

May 2023
Statutory Duty of Candour Forum
Summary report

This document summarises the content that was discussed at the Safer Care Victoria (SCV) forum held on 6 April 2023.
It also outlines questions raised or points for discussion that were not included at the forum, but which may be of interest to the sector.
SCV is dedicated to ensuring the support of health services and their senior leaders in relation to the reforms arising from the Health Legislation Amendment (Quality and Safety) Act 2022. 
Statutory Duty of Candour (SDC) is set out in section 128ZC of the Health Services Act 1988, section 22I of the Ambulance Services Act 1986, and section 345B of the Mental Health Act 2014.
Further regulations are set out in the Health Services (Quality and Safety) Regulations 2020.
OFFICIAL


[image: Safer Care Victoria]


OFFICIAL
OFFICIAL

OFFICIAL
OFFICIAL

Contents
Summary of SDC forum discussion	2
1.	Serious adverse patient safety events vs. sentinel events	2
2.	ISR 1 & 2 (or equivalent harm rating) valid clinical incidents	4
3.	Hospital Acquired Complication	5
4.	Delay in recognising a SAPSE	6
5.	Delay in the SDC process	6
6.	SDC reporting	7
7.	Residential Aged Care that is part of a health service entity	8
8.	WorkSafe	8
9.	Consumer resources	8
10.	Implementing the SDC —Kat Frick (Barwon Health)	9
11.	Community of practice	10
Further comments or questions raised	11
1.	Single operators and small health services completing reviews	11
2.	Criminal proceedings	11
3.	SDC final report template	11
4.	Contract Visiting Medical Officers	11
5.	Supporting staff after an event	12
6.	Registered health practitioner definition	12
7.	Classifying an event as a SAPSE when it doesn’t fit the definition	12
8.	Apology offered prior to determining an event a SAPSE	12
9.	Verbal opt out statement of the SDC	13
10.	Offering a report when a patient has opted out of the SDC	13
11.	Can the SDC meeting be performed informally in the patient room?	13
12.	Patient/family sharing the SAPSE review report	13
13.	Engagement of members in a SAPSE review panel	13
14.	Sharing learnings from a SAPSE review	14
15.	Support for grieving families and loved ones	14
16.	Training in open disclosure or the SDC	14





