health services and works with them to ensure safe, high quality, accessible and sustainable health care for Victorian patients and communities. 
In 2024-25 the Framework has been substantially revised to:
· reset expectations of health services, focussing on core government priorities and incentivising excellence and continuous improvement in service delivery
· strengthen central support for performance improvement, while maintaining health service responsibility for resourcing and achieving this improvement
· clarify accountability for performance, by providing more transparent criteria for health services to operate with varying levels of autonomy, and clear consequences for health services and boards when expectations of performance are not met. 
This document describes these changes in detail and the ongoing roles and responsibilities of both health services and the department in the new performance cycle. The remainder of this document is structured as follows:
· Section 1 sets out the scope of the framework, including its legislative basis in the Health Services Act 1988, its application to publicly funded health services across the Victorian health system, and the key policy documents and operating parameters it links to
· Section 2 summarises the changes made to the Framework in 2024-25, as noted above
· Section 3 describes in detail the new performance cycle, and its key stages, encompassing: strategic planning and expectation setting, continuous improvement, and formal accountability including assignment of autonomy levels 
· Section 4 summarises how performance meetings will be conducted, including expectations of both health services and the department in these meetings
· Section 5 outlines the distributed roles and responsibilities for performance across the department, including key points of contact for health services when seeking support or to escalate issues  
· Section 6 details formal reporting requirements and application of force majeure. 
The department is committed to working constructively with health services to uplift performance, including through the refreshed Framework. A pragmatic mid-point review will be undertaken in consultation with health services in 2024-25 to assess implementation to date and identify priorities for improvement. 

[bookmark: _Ref166862992][bookmark: _Toc167215580][bookmark: _Toc167215677][bookmark: _Toc169262044]Scope of the Framework
The Framework applies to all publicly funded health services, as listed in Appendix 1. For brevity, the term ‘health services’ is used throughout this document to refer to the ‘public hospitals’, ‘public health services’ and ‘multi-purpose services’ listed in the Health Services Act 1988, unless otherwise specified. 
Likewise, the term ‘the department’ is used for brevity to refer to a wide range of areas that work within and alongside the Department of Health. This includes independent entities such as Safer Care Victoria and the Office of the Chief Psychiatrist. 
This Framework continues to draw its primary authority from, and operate in accordance with, the Health Services Act 1988 (HSA). This HSA defines the respective roles of Ministers, the department and its Secretary, and Boards of Directors, in overseeing the performance of health services. 
The Framework is published as two interconnected, but separate documents – namely this Framework and the accompanying Victorian Health Services Performance Monitoring Framework Business Rules <https://www.health.vic.gov.au/funding-performance-accountability/performance-monitoring-framework>.[footnoteRef:2] The Business Rules list the key performance measures and underlying risk factors, their technical specifications, and changes to them in 2024-25.  [2:  Separate publications allow for amendment of the Business Rules indicators and metrics that support the Framework, as and when necessary, throughout the year.] 

The Framework functions in concert with broader operating parameters set by other policy documents across the health system, including but not limited to:
strategic priorities and service delivery targets set out in each health service’s Statement of Priorities (SOPs) <https://www.health.vic.gov.au/funding-performance-accountability/statements-of-priorities>, the key service delivery and accountability agreements between health services and the Minister for Health and Ambulance Services
the Department of Health’s Strategic Plan 2023-27 <https://www.health.vic.gov.au/our-strategic-plan-2023-27> and Outcomes Framework <https://www.health.vic.gov.au/our-strategic-plan-2023-27/our-outcomes-framework>, which reflect the Victorian Government’s priorities and inform the SOPs
the conditions of health service funding (including detailed program and policy requirements) outlined in the Policy and Funding Guidelines <https://www.health.vic.gov.au/policy-and-funding-guidelines-for-health-services>
the Victorian Clinical Governance Framework <https://www.safercare.vic.gov.au/best-practice-improvement/publications/clinical-governance-framework>, which articulates expectations of clinical governance to ensure quality and safety of care
for mental health and wellbeing services, the Performance and Accountability Framework <https://www.health.vic.gov.au/funding-performance-accountability/performance-monitoring-framework>, which will transition to the Mental Health and Wellbeing Outcomes and Performance Framework.
[bookmark: _Ref107215605]

[bookmark: _Ref166863215][bookmark: _Toc167215581][bookmark: _Toc167215678][bookmark: _Toc169262045]Key changes to the Framework in 2024-25
As set out in the Overview, the 2024-25 Framework has been revised in consultation with health services to reset performance expectations, strengthen departmental support for performance improvement, and ensure accountability for performance. In doing so, the changes are designed to deliver better outcomes for patients and improve value from public funding. The 2024-25 changes are summarised below, with the rest of the document setting out the new Framework in detail. 
[bookmark: _Toc167215582][bookmark: _Toc167215679][bookmark: _Toc169262046]Resetting performance expectations
1.1.1 [bookmark: _Toc167215583][bookmark: _Toc167215680][bookmark: _Toc169262047]Centering core priorities 
To optimise performance, health services need a tractable set of targets that centre Government’s core priorities. Recognising this, the SOPs and the Framework have been revised as follows.
SOPs have been consolidated to core priorities:
The qualitative priorities in Part A (Strategic Priorities) have been streamlined, and elective priorities removed for 2024-25, as discussed below. 
The total number of key performance measures in Part B has been reduced by about 40 percent, from 49 to 31 SOP measures in 2024-25. In addition, a further 32 ‘non-SOP measures’ previously in the 2023-24 Framework have been removed. 
Going forward, the department commits to maintaining the SOP at around 30 key performance measures (see Section 3.1.2 below). Removed measures will continue to be monitored as part of risk management and will be reported to health services through the PRISM report.[footnoteRef:3]  [3:  Program Report for Integrated Service Monitoring. PRISM is distinct from the Monitor report, which reports on the performance of public health services against key SOP targets related to access, safety, quality, operational and financial performance. Each health service receives a tailored edition of the report. 
PRISM contains health services’ results across a wider range of access, safety, quality, operational and financial performance indicators not contained in Monitor, providing public health service executives and the department with a broader range of performance information. See Reporting <https://vahi.vic.gov.au/ourwork/our-reports> ] 

