
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

September 2017  

Medical Leadership Forum Summary 

Dr Frank Daly – Personal reflections 

and lessons from the west coast, 

Australia. 

Frank delivered an open, honest and insightful overview 

of his medical career spanning from leading the 

Emergency Department Four Hour Program to his recent 

role as the CE of the Child and Adolescent Health Service 

where he led the $1.2 billion Perth Children’s Hospital 

Project. His talk provided the following insights:  

 There are limited Medical Chief Executives in 

Australia but doctors have the capability and 

opportunity to contribute in these roles  

 The conundrum of promotion to Executive level 

without formal financial management training (is it 

necessary?)  

 One of his critical success factors was his time  

spent wandering around all clinical and non-clinical 

areas, becoming familiar with the staff and taking 

the opportunity to listen to clinician and patient 

stories   

 It seems some medical staff in their mid-40s to 50s 

experience challenges mid-career. Is it due to 

longevity of their clinical role? Transition to 

leadership roles? Could their drive be applied to 

quality and safety activities in a more targeted 

manner?   

 Upcoming trends in health we need to focus on 

include: our accountability to the community and 

what that means in terms of transparency; 

improvements in communication methods; 

accountability at the clinical level that connects from 

the bedside to the board; funding models that 

purchase outcomes rather than activity and reduce 

incentives to admit patients to acute hospitals  

 There has been a fundamental shift in the medical 

profession around perceptions of professional 

autonomy. From individual activity to a focus on 

multidisciplinary teams in the context of increasingly 

informed patients (Google) 

Clinician Compacts Update 

Dr Stephen Hampton – Compact document 

development 

A group was established to develop support 
documents for those wanting to start compacts. The 
Medical Staff Compact is a useful tool for improving 
engagement between medical staff and healthcare 
organisations. They are stated agreements of 

expectations and focus on patient safety and quality 

care outcomes. 

Some early advice in the development of a compact: 

 At the earliest stages the Chief Executive, the 

Executive and the Board should be approached  

 A compact development group comprising 

both medical and managerial staff should be 

formed 

 Discussions should be positive and focus on 

the benefits of the compact. They should 

cover behaviours and responsibilities 

A resource to assist with developing medical compacts 

and related forum presentations has been placed on 

the CEC website. 

Dr Roslyn Crampton – The experience at 

Westmead Hospital 

The development of compacts at Westmead involved 

vast consultation and collaboration.  A hospital wide 

statement of agreed principles covering a respectful 

culture in medicine was developed. It is a document 

that outlines a collective responsibility for 

accountability for quality and safety. The process of 

developing this document resulted in senior doctors 

feeling engaged. JMOs are requesting a specific 

version. For a copy of the Westmead document, please 

see the CEC website.  

 

Carrie Marr, Chief Executive CEC – Improvement is a journey, not a destination 

The NSW Health system currently has 5 strategic directives: patient safety first, better value care, systems 
integration, governance and accountability, and data analytics.  
Carrie noted that staff feel our current system is functioning in a reactive and systematic way, but we need to move 
towards becoming proactive to be safer and more reliable. As a system, we need to be transparent and understand 
harm as well as our near misses and improve our capability for improvement. 
This year the CEC is committing to adapt our approach, supporting leadership in quality and safety by working 
closely with the Local Health Districts to complete priority work. We are supporting frontline clinical teams using 
Deming’s profound knowledge relating to the psychology of change, systems, understanding and addressing 
unwarranted clinical variation (especially as it relates to harm) and using the model for improvement. 
 



 

 

VMO and Staff Specialists – is there really a difference in engagement? 

Dr Stephen Hampton- the challenges in a specialty network:  

Justice Health completed a survey with their Staff Specialists and VMOs. It collected their views of quality and 

safety, improvement activities, teaching, research, leadership and management. The findings showed very similar 

responses across nearly all aspects and found the only significant difference related to VMOs with small FTE 

fractions.  

Dr Roslyn Crampton – Western Sydney Local Health District:  

Their survey on VMOs and Staff Specialists had a 23% response rate. The focus was on clinician satisfaction and 

engagement with the organisation. It found no significant difference between VMOs and Staff Specialists but found 

the engagement decreased for senior medical staff who were working furthest from the clinical level, with least 

engagement for those working at the LHD level. The survey also tested whether it was possible to determine from 

their answers and workplace behaviour whether the respondent was a VMO or Staff Specialist with the conclusion 

that this was not possible. 

Dr Claire Blizzard – Health Education Training Institute:  

This discussion related to whether there was a difference in the commitment of Staff Specialists and VMOs to 

training. There is evidence that an FTE (or equivalent time for VMO) below 0.4 correlates with less involvement in 

training the next generation. Discussion in the room raised questions around small FTE fractions and the impact on 

patient safety, the importance of vertical and horizontal engagement, and a belief that we should move away from 

the term, Visiting Medical Officer. 

 

Zero in on Preventable Surgical Complications 

Dr Tony Shakeshaft – NSQIP (National Surgical Quality Improvement Program)  

NSQIP is a system that provides outcome data on all surgical procedures. It compares mortality, morbidity including  
cardiac complications, pneumonia, unplanned intubation, sepsis, urinary tract infections as well as length of stay. 
NSW currently has 4 hospitals using this system, with plans to extend to more. It provides a very thorough statistical 
comparison across hospitals as well as providing tools and resources including pre-surgical assessments. 

Dr Greg Keogh – P-Possum, NELA and COPS programs at Prince of Wales Hospital, SESLHD: 

P-Possum aims to predict poor outcomes based on comorbidities and provides a score. It has been useful in 
assisting the conversation with the patient about expected outcomes. 

The NELA (National Emergency Laparotomy Audit) has assisted senior doctors with improving patient care by 
identifying patients likely to deteriorate during emergency laparotomy and in ensuring post-operative care and 
referral to intensive care. Review of the program has shown improvements in access to theatre, risk documentation, 
admissions to critical care and clinical input from geriatrics.  

COPS (Care of Older People in Surgery) is a new model of care that provides an automatic referral to the geriatric 
team for all emergency admissions for patients over 75 years. The program has shown a reduction in hospital 
complications of care, and functional status at day 3 post-operatively.  

All programs show that systematic assessment, scoring, documentation and clinical management improves patient 
outcomes.  

Prof Peter Zelas – Collaborating Hospitals Audit of Surgical Mortality (CHASM) 

CHASM is a large state-wide database. Only a relatively small percentage of the confidential cases referred to 
CHASM warrant further investigation. There have been some emerging themes from the system and clinical issues 
including: peri-operative care, clinical supervision, communication, documentation, deteriorating patients, 
aspiration, anticoagulant management, septic arthritis and futile surgery. The CHASM process has been providing 
surgeons an opportunity to reflect on the outcomes and the system to make improvements in surgical care.     

 

  