8   Safer Care Victoria  Statutory Duty of Candour ForumOFFICIAL
OFFICIAL

Statutory Duty of Candour Forum  Safer Care Victoria  3OFFICIAL
OFFICIAL

[bookmark: _Toc135742299][bookmark: _Toc43470670]Summary of SDC forum discussion
View a recording of the forum: https://www.safercare.vic.gov.au/support-training/adverse-event-review-and-response/duty-of-candour.
1. [bookmark: _Toc135742300]Serious adverse patient safety events vs. sentinel events
A sentinel event (SE) is an unexpected and adverse event that occurs infrequently in a health service entity and results in the death of, or serious physical or psychological injury to, a patient as a result of system and process deficiencies.
SEs are a subset of serious adverse patient safety event (SAPSE) SAPSE. A SAPSE encompasses more than SEs and includes moderate harm, severe harm, prolonged psychological harm (Incident Severity Rating (ISR) 1 & 2 or equivalent).
SEs and SAPSEs occur in relation to unexpected harm/adverse event in a health service entity.
Both a SE and SAPSE require SDC and a review.
SEs have 10 national categories, and an 11th category in Victoria.
A SAPSE is a Victorian classification only.
Timelines
[image: ]
The SDC timeline and SE timeline overlap. 
Part C of the SE report is submitted to the SE Program within 50 days, matching the SDC timeline.
Health service entities have a responsibility to meet the timeline requirements in the Victorian Duty of Candour Guidelines, if delivering a SAPSE review report (including if that report is in relation to a SE) as part of the SDC process.
When exporting reports from the SE portal, the SE report title has changed to ‘SAPSE review report: Review of an event meeting sentinel event criteria’ (formerly ‘Sentinel event report’)
We have removed:
the SCV watermark and branding
 health service Notifier, Lead Reviewer, CEO or authorised delegate name fields, and the health service names of review panel members in Part A.
The SE guide is currently under revision and is due for release in mid-2023. The revised guide will be available via the SCV website.
SAPSE review report writing
The SAPSE review requirements have been built so that if the Health Services Act 1988 (the Act) and Health Services (Quality and Safety) Regulations 2020 (the Regulations) are followed, a SE review (now called a SAPSE review, if all requirements are met) is protected as part of the process. 
The term ‘SAPSE review’ has brought about some confusion, and we will consider this in future amendments of the Act and Regulations. 
What was previously called a SE report was not always consumer friendly or written in easily understandable language for those outside of clinical professions. SE reports can also be distressing to read. When writing the reports, we recommend doing so through a consumer lens:
use a clear, concise writing style
use sub-headings
avoid jargon
avoid legalistic terms
have a key index for abbreviations
Do not include unrealistic or unachievable recommendations in the SAPSE review report.
When to seek protection for an adverse event review, by completing a SAPSE review
The availability of legal protections aim to support a Just Culture in health services, creating a workplace free from blame, ensuring staff feel confident in speaking up candidly in relation to a harm event, and offering protections so that they will not be compelled to give evidence or produce documents in a court of law or to any agency.
There is evidence to support that protections for adverse event review processes will lead to more robust discussion, a better understanding of what has occurred in a particular case and more comprehensive and effective recommendations for improvements. 
Use of the SAPSE review process may help to improve reporting culture in your service. If staff trust in the process and the outcome, they will be more willing to report events, and be involved in reviews. Services should not assume staff will feel safe to speak openly. 
Some examples of when you may want to protect a review by completing a SAPSE review include when:
staff don’t feel safe to speak up
multiple patients are involved
multi-agency reviews
significant media coverage is expected.
Summary SAPSE review reports, translated reports, and resubmitted reports 
Important: if a SAPSE review is in relation to a SE, the full report that is submitted to SCV must be provided to the patient, a person nominated by the patient and the immediate family, carer or next of kin of a patient as the ‘SAPSE review report’ to ensure protections.
Risk: if there is a different report submitted to SCV than the one provided to the patient, or those listed above in relation to a SE, both reports may not attract the protections. 
Summary report: For a summary report to be offered the protections from a SAPSE review, it must be prepared by the SAPSE review panel as part of the SAPSE process and must be written into the Terms of Reference of the SAPSE review panel.[footnoteRef:2]  The patient and/or their immediate family, carer or next of kin, should be offered a copy of the summary report with the full SAPSE review report. [2:  See section 128U of the Health Services Act 1988] 

Translated report: As a translated report is likely to have been prepared by a health service entity after the completion of a SAPSE review report and as the SAPSE review panel did not translate the SAPSE review report, it is arguable that a translated report will not attract the same protections as a SAPSE review report.
Addendum or resubmitted reports: A health service entity may wish to create an addendum report after receiving further information relevant to the SAPSE review report. The need for an addendum report is to be assessed on a case-by-case basis and the additional information should be evaluated against the scope of the terms of reference. If the information received is outside the terms of reference in the SAPSE review report, a new SAPSE review panel will need to be convened to make an addendum to the SAPSE review report. This must then be offered again to the patient and/or their immediate family, carer or next of kin.