Building on the above, the Framework has also been revised to centre health service performance assessments around delivery against core government priorities. 
· In 2024-25, these core priorities are balanced budgets, safe (including culturally safe) services, and timely access to emergency care and planned surgery. These are defined in detail in Table 1 of Section 3.3. 
· Health service autonomy levels, set through performance assessments, will be contingent on performance against these core priorities (Section 3.3). 
· Elective priorities have been removed from SOPs in 2024-25. They will be reinstated in 2025-26 for health services that have acquitted core priorities in 2024-25 (see Section 3.1.2 below). This reflects an expectation that discretionary effort is focused on core performance expectations until these are met. 
The aim of the above changes to SOPs and the Framework is twofold. First, it will strengthen accountability for meeting core government expectations; in particular, strengthened expectations of financial sustainability and equitable access for Aboriginal and Torres Strait Islander patients. Second, it will remove a barrier to achieving these expectations, by limiting dilution of effort and resources on lower priorities. 
1.1.2 [bookmark: _Toc167215584][bookmark: _Toc167215681][bookmark: _Toc169262048]Incentivising excellence
From 2024-25, the Framework will drive a system-wide uplift in performance by incentivising excellence and recognising continuous improvement. It will do this by: 
Commencing a progressive introduction of locally specific and contextually relevant annual improvement targets, alongside statewide standards. 
Requiring health services to demonstrate continuous and sustained improvement at all levels of performance. This includes an expectation that even high performing health services must continue to innovate to redefine and sustain excellence after statewide targets are achieved, and lead or support collaborative efforts to experiment and share best practice across the system. 
Recognising service excellence through Enhanced Autonomy. This is a new performance tier that providers a mechanism to recognise and reward high performing health services.
[bookmark: _Toc167215585][bookmark: _Toc167215682][bookmark: _Toc169262049]Support and accountability to improve
1.1.3 [bookmark: _Toc167215586][bookmark: _Toc167215683][bookmark: _Toc169262050]Accelerating improvement
Ultimately, health services are accountable for driving, resourcing and achieving their own performance improvement. However, the department will support this work where possible by promoting knowledge exchange, joining up efforts across the system, and connecting health service executive and clinical leaders with expert advice. These supports are set out in Section 3.2 below. 
The department will also invest in internal capability to drive health service improvement through a partnership with industry leaders such as the Institute for Healthcare Improvement. This will develop our staff’s skills to effectively analyse and respond to health service performance challenges using data, root cause identification, systems thinking and service engagement. 
1.1.4 [bookmark: _Toc167215587][bookmark: _Toc167215684][bookmark: _Toc169262051]Transparent criteria, clear consequences
The new performance assessment tiers (Section 3.3.2) provide greater clarity to health services about performance expectations and the criteria for moving between tiers to attain increased levels of autonomy. Performance assessments are centered around how health services are acquitting core government expectations, progressing along agreed performance improvement trajectories, continuously innovating and sustaining improvement, and supporting system collaboration. 
The new Framework also provides specific criteria-based triggers after which departmental and Ministerial accountability levers may be optioned (Sections 3.3.3 and 3.3.4). This includes triggers after which a decision may be taken to appoint delegates to boards, instigate independent reviews and audits, dismiss boards and/or appoint administrators, and suspend services. 
[bookmark: _Toc167215588][bookmark: _Toc167215685][bookmark: _Toc169262052]Effective engagement
Under this Framework, health services will continue to have regular performance meetings per year, with a higher frequency when in certain performance tiers (see Section 3.3.3). One meeting will be dedicated to strategy, with increased seniority of participation from departmental staff. These meetings will be anchored around the specific improvements that each health service will need to demonstrate to enable progression to the next tier, and their strategies for achieving this progress.
To maximise the impact of all formal performance meetings, agendas will be centred around an overarching view of the highest priority strategic issues for the health service’s performance. Key performance measures will be discussed by exception, primarily when there is meaningful deterioration or sustained concerns about levels of performance and improvement. 
There will be consistent participation at meetings of all relevant departmental representatives to the agenda, with attendance based on seniority to authorise actions arising from discussion. Performance issues will generally not be raised for the first time during these meetings: instead, the department will engage with health services on performance risks, issues and improvement priorities in between meetings as relevant, so that the formal meetings focus on sign off of agreed actions. 
To support this work, departmental roles and responsibilities for performance have been clarified in Section 5, and reflect the distributed but coordinated responsibilities for performance under the department’s new structure. 


[bookmark: _Toc167215589][bookmark: _Toc167215686][bookmark: _Toc169262053]The performance domains and cycle
The Framework is centred around a performance cycle (Figure 1) composed of three parts:[footnoteRef:4] [4:  The cycle is adapted from the Juran Trilogy methodology of total quality management, as described in Sampath, B., et al. "Whole system quality: a unified approach to building responsive, resilient health care systems." IHI white paper. Boston, MA: Institute for Healthcare Improvement (2021).] 

Planning: where system needs are identified, performance goals are defined and prioritised, a strategy to reliably meet these goals is designed and deployed
Improvement: a structured approach to service and system redesign to uplift performance through the science of improvement
Accountability: where continuous monitoring systems are applied to track performance and risk, gaps between actual and desired performance are identified, and effective approaches to close the gap are applied.
The rest of this section describes these components of the performance cycle in detail, and Section  below summarises the approach to performance meetings throughout the cycle. 
[bookmark: _Ref166948476]Figure 1: The performance cycle
A text description of Figure 1 can be found in Appendix 2. 
[image: The performance cycle is represented as a circle in three segments. The segments are Planning, Improvement, Accountability.
]
[bookmark: _Ref167044557][bookmark: _Toc167215590][bookmark: _Toc167215687][bookmark: _Toc169262054]Performance planning
The planning phase of the performance cycle is where a health service’s operating parameters, priorities and performance strategy are developed. This includes provision of key operating parameters by the department, establishment of annual financial, access and service performance priorities and agreed targets through SOPs, design or refinement of a strategy to reliably achieve them, and discussion of the strategy through a formal performance meeting to confirm it and secure departmental authorisations, where necessary, to enable it. 
3.1.1 [bookmark: _Ref166956653][bookmark: _Toc167215591][bookmark: _Toc167215688][bookmark: _Toc169262055]Performance domains 
The performance cycle is focussed on four interdependent domains that jointly determine overall health service performance (see Figure 2). These domains are:
High quality and safe care: delivery of safe and high-quality care that improves patient outcomes and involves a positive and culturally safe experience of care for patients. 
Strong governance, leadership and culture: overarching organisational maturity, inclusive of characteristics of board and executive leadership and capability, workforce safety and engagement, and clinical and corporate governance.
[bookmark: _Hlk167966199]Effective financial and asset management: effective and efficient allocation of resources to deliver safe, cost-effective and sustainable services that are delivered within allocated budgets and achieve value from resources, including through effective delivery and maintenance of capital in line with the Asset Management Accountability Framework (AMAF) requirements. 
Timely access to care: efficient management of supply and demand to equitably provide the right care, in the right place, at the right time, for all Victorians. This reflects operational capacity and delivery of services and programs as well as service efficiency. 
The department continuously monitors performance and risk in these domains, as described later in Section 3.3.1, and develops strategic goals from them, as set out in Section 3.1.2 below. 
[bookmark: _Ref166955259]Figure 2: Performance domains
A text description of Figure 2 can be found in Appendix 2. 
[image: The performance domains are represented as a wheel, with the inner circle being Best Patient Outcomes; and the outer circles being:
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]
3.1.2 [bookmark: _Ref166956505][bookmark: _Toc167215592][bookmark: _Toc167215689][bookmark: _Toc169262056]Statements of priorities 
The SOP is the key service delivery and accountability agreement between health services and the Minister and the department,[footnoteRef:5] as determined by legislation.[footnoteRef:6] SOPs are aligned to government policy directions and priorities and set out each health service’s key performance expectations, targets and funding for the year. Key priorities from across the performance domains are elevated into SOPs and expressed as qualitative priorities in Part A with corresponding targets in Part B. Health services publicly report, and are accountable for, their performance against SOPs (see Section 3.2 below). [5:  For public healthcare services and Ambulance Victoria. However, for sub-regional, local and small rural health services, SOPs are agreed between the Secretary to the department and board chairs. The SOP for Forensicare is agreed annually between the Minister for Mental Health and the board chair.]  [6:  SOPs are a requirement for public healthcare services under the Health Services Act 1988 and represent the service agreement requirements for public hospitals under the Act. The SOP for Ambulance Victoria is a requirement of the Ambulance Services Act 1986. The SOP for Forensicare is a requirement of the Mental Health Act 2014.] 

Elective and mandatory priorities 
The priorities set out in Part A of SOPs include a combination of mandatory and elective priorities shaped by local health services. As noted in Section 3.1.1 above, elective priorities have been removed from SOPs in 2024-25. Going forward, eligibility to establish elective priorities will be dependent upon the health service’s performance against core government priorities (see Section 3.2 below for a full overview of health service performance assessments and autonomy levels). 
In 2024-25, the core government priorities are defined as balanced operating results, timely access to planned surgery and emergency care, and safe (including culturally safe) and high quality care. 
Health services that have acquitted these core priorities will be able to shape their SOPs primarily around elective local priorities in consultation with the department and Minister. Health services that have not yet acquitted these core priorities would have limited or no scope to establish elective priorities. This reflects an expectation that health services’ discretionary resources and strategic capacity are focused on core performance expectations until these are met. 
Maintaining a limited set of priorities  
SOPs are not intended to be comprehensive. Most of the performance and risk indicators that health services are responsible for will sit outside the SOP. The department will monitor these through its internal Risk Assessment Tool (which assists its performance oversight) and the PRISM benchmarking report (which is provided to health services). This approach recognises that important measures need to be monitored, but that not every important measure can be a core priority. 
Consistent with this approach, the SOP has been consolidated to 31 key performance measures in 2024-25 (per Section 2.1.1 above). Going forward, the SOP will be maintained at around than 30 key performance measures, with future additions occurring on a ‘one in, one out’ basis. This means that as new measures are developed, they will either remain in PRISM or replace older measures in the SOP to ensure the set of priorities for health services remains tractable. All measures will be reviewed as a collective every year to ensure they are contemporary and consistent with government’s highest priorities.
While Part B of the Statement of Priorities sets out the annual high level strategic performance priorities, health services remain comprehensively accountable for quality and safety, good governance and leadership, access and timeliness, and financial sustainability, as defined in relevant legislation. This means that performance against these broader accountabilities will continue to be monitored based on a comprehensive set of quantitative metrics and qualitative intelligence, as discussed in Section 3.3.1, and managed and raised with health services as needed. This ‘cascaded’ approach to monitoring and accountability is shown in Figure 3, with mental health and wellbeing as an example.
Figure 3: Cascaded performance monitoring, from priority metrics to broader measurement and intelligence
A text description of Figure 3 can be found in Appendix 2.
[image: Cascaded performance monitoring is represented by a worked example for Mental Health in two triangles showing:
Strategic Priorities (SOP Part B) 
1. Positive overall consumer and carer/family experience 
2. Consumers report feeling safe
3. Families/carers report their opinions are respected
4. Departures from ED to an MH bed within 8 hours
5. Readmissions within 28 days of separation
6. Seclusion episodes per 1,000 bed days
Sub-measures of above
Disaggregation of above measures across
• age cohorts (child and adolescent mental health services, adults, and older persons)
• sites within a health service, where relevant
• Aboriginal and non-Aboriginal Victorians
Broader monitoring of quantitative metrics and qualitative intelligence
Metrics: local access, bed occupancy, length of stay, long stays, stays with multiple seclusions, pre-admission contacts, HoNOS compliance, time from ED to MH bed. 
Intel: includes cross-departmental and interagency (e.g. Mental Health and Wellbeing Commission) info sharing, Office of Chief Psychiatrist, departmental oversight of sector, direct contacts from consumers, families, workforce and service providers. 
]
Annual improvement targets
From 2024-25 the department will commence a progressive introduction of locally specific and contextually relevant annual performance improvement targets, alongside statewide standards. 
These performance improvement targets will enable progress along challenging trajectories to be counted and will recognise that performance can be partly shaped by contextual factors (with higher performance to be expected of health services when additional resources are provided).
Statewide standards will continue to be articulated, and performance improvement targets will be developed around trajectories towards these standards. For example, all health services are expected to ultimately close access gaps between Aboriginal and non-Aboriginal patients, while recognising this will require a multi-year improvement trajectory in some health services. 
Irrespective of improvement, health services must meet a minimum set of operating standards. Autonomy will be heavily restricted where these are breached (for example, through significant operating deficits, or catastrophic failures in integrity or clinical governance) per Section 3.3. 
3.1.3 [bookmark: _Toc167215593][bookmark: _Toc167215690][bookmark: _Toc169262057]Annual strategy meeting
From 2024-25 onwards, one annual performance meeting will be centered around performance strategy. Health services would generally have draft or finalised SOPs by this meeting and would be developing operational strategies to deliver against the performance priorities set out in them. Discussion would focus on confirming the strategy and securing departmental authorisations, where necessary, to enable critical actions. 
Meetings, including expectations of health service and departmental attendees, are discussed in detail in Section 4 below. 
3.2 [bookmark: _Ref167102600][bookmark: _Toc167215594][bookmark: _Toc167215691][bookmark: _Toc169262058][bookmark: _Ref166956941][bookmark: _Ref166949270]Performance improvement
This section details how structured approaches to service and system redesign will uplift performance through the science of improvement. Ultimately, health services are accountable for driving, resourcing and achieving their own improvement. However, the department will continue to support improvement where possible by promoting knowledge exchange, joining up efforts across the system, and connecting health service executive and clinical leaders with expert advice. These supports are described below. 
3.2.1 [bookmark: _Toc167215595][bookmark: _Toc167215692][bookmark: _Toc169262059]Facilitating knowledge exchange and collaboration
Recognising that most improvement will take place outside department-led work, health services are expected to connect directly with peers and partners across the system to resolve shared challenges. However, the department will support this by facilitating knowledge exchange and collaboration across the system. 
The department’s eHealth division will play a critical role in this by continuing to improve and expand benchmarking and analysis of performance across the system to enable health services to compare their performance with peers’ and identify and learn from best practices. Performance leads across the department (for example, SCV or Mental Health and Wellbeing division) will engage directly with services on priority issues. And key forums hosted by the department, including for Chief Executive, Operating, and Financial Officers, will be leveraged for strategic discussion on shared performance priorities. 
In 2024-25, headline initiatives to support performance improvement in areas of strategic priority include the Timely Emergency Care Collaborative (see Box 1), the Planned Surgery Recovery and Reform program,[footnoteRef:7] and ongoing safety, quality and workforce wellbeing initiatives led by SCV through its strategic improvement programs. Central work to strengthen peer learning and improvement of financial sustainability and productivity performance will commence, along with a strengthened focus on improvement of cultural safety and equity of access, consistent with these government priorities.  [7:  See the Planned Surgery Recovery and Reform Program <https://www.health.vic.gov.au/planned-surgery-recovery-and-reform-program>] 

[bookmark: _Ref167027279]Box 1: Improving timely access to emergency care 
	Through the Timely Emergency Care Collaborative, the department is working in partnership with the Institute for Healthcare (IHI) improvement as well as health services and Ambulance Victoria (AV) to reduce length of stay in emergency departments.
The Collaborative was formally established in November 2022 in response to feedback from health services that improvements in access to emergency care could be gained by focussing on whole of hospital patient flow (rather than ambulance and ED alone) and providing health services with the opportunity to come together to discuss what could be done.
The work takes a whole-of-system approach to improving experiences for patients and staff as well as uplifting performance through continuous improvement. Aspects of this relevant to the PMF include:
· Planning: working with the sector to map the drivers of performance across the system – not just within emergency departments. This stage focussed on working with health services to develop a whole of project driver diagram as well as identifying and prioritising improvement ideas. In parallel: 
· An aim statement was developed to set the overarching improvement goal for the project. Health services also developed local aim statements with locally tailored improvement goals aligned to the overarching project aim statement.  
· Measures were developed around the key drivers of emergency performance – the factors that are most likely to shift the dial and impact on patient outcomes and staff experiences. From 2024-25, some of them will replace older measures in the SOP to ensure that measures are meaningful and encourage health services to focus on improving flow across hospitals to reduce pressure on ED. Superseded measures will continue to be captured through PRISM and other government reporting.  
· Improvement: This stage involved implementation of the measurement and improvement strategies, including through:
· Clinician led development of improvement ideas
· Regular testing and refinement of improvement ideas within health services 
· Regular reporting of progress, trends and drivers through run charts
· Accessing expert advice on improvement science in partnership with IHI
· Sharing existing and new strategies and expertise to avoid having to reinvent the wheel.
· Accountability: this stage involving a new approach to both assessing and responding to health service performance. In particular:
· Because participating health services were actively working on improvement, there was a significantly reduced need for performance deterioration related to accessing emergency care to be raised during formal meetings. For the most part performance was either already improving, or agreed improvement strategies were already in place and could be simply noted.  
· Accountability measurement itself was redesigned, focussing on continuous improvement in performance based on past health service performance. From 2024-25, SOP targets are designed around annual improvement on prior year performance, except where expectations have already been met (in which case the expectation is of sustained improvement), or for indicators where there can be zero tolerance of underperformance (for example, 24-hour breaches in ED). 