2. [bookmark: _Toc135742301]ISR 1 & 2 (or equivalent harm rating) valid clinical incidents
Valid clinical incidents 
A valid clinical incident includes actions or conditions that could have led or did lead to unintended or unnecessary harm to a person receiving care, including adverse events and near misses.[footnoteRef:3] [3:  VHIMS Minimum Dataset Manual 2021-22 (Edition 1) (vahi.vic.gov.au)] 

In the Victorian Health Incident Management System (VHIMS), there is an option stating, ’Is this incident related to care provided by this organisation?” This has replaced the option of “Is this a valid clinical incident.’ There is discontent with the current name, and no consistent definition of how to use it. VAHI is addressing this issue as part of its data integrity/quality program. Reasons to use this field include events such as:
· home visiting clinicians arriving to find a patient has fallen, and risk prevention strategies in place
· pressure injuries on admission to the hospital/health service.
When will an ISR 1 or 2 (or equivalent harm rating) not be considered a SAPSE?
Based on the algorithm, some events trigger an ISR 2 rating in VHIMS that don’t meet the definition of a SAPSE. 
Reminder: although some adverse events may achieve this rating of ISR 1 or 2 (as suggested within the Expert Working Group report to be the threshold), they must still meet the definition of a SAPSE.
Some examples of events that would trigger an ISR 2 rating, but may not necessarily meet the definition of a SAPSE include:
· transfers to another facility, where moderate/severe harm has not been sustained as a result of care or treatment at the facility 
· where the clinical incident management system is used for data collection, such as for some hospital acquired patient complications 
· some sexual safety incidents (minimum ISR rating of 2, currently due for review).
While it is fine to use the clinical incident management system to collect data and monitor known complications, it is important that health services have a process to validate and confirm ISR ratings and exclude them in data extracts for SDC reporting.
If an adverse event is given a rating of ISR 1 or 2 (or equivalent), the clinical governance team must ensure it has a procedure in place for assessing and classing the event as a SAPSE or non-SAPSE. It must link back to the definition. The algorithm isn’t the deciding factor, it is the definition within regulations.
Office of the Chief Psychiatrist’s (OCP) workplan around sexual safety incidents:
The OCP’s new sexual safety guideline is in its final stages of review and will be available to the sector in mid-2023. The revised guideline is broader in scope and provides detailed guidance around the prevention of and response to sexual safety incidents in the sector.

3. [bookmark: _Toc135742302]Hospital Acquired Complication 
A Hospital Acquired Complication (HAC) is a hospital acquired patient complication for which clinical risk mitigation strategies may reduce (but not necessarily eliminate) the risk of that complication occurring.[footnoteRef:4] Some HACs may not be preventable.  [4:  Hospital-acquired complications (HACs) | Australian Commission on Safety and Quality in Health Care] 

When reviewing adverse events and HACs, the health service must identify if the event was due to delayed or missed recognition and response to patient deterioration, and whether the appropriate clinical guidelines, protocol and/or policy were followed. 
A large portion of HACs and risks are discussed appropriately through the consent process, and everything might have been done to prevent it from occurring. However, they still occur.
When assessing each of these cases, we strongly suggest using a patient-centred approach, and acknowledging that it may be difficult to determine if an event is a SAPSE without conducting a review. A review may identify further gaps in the clinical care and safe treatment provided to these patients, which would identify these as SAPSEs. 
	New resource: SCV partnered with the Victorian Perioperative Consultative Council (VPCC) to publish SAPSE examples relating to HACs, available at https://www.safercare.vic.gov.au/support-training/adverse-event-review-and-response/duty-of-candour. 



4. [bookmark: _Toc135742303]Delay in recognising a SAPSE
There may be reasons for a delay in recognising that an event is a SAPSE. For example:
Upon completion of an internal or external review. The date when the event occurred and the date of when the event is identified[footnoteRef:5] by the health service entity may be different. For instance, if an adverse event resulting in a death requires an external review to determine the cause, and/or if it is a SAPSE. [5:  “Identified” is the terminology used within relevant legislation, as the date that the health service become aware of the adverse event being a SAPSE.] 