3.2.2 [bookmark: _Toc167215596][bookmark: _Toc167215693][bookmark: _Toc169262060]Expert advice, mentoring and review
From 2024-25 the department will be strengthening the roles of expert mentoring and review across the system. This will occur primarily through the establishment of a peer mentoring and review program drawing on sector expertise, along with a professional services panel to maximise impact of consultancy engagements. Both models are described below. 
Peer mentoring and review
Often, organisations benefit from an external perspective to help diagnose the root causes of performance challenges and unlock ideas to support strategic and operational change. The strongest health service performance improvement expertise in Victoria principally sits in the sector itself – among high performing executives and clinical leaders actively working or having recently worked in health services. 
To facilitate access to their expertise, the department will develop a mentoring program to support the senior leadership of health services seeking or requiring assistance to address performance challenges, or simply to pursue further improvement. The support will be time-limited in-reach, can be domain-specific (for example, focussing on financial sustainability or clinical governance) or overarching, and will be funded on a fee-for-service basis by recipient health services. 
Professional services panel
Health services may also wish to seek support from professional services firms, for example to identify and implement opportunities for operational and capability transformation. To maximise the impact of these engagements, the department will establish a professional services panel with a limited group of partners to maximise scale and efficiency in advisory services, with a focus on driving lasting and strategic organisational change. The department will work closely with this panel to facilitate efficient access to relevant data and expertise and promote sharing of learnings across the system to maximise impact. 
3.3 [bookmark: _Ref167214983][bookmark: _Toc167215597][bookmark: _Toc167215694][bookmark: _Toc169262061]Performance accountability
[bookmark: _Toc441042599][bookmark: _Toc442863884]The accountability phase of the performance cycle involves applying continuous monitoring systems to track performance and risk, identify gaps between actual and desired performance, and apply effective approaches to close the gap.
3.3.1 [bookmark: _Ref167102686][bookmark: _Toc167215598][bookmark: _Toc167215695][bookmark: _Toc169262062]Continuous monitoring of performance and risk 
As discussed in Section 3.1.2 above, health services’ core performance priorities are set out in their SOPs. The department monitors performance against these targets in monthly reports, and health services are expected to provide a half yearly progress report on achieving Part A action items and associated deliverables.[footnoteRef:8] In monitoring health service performance against targets, the department will flag indicators where there is a significant and consistent gap from target or meaningful trend of deterioration. The method used to establish these trends is outlined in the Business Rules.[footnoteRef:9] It controls for seasonal fluctuations and considers relative performance against peers and trends in other performance metrics.  [8:  ahead of a formal acquittal of performance against the actions and deliverables committed to in Part A of the SOP in health services’ annual reports at the end of the financial year. ]  [9:  General trends are based on comparisons to the same time last year, last quarter, or to a baseline or through statistical analysis. Indicators are also assessed and benchmarked to the relative performance of peers. See the Business Rules at <https://www.health.vic.gov.au/funding-performance-accountability/performance-monitoring-framework>.] 

Per Section 3.1.2, the SOPs are not comprehensive – focussing on a limited set of strategic priorities alone – and so most of the performance metrics and risk indicators that health services are responsible for will sit outside the SOP. The department monitors these broader performance metrics and risk factors through a range of means, including through its internal Risk Assessment Tool. Analysis involves a contextual assessment of governance, culture and other qualitative assessments of the health service’s performance management capability, looking at a range of contextual risk factors (see Box 2 for a list, and Box 3 for discussion of how some examples can impact overall organisational performance).
The department assesses these broader metrics and risk factors to identify performance trends and risks early, considering any emerging risks or contextual factors as advised by the health service or other entities, including historical and legacy factors, and major projects or reform. Underlying risk factors and progress on the broader performance metrics do not directly affect formal performance assessment ratings (described in Section 3.3.2 below) unless risks progress into real performance challenges.[footnoteRef:10] However, they may be raised directly with health services between or at performance meetings with an expectation that health services are upholding the full breadth of their responsibilities under legislation, identifying and mitigating risk where possible, and exploring new or additional opportunities to understand the impact of these issues (including work required at the system level). [10:  For example, significant failings in quality and safety would affect a health service’s performance assessment regardless of whether the relevant SOP metrics for these were impacted.] 

[bookmark: _Ref167045573]

Box 2: examples of underlying risk factors the department considers in risk monitoring 
	workforce supply, capacity, capability and sustainability
ability to respond to community needs
clinical governance co-leadership by board and executive
management of complex care or changes in capability
board corporate governance
executive and managerial leadership behaviour and capability
	safety culture
service sustainability
financial performance
delivery of new services or models of care
complexity of the patient cohort 
competing strategic priorities
major capital projects. 
[bookmark: _Hlk167966249]major asset failure incidents


[bookmark: _Ref167046021]Box 3: examples of how underlying risk factors can impact performance 
	Geographical impacts
Health services in rural areas face significant challenges in attracting and retaining skilled staff as well as board directors. There may also be a higher risk of professional isolation for practitioners with limited career options, no back-up cover and no succession planning. Management may find it difficult to manage contracts or performance of clinicians who are difficult to replace.
Recognising these challenges provides a better appreciation of the contextual environment various health services operate in, the impact this has on service delivery, and the type of strategies required by the department (at a system level) and the health service (at a local level) to support improved performance.

	Culture
Organisational culture can significantly impact patient safety. Poor culture is directly linked to reduced engagement and collaboration and increased communication breakdown, which are lead indicators of harm and adverse patient outcomes. Ineffective governance and unacceptable leadership behaviour further compound the risk as this causes failure to identify and remediate issues early and successfully.
Monitoring organisational culture allows for early identification of risks to patient safety before they begin manifesting in patient outcomes. Organisational culture informed by data from the People Matter Survey, as well as consumer feedback from the Health Complaints Commissioner and SCV and monitoring of Sentinel Event and VHIMS reporting. Health services are encouraged to monitor their organisational culture through local measures in addition to those in the Performance Monitoring Framework. More information on how best to do this can be found in SCV’s Victorian Safety Culture Guide. 



Performance risks, inherent vulnerabilities and emerging performance concerns are identified using quantitative and qualitative data from a range of sources. Using various sources provides a more robust understanding of a health service’s performance risks, issues, and opportunities for improvement. Sources may include third party reports and other intelligence drawn from cross-agency information sharing and other external reviews/reports.[footnoteRef:11] [11:  For example, recommendations from independent reviews initiated by the department including specialist areas such as the Office of Chief Psychiatrist (OCP), IT security risks from the department’s eHealth Branch and quality and safety issues raised by SCV are considered. Further, relevant outcomes or performance measures within specialist reports may also be captured as part of this process. This includes the Victorian Perinatal Services Performance Indicators report, the reports of the consultative councils for obstetric and paediatric, surgical and anaesthetic mortality, the Victorian Audit of Surgical Mortality, and other specialist eHealth reports.
Reports or recommendations from external parties such as the Victorian Auditor General’s Office, the Independent Broad-based Anti-Corruption Commission and WorkSafe are also used, where available, to determine a picture of performance for each health service.] 

There is a degree of judgement exercised in determining the significance of performance concerns and issues. Further, any reasoning used to assign a level of concern to quantitative and qualitative factors, and third-party sources is clearly documented in the department’s relevant performance and risk assessment tools.
3.3.2 [bookmark: _Ref167212889][bookmark: _Toc167215599][bookmark: _Toc167215696][bookmark: _Toc169262063]Formal performance assessments 
Health services are assessed and allocated to one of four tiers (see Figure 4) depending on their performance. The levels of autonomy, reward, support, and intervention vary across these tiers in line with organisational need, as discussed in Section 3.3.3.
[bookmark: _Ref167047120]Figure 4: Four performance tiers
A text description of Figure 4 can be found in Appendix 2.
[image: The performance tiers are represented as a diamond showing:
Enhanced autonomy: incentivise and reward excellence
Standard oversight: maintain standard oversight and support to stay on track
Performance support: intervene early to prevent extended decline
Mandated intensive support: intensive mandatory support, with transparent triggers and hard accountabilities]
Criteria for each of the tiers is defined in Table 1 overleaf, and is centered around three key considerations:
Performance against SOP priorities and targets, including:
meeting core government expectations of balanced budgets, safe (including culturally safe) services, and timely emergency care and planned surgery access
achieving or exceeding specific and contextually relevant improvement targets 
for specific tiers, performance on priority metrics relative to peers
Continuous and/or sustained improvement, including: 
effective development and implementation of strategies to address areas of challenge 
active engagement in collaborative improvement efforts
ongoing innovation and sustained improvement 
System collaboration, involving positive contributions to collaborative efforts with system partners to support and drive place-based, regional and statewide priorities.
Performance levels are determined quarterly unless serious concerns or emerging issues require more immediate escalation and intervention. In 2024-25, services will carry over their existing tier until the end of the first quarter of 2024-25, when performance will be reassessed.
In line with the criteria for performance tiers, the department may propose change to a health service’s monitoring level, and the proportionate response required. A discussion is undertaken between the department and the relevant health service to discuss the appropriate performance tier and monitoring approach. 
Post the performance meeting, the department will formalise the assessment by notifying the health service’s board chair of the new tier assigned, expectations of the service within this tier, the timeframe for review (including exit criteria to leave this tier and progress to the next, if relevant), and any relevant escalation options. 
The rationale for the performance tier and associated level of monitoring, support or intervention is documented by the department alongside any agreed actions and timelines for remediation. At a minimum, these actions should specify who is responsible for undertaking the action, what action is required, and when the action should be completed or otherwise reviewed. 
Victorian Health Services Performance Monitoring Framework 			`

OFFICIAL

OFFICIAL

2	OFFICIALOFFICIAL


[bookmark: _Ref167047577]Table 1: Criteria for the four performance tiers
	Tier
	Performance
	Improvement
	System collaboration

	Enhanced autonomy
All of: 
	Holistic excellence: consistently high performing across core performance domains, including:
· Meeting core government expectations – with balanced operating results (actual finances are breakeven or better), good if not outstanding overall safety and quality (including cultural safety), and achieving statewide standards for emergency and planned surgery access
· Achieving or exceeding local targets – generally meeting or exceeding locally specific and contextually relevant improvement targets agreed with DH
· Strong relative performance – results on priority metrics are typically among the top of peer group, and in the top quartile statewide (where relevant) or nationally (for specialist services, on specific metrics) 
	Continuous and sustained improvement: innovating to redefine and maintain excellence:
· demonstrated ability to sustain improvement
· evidence of established improvement capability and capacity, and active engagement in local / regional / statewide improvement efforts
· ongoing innovation, with willingness to experiment, fail fast, learn and move on, with long term progress on priority metrics
	Effective leadership: plays an active and effective leadership role in working with system partners to support and drive place-based, regional and statewide priorities 

	Standard oversight
All of: 
	Overall achievement: short of enhanced autonomy criteria, but operating within acceptable parameters:
· Squarely focused on government priorities – either on track, or with credible plans in progress that will result in balanced operating results, a positive overall safety and quality assessment (including cultural safety), and local standards met for emergency and planned surgery access
· Acceptable local performance – meeting or on track to meet most locally specific and contextually relevant targets agreed with DH, with credible plans underway to remediate areas of challenge (see overleaf)
	Improvement underway: credible plans underway to address specific identified areas of challenge, with evidence of effective follow through of actions, and holistic improvement demonstrated within an acceptable timeframe. 
	Active collaboration: positively contributes to and actively supports efforts with system partners to progress place-based, regional and statewide priorities 

	Performance support
Any of: 
	Significant support needs in one or more domains, demonstrated through any of: 
· Off track on government priorities – not on track, and without credible plans underway, to achieve core government priorities – including any of: an actual or forecast deficit, OR overall safety and quality (including cultural safety) requiring systemic improvement, OR significantly off-target for local emergency and planned surgery access measures
· Unacceptable local performance – not meeting and not on track to meet multiple locally specific and contextually relevant targets agreed with DH, with a dramatic deterioration or sustained poor performance against local targets
· Poor relative performance – multiple core metrics in bottom quartile of peer group / statewide (where relevant) or nationally (for specialist services, on specific metrics)
· Significant underlying risk factors present OR significant outstanding concerns from intelligence analysis 
	Improvement lacking: plans to address identified areas of challenge are either not in place, lack credibility, are not being delivered, or are not delivering holistic improvement within an acceptable timeframe
	Collaboration lacking: limited positive contribution to partnership-based efforts to progress place-based, regional and statewide priorities 

	Mandated intensive support
Any criteria for above, plus any of: 
	Additional complex and serious issues manifesting as critical quality and safety, finance, or governance concerns. This may include any of:
· Longstanding and/or complex issues preventing agreed improvement on any domains (for example, one full year on performance support without improvement), or
· A catastrophic failure in safety, or equivalent overall safety and quality (including cultural safety) assessment, or
· A catastrophic failure in leadership, integrity or governance, or
· A significant deficit and/or significant actual or forecast gap to plan



3.3.3 [bookmark: _Ref167211129][bookmark: _Ref167212921][bookmark: _Ref167213005][bookmark: _Toc167215600][bookmark: _Toc167215697][bookmark: _Toc169262064]Performance outcomes and autonomy levels
As Table 2 below sets out, a health service’s performance tier determines their level of autonomy, reward, support, and intervention, based on organisational need. In particular, tiers determine:
Levels of autonomy and oversight, with health services on higher tiers having a greater ability to set their priorities, a reduced frequency of performance meetings with the department (and an increased focus on strategy during these meetings), and greater level of trust to independently manage brief periods of unexpected issues/challenges. 
Prioritisation of some funding, with all funds allocated on a needs-basis, but health service performance considered in the allocation of growth activity and capital projects (in relation to efficiency and delivery risk). Where significant concerns about financial sustainability exist, financial controls and additional oversight measures may be considered.
Expectations of the health service with regard to sector leadership and collaboration, with all health services expected to actively work with local, regional and statewide partners to progress system-wide partners; the highest performing health services expected to play a leadership role in this work including by sharing their learnings and supporting others across the sector to improve, and health services experiencing significant performance challenges expected to reach out for support and advice from high performing peers.
The application of oversight escalations and accountability measures to health services with significant and/or enduring performance challenges. The specific steps relevant to each tier are detailed in Table 2 below, with the full list of potential escalations summarised in Section 3.3.4. 

[bookmark: _Ref167098567]Table 2: Implications for health services in each performance tier
	Tier
	Autonomy and oversight
	Leadership and collaboration
	Accountability

	Enhanced autonomy
	Greater ability to set priorities 
SOP targets – much greater discretion in setting own priorities, ability to opt out of mandatory targets if core standards met in those domains
Oversight – quarterly meetings with a focus on strategic issues and progress against agreed priorities, greater level of trust to independently manage brief periods of unexpected issues/challenges
Budgets and financial controls – prioritisation for growth activity, and capital funding for innovation (note this doesn’t refer to capital investment for core performance which will continue to be needs-based); performance will be a relevant consideration in the allocation of capital projects in relation to delivery risk
	Expectation to share learnings and help drive improvement across the sector
Share best practice broadly across the sector, and also provide tailored guidance / support to other services, including (optional) peer review – this could include domain-specific expertise and/or holistic excellence in overarching service management 
Prioritisation for system leadership opportunities, driving improvement and new projects across geographies
	Ongoing dialogue and collaboration on performance
No formal levers required to drive performance; continuing dialogue between DH and the health service focussed on innovation and leadership

	Standard oversight
	Standard autonomy and oversight
SOP targets – retain mandatory targets unless demonstrating domain-specific excellence in that area, with option to select additional elective targets
Oversight – quarterly performance meetings (with a focus on metrics that are holding the service back from earned autonomy, and a more strategic focus overall), responsibility to inform the Department regarding how brief periods of unexpected issues/challenges are being managed
Budgets and financial controls – standard (non-priority) consideration for growth activity and innovation investment; performance will be a relevant consideration in the allocation of capital projects in relation to delivery risk
	Ability to learn from and support other health services
Share best practice across the sector in particular domains where the service has demonstrated success, and learn from high performing services
Consideration for system leadership opportunities, driving improvement and new projects across geographies
	Targeted management of issues as they arise
Development and monitoring of action / improvement plans as required for current or emerging issues




	Tier
	Autonomy and oversight
	Leadership and collaboration
	Accountability

	Performance support
	Reduced autonomy and increased oversight until core priorities are under control
SOP targets – must focus on achieving mandatory targets, no ability to select additional elective targets
Oversight – 6 weekly performance meetings, performance improvement plans (see accountability)
Budgets and financial controls – increased oversight/conditions may be attached to growth activity and innovation investment; performance will be a relevant consideration in the allocation of capital investment (in relation to delivery risk)
	Opportunity to learn from high performing services
Opportunity to pair with a high performing health service to receive support and guidance and/or peer review
Will not receive priority consideration for system leadership opportunities
	Early engagement to prevent extended decline
Development and monitoring of performance improvement plans +/- actions plans with SCV or external agencies as relevant
Must complete diagnosis of drivers of poor performance and progress improvement plans with clear timeframes for improvement 
Health service and DH to agree defined exit criteria for progression to standard oversight (for example, credible plan underway with demonstration of tangible and sustained improvement in an agreed timeframe)
Board chairs engaged in performance monitoring processes (no threat of dismissal in this tier); Minister may exercise option to appoint a Board delegate(s)