Coroner. The health service entity may not be aware an event is a SAPSE until receiving the coroner’s report. The SDC would commence from the date the health service becomes aware of the SAPSE. 
Admission to a different health service entity. For example, if a patient is discharged from a day procedure centre (DPC) and readmitted to a hospital having suffered a SAPSE. The hospital should contact the DPC and make them aware of the event, and when the DPC is made aware, the initial health service would commence the SDC. 
Patient/family/carer complaint. The SAPSE definition allows for the patient/family to self-report harm if they believe they have suffered a SAPSE. It is still at the discretion of a registered health practitioner to review the event (including if it has been entered in the clinical incident management system) and determine if it should be categorised as a SAPSE. 

5. [bookmark: _Toc135742304]Delay in the SDC process
There may be delays in meeting key SDC timelines. For example:​
the family is grieving the loss of a loved one​
the service is unable to contact the patient, their family or carer​
difficulties in obtaining an opt-out statement​
the patient was transferred from a regional to metro health service.​
Page 8 of the Victorian Duty of Candour Guidelines, the section titled ’Circumstances requiring a delay’, addresses instances where the affected patient is either unable to participate in the SDC process, or requests a delay. In the context of the Guidelines, ’patient’ also refers to their NOK, family or carer as well, therefore this section is applicable to those who are not ready to participate. In these situations:​
negotiate a preferred date for the health service entity to contact the patient; or​
provide the details of a point of contact in the organisation, if the patient prefers to re-initiate.​
Once there is an agreed commencement date, it must be clearly documented, and requirements 6-9 of the Guidelines should continue. ​
We encourage you to create a procedure for cases where you can’t obtain a signed statement, or it is difficult to contact the patient, or for cases where the process requires delay through negotiation with the patient.

6. [bookmark: _Toc135742305]SDC reporting
[image: ]
We acknowledge that health services won’t be at 100% compliance when the first report is due. This is part of an improvement reform, and we hope to see the gap continue to close as further reports are submitted. We are here to help and support where we can. ​
The SDC will be a quality and safety metric, and reporting will include four (4) data points quarterly.
This data will be provided to the Secretary in an aggregated form per health service, and also a list of services that have not yet submitted their compliance data. We acknowledge that the legislation speaks to non-compliance with the Act. Our aim is to see health services moving towards 100% compliance with the legislation and putting action plans in place to continue to improve.
	New resource: SCV have created SDC Data Collection Reporting Guidelines, which outlines the reporting due date, frequency, and what data to report. These guidelines also link to the SDC HealthCollect access guidelines with instructions on how to register and access the HealthCollect portal. These guidelines are available at: https://www.safercare.vic.gov.au/support-training/adverse-event-review-and-response/duty-of-candour. 



7. [bookmark: _Toc135742306]Residential Aged Care that is part of a health service entity 
This includes Public Sector Residential Aged Care Services (PSRACS). 
The SDC will support residential aged care services to meet the legislated obligations and support multiple aged care standards to ensure the resident’s voice is heard and feedback is managed appropriately. 
In regard to the SDC, residential aged care staff should clearly communicate the risk of a resident’s actions with the resident or their representative and document this conversation with them.
If a patient suffers moderate or severe harm resulting from a fall or choking event, despite having discussed dignity of risk, then it would still fit the definition of a SAPSE within the regulations as they have suffered harm whilst in care, and the SDC must be completed. The health service entity should determine what type of review is appropriate in the circumstances, and ensure the family are aware of their rights and if they want to be engaged in the process.
	New resource: FAQs for PSRACS are available at www.safercare.vic.gov.au/support-training/adverse-event-review-and-response/duty-of-candour. 



8. [bookmark: _Toc135742307]WorkSafe
We have received queries regarding WorkSafe and notifiable incidents, and reports that some people have been delaying the SDC process due to WorkSafe reviews. Ultimately, the WorkSafe process and the SDC process are separate and should be followed separately. 
We are seeking to better understand WorkSafe’s process in order to support services. Depending on the information we can find and collate, we will provide details.
More information to come.