	Tier
	Autonomy and oversight
	Leadership and collaboration
	Accountability

	
Mandated intensive support
	Reduced autonomy and increased oversight to reverse extended decline and bring health service back on track
SOP targets – must focus on achieving mandatory targets, no ability to select additional elective targets
Oversight – monthly performance meetings, mandatory performance improvement plans (see accountability)
Budgets and financial controls – potential for expansive budget and financial controls and additional oversight measures; increased oversight/conditions may be attached to growth activity and innovation investment; performance will be a relevant consideration in the allocation of capital investment (in relation to delivery risk)
	Required to reach out for support and learn from high performing services
Required to pair with a high performing health service to receive support and guidance and/or peer review, with the recipient health service to fund these supports)
Ineligible for system leadership opportunities
	Strong accountability measures with clear and transparent triggers for when these may be enacted
Development and monitoring of performance improvement plans +/- actions plans with SCV or external agencies as relevant
Must complete diagnosis of drivers of poor performance and progress improvement plans with agreed timeframes for demonstrating impacts of these
Health service and DH to agree defined exit criteria for progression to performance support (for example, demonstrated effective action or credible improvement plan underway with demonstration of progress and sustained improvement in an agreed timeframe)
Option to appoint a delegate to the board and / or commence independent review/DH sanctioned audit following 3 quarters without improvement (or earlier, if there is an immediate and elevated risk and/or an extended period has already been spent in performance support) 
Minister may exercise option to recommend Governor in Council dismiss Board and appoint an administrator following 6 quarters without improvement
Other Ministerial powers available in exceptional circumstances include providing key directions (for example, to comply with audit recommendations where not covered by Secretary powers, suspend/close select services)





3.3.4 [bookmark: _Toc166959815][bookmark: _Ref167102748][bookmark: _Ref167212865][bookmark: _Toc167215601][bookmark: _Toc167215698][bookmark: _Toc169262065][bookmark: _Toc165363242][bookmark: _Ref166952481][bookmark: _Ref167049190]Escalation options 
The Health Services Act 1988 details the powers of the Minister and Secretary regarding health service performance, which includes ensuring services provided are safe, appropriate and patient-centred. Where risks or performance concerns result in a downgraded performance tier, the department will work with the relevant health service to ensure appropriate action is taken to address concerns and minimise risk to patients or service delivery. Table 3 provides an overview of the escalation options and considerations for their use by the department and/or Minister. 
[bookmark: _Ref167102774]Table 3: Escalation options and considerations for use
Acronyms: Standard oversight (SO), Performance support (PS), Mandated intensive support (MIS)
	Escalation option
	Considerations for use 
	Relevant tier 

	Dialogue and collaboration on performance
	Continuing strategic dialogue focussed on improvement and innovation 
	All 

	Partnerships with another provider
	Learning from / leveraging the expertise of a high performing service to support capability uplift and improvement 
	Encouraged for all 
Mandated for MIS 

	Performance improvement plans
	Targeted improvement plans agreed with the department to rectify risk, underperformance or deterioration of performance in a given domain
	SO, PS, MIS
  


	Action plans with SCV or external agencies
	Action plan addressing a specific issue or opportunity for improvement, including clinical governance; models of care; emergency and planned surgery access
	SO, PS, MIS


	Direct engagement with Board Chairs
	Dialogue focussed on improvement and innovation and addressing any areas of concern within the four domains.  
	PS, MIS

	Independent review
	Where there is a performance concern that is not being adequately addressed, an independent review could assess clinical practice, governance or financial concerns and make recommendations for improvement
	PS, MIS

	Department-sanctioned audit
	Where the department needs additional line of sight and/or additional detail about an area of concern regarding a health service’s performance or where the service is failing to develop or enact plans to address risk, underperformance or deterioration of performance
	MIS (option following 3 quarters in MIS without improvement, or sooner 
if there is an immediate and elevated risk and/or an extended period has already been spent in PS)

	Limits or controls on expenditure or entering into contracts etc
	Where the Secretary considers that the health service is not effectively managing its resources 
	PS, MIS

	Appointment of delegate to board
	Where the Minister / Department needs to assess how the Board is functioning and performing, or where the Board could benefit from additional skills expertise
	PS, MIS



	Suspend services
	Where there is a quality and safety risk or event that necessitates a suspension of specific services
	MIS

	Ministerial direction
	Where the Minister wishes to direct the health service as per their legislative authority 
	MIS

	Ministerial censure 

	Where the Minister issues a censure, which is tabled in each House of the Parliament[footnoteRef:12] [12:  As defined under section 59 of the HSA] 

	MIS

	Dismiss board and appoint administrator
	Where there is sustained and significant underperformance; or a catastrophic failure in governance; quality and safety or the performance and the Minister has lost confidence in the Board to execute its functions   
	MIS (Minister may choose to recommend Governor in Council exercise this option following 6 quarters in MIS without improvement, or sooner in circumstances of catastrophic and systemic performance failure)

	Closure
	Where there is sustained and significant underperformance; or a catastrophic failure in governance; quality and safety or performance and the health service is unlikely to be able to operate sustainably and effectively into the future
	MIS


[bookmark: _Ref167102633]


4 [bookmark: _Toc167215602][bookmark: _Toc167215699][bookmark: _Toc169262066]Performance meetings and ongoing engagement 
The department will engage with health services on performance in three key ways (per Figure 5): an annual formal discussion on strategy; ongoing and detailed continuous improvement work and timely issues management; and formal performance meetings. Each of these are described below. 
[bookmark: _Ref167211437]Figure 5: Engagement with health services
A text description of Figure 5 can be found in Appendix 2.
[image: Engagement with health services is represented as a semi-circle showing:
Strategy
Annual meeting on the health service’s two-year strategy
Continuous improvement
Detailed improvement work to develop and progress plans 
Accountability 
Regular meetings to drive accountability for delivery and outcomes
]
4.1 [bookmark: _Toc167215603][bookmark: _Toc167215700][bookmark: _Toc169262067]Annual strategic planning meeting
One performance meeting per year will focus on health service strategy. The purpose of this meeting will be to elevate discussion above current performance and focus instead on the health service’s key strategic risks and opportunities, with the aim of supporting planning and decision-making needed to enable progression to the next performance tier. Health service proposals will need to be aligned with government priorities and broader health system directions, and reflective of regional and local service needs. Proposal must be feasible within existing budgets and can involve proposed strategic trade-offs necessary to achieve this. 
This meeting will be attended by the health service’s CEO and senior representatives from the department, including the Deputy Secretary or Senior Executive Director, Hospitals and Health Services division, for public health services. 
4.2 [bookmark: _Toc167215604][bookmark: _Toc167215701][bookmark: _Toc169262068]Continuous improvement and ongoing issues management
[bookmark: _Toc167182631][bookmark: _Toc167182786][bookmark: _Toc167183137][bookmark: _Toc167183583][bookmark: _Toc167183648][bookmark: _Toc167183906]The department encourages open dialogue with health services to identify and address performance risks and improvement opportunities and manage issues as they arise. This requires health services to diagnose problems, identify solutions, and plan responses in a timely way as part of their continuous improvement.
These ongoing discussions sit outside the formal performance meeting cycle. Where relevant and feasible, members of the department will work with health service staff to develop agreed actions to address performance issues that are progressed to formal meetings for sign off where needed. This can occur with CEO visibility but not necessarily their direct involvement, depending on the CEO’s preference. This frees up agenda time at formal meetings and ensures these meetings are focussed on strategic actions, rather than problems that are being raised for the first time.
4.3 [bookmark: _Toc167215605][bookmark: _Toc167215702][bookmark: _Toc169262069]Formal performance meetings 
The frequency and focus of formal performance meetings are determined by a health service’s performance tier. These meetings are a forum to agree actions from ongoing continuous improvement discussions, acknowledge progress, focus on organisational strategy (where key milestones are being met) and discuss plans to remedy off-track milestones (as required). 
[bookmark: _Hlk167966273]Health service attendance at performance meetings is determined by the performance tier, with the Board Chairs to attend with their CEO for services on Mandatory Intensive Support. The agenda is shaped around the most critical performance priorities for the health service. Attendance by members of the department is senior, consistent, and tailored to the agenda. 
[bookmark: _Ref167102654]

5 [bookmark: _Toc167215606][bookmark: _Toc167215703][bookmark: _Toc169262070]Roles and responsibilities
The below section outlines the roles and responsibilities of public hospitals and health services (Section 5.1) and the different parts of the department (Section 5.2) in implementing the Framework. 
5.1 [bookmark: _Toc166959806][bookmark: _Ref167132354][bookmark: _Toc167215607][bookmark: _Toc167215704][bookmark: _Toc169262071]Health services
[bookmark: _Toc166959803]Health services are responsible and accountable for:
meeting performance expectations set through SOPs and under the Framework, including by:
establishing and maintaining a culture of improvement and growing a shared understanding of the science of improvement throughout the service;
resourcing and achieving performance improvements required to meet expectations
working constructively with the department’s performance oversight processes, including by:
promptly reporting to the department any significant emerging risks or potential performance issues including immediate action taken;
attending and engaging in performance meetings, with effective implementation of agreed or directed actions between meetings;
ensuring accurate and timely submission of data and other information, including implementing agreed action plans and status update reports. 
supporting system-wide improvement, including by collaborating with other health services and system partners to share knowledge, join up efforts, and improve system-wide performance
5.2 [bookmark: _Ref167132380][bookmark: _Toc167215608][bookmark: _Toc167215705][bookmark: _Toc169262072]Department of Health
The department is the steward of the Victorian health care system. It advises government on health strategy, policy, planning, funding allocation and performance oversight of health services. The department’s vision is that Victorians are the healthiest people in the world. 
5.2.1 [bookmark: _Toc167215609][bookmark: _Toc167215706][bookmark: _Toc169262073]Overarching departmental roles and responsibilities
The department carries out its performance oversight role by:
Setting strategic priorities and operating parameters
translating core government priorities into health service targets and providing information on departmental policy directions
providing health services with timely budgets, targets and financial and policy parameters 
engaging with health services at senior levels to discuss enabling strategic actions and trade-offs required to drive performance improvement. 
Supporting continuous improvement
facilitating sharing of knowledge and expertise between health services and across the sector
enhancing board skills and capabilities in clinical governance and other processes to ensure high quality and safe care
ensuring departmental staff have effective performance monitoring and quality improvement capabilities, and the tools to contribute to effective performance oversight.
Continuous monitoring of performance and risk 
implementing the Framework and associated risk assessment and performance improvement tools transparently and consistently 
making use of available data and third-party intelligence to maximise the depth and breadth of performance information used to assess health service performance
maximising input from across the department and other experts/clinical leaders to create a coherent assessment 
Formally assessing performance and assigning tiers 
consistently applying the assessment of performance tiers, and appropriate monitoring, intervention and support approaches 
enacting or advising the Minister for Health and Ambulance Services on options for escalation mechanisms to drive accountability, as appropriate
Coordinating performance meetings and responses
ensuring appropriate, relevant, and consistent senior representation at performance meetings
working across teams and divisions across the department to ensure a cohesive and coordinated approach to implementing the Framework. 
5.2.2 [bookmark: _Toc167215610][bookmark: _Toc167215707][bookmark: _Toc169262074]Roles and responsibilities across areas of the department
A wide range of areas, divisions and agencies across the department collaborate to support implementation of the Framework and manage risks and issues as they arise. Key areas of the department and their role in implementing the Framework are: 
Hospitals and Health Services division
The Hospitals and Health Services division (HHS) is responsible for ensuring people can access high quality care from hospitals and health services, ambulance services and public aged care. 
HHS leads the implementation of the Framework and coordinates across the department to ensure a cohesive approach to performance monitoring and improvement. This includes providing health services with operating parameters and a focussed set of priorities that align with core government expectations, and ensuring they have a clear and agreed strategy for uplifting performance. 
HHS leads performance meetings with health services and is responsible for coordinating performance and risk assessment, monitoring, and forming an overarching assessment of health services and the system that brings together intelligence and expertise across many performance domains. It is the central point of visibility and strategy for the system as a whole and advises the Minister for Health and Ambulance Services about strategic performance issues. 
HHS is also the lead or co-lead for a range of performance domains. These include leadership and capability, equitable access, public sector aged care and the NDIA and aged care sectors’ interface with public health services, emergency care (including ambulance services), planned care (spanning surgery and non-admitted services), system flow, and effective financial management. 
[bookmark: _Toc166959804]Safer Care Victoria
SCV is the peak state authority for overseeing and supporting Victorian health services to provide safe, high-quality care. SCV supports implementation of the Framework by setting expectations about best practice clinical governance; monitoring standards of care; improving the quality of care; assuring processes occur to learn from adverse events, and specifically in relation to reporting Sentinel Events to SCV in line with the Policy and Funding Guidelines and formally reviewing Serious Adverse Patient Safety Events and conducting the Statutory Duty of Candour, and workforce safety, wellbeing and development. 
SCV provides clinicians and health services with tools and resources to improve quality and safety and is a key partner in performance conversations with health services in this domain.
Mental Health and Wellbeing division
Mental Health and Wellbeing division (MHW) leads and delivers Victoria’s mental health and wellbeing reform agenda, as set out by the Final report of the Royal Commission into Victoria’s Mental Health System (2021). It stewards the mental health and alcohol and other drug service sectors and aims to ensure all Victorians have access to high quality mental health and AOD services that are informed by lived experience.
MHW supports implementation of the Framework by leading performance monitoring and improvement of area mental health services and statewide and specialist mental health services, through the aligned but more detailed Performance and Accountability Framework (PAF). The PAF will transition to the Mental Health and Wellbeing Outcomes and Performance Framework in order to support broader insights into, and accountability for, the collective impact of the mental health and wellbeing system’.
Office of the Chief Psychiatrist
Within MHW, the Chief Psychiatrist provides system-wide oversight of Victoria’s public mental health services. Supported by the Office of the Chief Psychiatrist (OCP), the role supports quality and safety in services provided to some of Victoria’s most vulnerable people. The role and functions of the Chief Psychiatrist are set out under the Mental Health and Wellbeing Act 2022 (MHWA)[footnoteRef:13]. [13:  The Mental Health and Wellbeing Act 2022 (MHWA) replaced the existing Mental Health 2014 (MHA) from 1 September 2023.] 

Responsibilities under the MHWA and which support implementation of the Framework include clinical leadership and quality and safety oversight across Victoria’s public mental health system and mental health and wellbeing services in custodial settings. The activities undertaken by the OCP include assisting services in developing and implementing clinical best practice approaches, undertaking reviews, audits and investigations as required, providing expert clinical advice and promoting the rights of people receiving a mental health and wellbeing service. 
eHealth division
eHealth analyses and shares information across the health system, including developing relevant and meaningful measures of patient care and outcomes. eHealth relies on obtaining timely, accurate and high-quality data from health services and is responsible for data management, standards and integrity. It plays a vital role in implementing the Framework by providing performance data and developing additional robust measures of performance. 
eHealth is the departmental lead for IT and data security, supporting health services to ensure that information systems and networks they are protected from cyber-attacks, and working directly with them to responding respond to breaches if they arise. ​​​​​​​ ​​​​​​​
System Planning division
System Planning division (SP) leads a joined-up approach in the department to system planning and reform. SP supports implementation of the Framework through its leadership of entity clinical planning and asset management and maintenance, to ensure they align with government reforms and the future shape of the health system. 
It works closely with the Victorian Infrastructure Delivery Authority (VIDA) which is responsible for the state’s health infrastructure program. System Planning engages with VIDA to support the implementation of the Framework by reviewing service and capital planning and managing performance and risk associated with health infrastructure and asset management.
Health Finance, Funding and Investment division
The Health Finance, Funding and Investment division (HFFI) supports financial, funding, commercial and procurement functions, and focuses on the broader health sector budget. HFFI is a crucial enabler of health system sustainability and supports implementation of the Framework by supporting hospitals and health services to drive financial performance, including a focus on improving revenue strategies and greater efficiency. 
Aboriginal Health and Wellbeing 
Aboriginal Health and Wellbeing (AHW) supports implementation of the Framework by advising on policy and strategic issues to improve the health of Aboriginal Victorians and ensure equitable and culturally safe access to services. In doing so, it works in partnership with the Aboriginal community, the Aboriginal community-controlled health sector and broader health system, to achieve a health system that is driven by Aboriginal self-determination.
Community and Public Health division
The Community and Public Health division (CPH) is responsible for advancing public health, improving population health and wellbeing outcomes and equity, preventing disease and injury, and leading the readiness for and response to health threats and broader emergencies. 
CPH supports implementation of the Framework by supporting health services with seasonal preparedness and emergency response. CPH also stewards Victoria’s networked public health system which includes functions performed by Local Public Health Units within health services.

6 [bookmark: _Toc166959818]
7 [bookmark: _Toc167215611][bookmark: _Toc167215708][bookmark: _Toc169262075]Reporting requirements and force majeure 
7.1 [bookmark: _Toc453325212][bookmark: _Toc456342100][bookmark: _Toc486512532][bookmark: _Toc486513097][bookmark: _Toc516827348][bookmark: _Toc165363248][bookmark: _Toc166959819][bookmark: _Toc167215612][bookmark: _Toc167215709][bookmark: _Toc169262076][bookmark: _Toc453325206]Specific events – Breaches
The following events must be recorded as a breach and immediately escalated to the department:
Emergency Care Triage Category 1 failure
Emergency Department 24 hours waiting time failure
Elective Surgery Category 1 admissions
Colonoscopy Category 1 not treated within recommended time.[footnoteRef:14] [14:  In 2018, Victoria introduced statewide risk stratified guidelines for the categorisation of colonoscopy procedures for all public hospitals. Patients who are considered a category one patient (the most urgent) are those most at risk of having a suspected colorectal cancer. It is for this reason that the department needs to be notified immediately. Please refer to the relevant section in the Business Rules for more details.] 

Non-compliance with the National Safety and Quality Health Service standards and
[bookmark: _Hlk10128190]Non-compliance with Aged Care Standards.
For all breaches apart from 24 hour emergency department breaches, health services are required to notify the department (via the health performance Director for the relevant geographic catchment) within 24 hours of a breach or becoming aware of a breach. Notification will include the circumstances and response to the breach, including whether patient safety has been compromised.
In the case of 24 hour emergency department breaches, health services are required to report these via standard VEMD process within 24 hours of a breach or becoming aware of one. When a health service experiences extended episodes of 24 hour breaches, the department will also seek periodic reporting on operational factors contributing to breaches via a standardised reporting template.
‘Specific events’ breaches will be included for discussion at performance meetings.
7.2 [bookmark: _Toc486512533][bookmark: _Toc486513098][bookmark: _Toc516827349][bookmark: _Toc165363249][bookmark: _Toc166959820][bookmark: _Toc167215613][bookmark: _Toc167215710][bookmark: _Toc169262077]Force majeure
In some circumstances, unforeseen events may occur that adversely impact on a health service’s performance. In these instances, it is important to consider bona fide concerns, which were extraordinary and genuinely unforeseen events beyond the control of the health service that impacted service delivery or reporting requirements.
Where such circumstances have a significant impact on performance, a health service may request that the department consider a ‘force majeure’ claim. The process should not be applied to ad-hoc operational difficulties or for planned service interruptions such as capital works or information technology upgrades.
When a health service is reliant on services provided by a third party, the health service is responsible for ensuring that, as far as practicable, the service is of an acceptable quality and delivered in a timely manner. The failure of a third party to deliver a service is not in itself regarded as acceptable grounds for a force majeure.
Submitting a request
Individual health services may make a formal request for consideration to the health performance Executive Director for the relevant geographic catchment. The request should clearly indicate the event(s) impacting performance and include supporting evidence.
The department will only consider issues of force majeure retrospectively. Health services should not apply for a force majeure in anticipation of poor results.


[bookmark: _Toc166959821][bookmark: _Toc165619165]

[bookmark: _Toc167215614][bookmark: _Toc167215711][bookmark: _Toc169262078]Appendix 1: Coverage of the Framework 
Victoria’s public hospitals and health services are independent legal entities established under the HSA, Ambulance Services Act 1986 and MHWA (where applicable). They are governed by boards of directors, who are appointed by the Governor-in-Council on recommendation of the Minister for Health and Ambulance Services. The board oversees the health service on behalf of the Minister for Health and Ambulance Services and in accordance with government policy and its legal obligations.
The Framework captures all publicly funded health service providers including:
· metropolitan and regional health services, defined under the HSA as ‘public health services’ 
· subregional, local and small rural health services (defined under the HSA as ‘public hospitals’) 
· multi-purpose services
· Ambulance Victoria
· Dental Health Services Victoria
· Health Purchasing Victoria trading as HealthShare Victoria (HealthShare) and
· the Victorian Institute of Forensic Mental Health (Forensicare) 
Public health services and Dental Health Services Victoria are governed by boards of directors[footnoteRef:15], as are public hospitals.[footnoteRef:16] Multi-purpose services are established under Part 4A of the HSA and are governed by boards of directors as set out under section 115E of the HSA. They are subject to similar governance and performance policies as public hospitals but are not required to sign a SOP. [15:  as set out under section 65S of the HSA]  [16:  per section 33 of the HSA] 

Three denominational hospitals, Calvary Health Care Bethlehem Limited, Mercy Public Hospitals Incorporated and St Vincent’s Hospital (Melbourne) Limited, are subject to similar performance and oversight provisions as public hospitals, as set out in Part 3 and Part 3A of the HSA.
Ambulance Victoria is established under section 23 of the Ambulance Services Act 1986 (ASA) and is governed by a board of directors as set out under section 17 of the ASA.
Health Purchasing Victoria is established under section 129 of the HSA (Part 6 Division 1). Health Purchasing Victoria trading as HealthShare Victoria is governed by a board of directors as set out under section 134D of the HSA (Part 6 Division 4).
Forensicare is established under section 328 of the Mental Health Act 2014 which will transition to the Mental Health and Wellbeing Act 2022 (MHWA) on September 1 2023 under section 610. Forensicare is governed by a board of directors pursuant to provisions in the MHWA (Part 14.2).
A new statewide entity tasked to provide mental health and wellness services to young Victorians is to be established under section 673 of the Mental Health and Wellbeing Act 2022 (MHWA) and governed by a board pursuant to provisions in the MHWA Part 16.1, Division 2). The relevant functions in the Act are expected to be consistent with the operation of this Framework and will be clarified with the entity upon its establishment. 

[bookmark: _Toc167215615][bookmark: _Toc167215712][bookmark: _Toc169262079]Appendix 2: Text-equivalent descriptions of figures  
Figure 1 The performance cycle
The performance cycle is represented as a circle in three segments. The segments are Planning, Improvement, Accountability.
Figure 2 Performance domains
The performance domains are represented as a wheel, with the inner circle being Best Patient Outcomes; and the outer circles being:
High quality and safe care
Best practice
Zero harm
Positive patient experience
Strong governance, leadership and culture
Leadership and capability
Workforce safety and engagement
Effective risk management
Timely access to care
Reduced waiting
Equitable access
Optimal recovery
Effective financial management 
Balanced operating results
Value from resources
Appropriate delivery and maintenance of capital
Figure 3: Cascaded performance monitoring, from priority metrics to broader measurement and intelligence
Cascaded performance monitoring is represented by a worked example for Mental Health in two triangles showing:
Strategic Priorities (SOP Part B) 
1. Positive overall consumer and carer/family experience 
2. Consumers report feeling safe
3. Families/carers report their opinions are respected
4. Departures from ED to an MH bed within 8 hours
5. Readmissions within 28 days of separation
6. Seclusion episodes per 1,000 bed days
Sub-measures of above
Disaggregation of above measures across
· age cohorts (child and adolescent mental health services, adults, and older persons)
· sites within a health service, where relevant
· Aboriginal and non-Aboriginal Victorians
Broader monitoring of quantitative metrics and qualitative intelligence
Metrics: local access, bed occupancy, length of stay, long stays, stays with multiple seclusions, pre-admission contacts, HoNOS compliance, time from ED to MH bed. 
Intel: includes cross-departmental and interagency (e.g. Mental Health and Wellbeing Commission) info sharing, Office of Chief Psychiatrist, departmental oversight of sector, direct contacts from consumers, families, workforce and service providers. 
Figure 4 Four performance tiers
The performance tiers are represented as a diamond showing:
Enhanced autonomy: incentivise and reward excellence
Standard oversight: maintain standard oversight and support to stay on track
Performance support: intervene early to prevent extended decline
Mandated intensive support: intensive mandatory support, with transparent triggers and hard accountabilities
Figure 5 Engagement with health services 
Engagement with health services is represented as a semi-circle showing:
Strategy
Annual meeting on the health service’s two-year strategy
Continuous improvement
Detailed improvement work to develop and progress plans 
Accountability 
Regular meetings to drive accountability for delivery and outcomes
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