9. [bookmark: _Toc135742308]Consumer resources 
SCV partnered with the Health Issues Centre (HIC) to form a consumer advisory group, which included lived experience members, families of those who have suffered harm and their carers. This group assisted in the creation and co-design of several SDC resources that were released in February 2023 and included:
a poster
a flyer with the SDC process and patient rights
FAQs created from questions arising from the group.
We also released a health service staff ‘how-to guide’, which outlined what the resources detail, suggestions on where to display resources, and co-branding guidelines. 
The poster and flyer also have space to add the contact details of the health service’s dedicated consumer liaison officer (or equivalent) for consumers to contact directly.
We have not released translated documents. This will be considered in the near future. 
The consumer resources are available at www.safercare.vic.gov.au/duty-of-candour-resources-for-patients-families-and-their-carers  and can be found on the right hand side, titled ‘Patient resources’. 

10. [bookmark: _Toc135742309]Implementing the SDC —Kat Frick (Barwon Health)
How did you prepare for SDC? 
Developed a basic summary of the SDC and what it meant for staff when it came to incident reporting
Introduced the language change – 'adverse patient safety event' rather than 'incident'
Published on our SharePoint site with the launch date
Tailored forums for leadership groups and developed FAQs based on questions or concerns raised by staff
Reassured them that the Safety, Quality and Improvement (SQI) unit was there to support the process 
Messaging was that the process is not too different to what we already do
Set up a hotline number (similar to the Sentinel Event Program hotline) and a SDC email inbox for queries
Recommended the SCV training made available on the learning management system. 
What policy/guidelines have you put into place?
We drafted a SDC policy and a guideline incorporating SDC/SAPSE review legislative requirements including open disclosure, which continues to develop as our processes mature. 
What support was provided to staff?
Clinical lead and the Consumer Liaison Officer representative are invited to a pre-meeting to run through the steps of SDC and how that might translate based on the event. The lead is provided a script that incorporates all aspects of SDC to take to the meeting.
Our SQI Coordinators have been shadowing at meetings to get a feel for the facilitation role.
Developing an Advanced Communication Training program targeted at senior Registrar group initially.
How did you manage the SDC meetings and review process in relation to resourcing?
We’ve had great engagement from our clinical leadership groups. Happy to take the lead during open disclosure. Happy to provide an apology. 
The SQI unit supports/facilitates the meetings (provides the information re SDC/timelines/plan etc. Takes notes. Distributes to the patient/family)
CLO helps to maintain communication with the patient/family during review/report development
Developing up SDC champions. 
How has it been going so far? Any challenges/wins?
Really positive engagement. It's clear that patients/families feel heard and involved in the process. Can see the difference that getting the front end of SDC makes to the consumer experience.
Recently, a patient requested to become a consumer representative to support future review panels
Some challenges – providing notes immediately after initial meeting, and transitioning to providing patients/families with reports that bare all.

11. [bookmark: _Toc135742310]Community of practice
Domain, community and practice. Looking at: areas of shared interest and key issues, relationship building, and sharing knowledge, methods, and tools. What is a barrier for one service may not be a barrier for others. Shared learnings and ideas are valuable.
If you think this may be of interest to you in your health service and you have ideas for how this may work, please contact the project team at dutyofcandour@health.vic.gov.au to share thoughts on how this may work. 
[bookmark: _Toc135742311]Further comments or questions raised
1. [bookmark: _Toc135742312]Single operators and small health services completing reviews
Single operators (including mobile anaesthetics) and smaller health services may have difficulty convening a review panel to independently review a SAPSE. We encourage linkage with other health services to develop a pool of representatives who can work across the services.
For assistance in sourcing an external expert, or to register as an external expert, please visit SCV’s PEER Platform or reach out to the SEP at sentinel.events@safercare.vic.gov.au.
Refer to www.safercare.vic.gov.au/support-and-training/partnering-with-consumers/health-services/involve-consumers-in-incident-reviews for more information. 
2. [bookmark: _Toc135742313]Criminal proceedings
A review of a SAPSE is not an investigation into the professional or personal competence of a person providing health services. Where suspected criminal proceedings are identified in relation to a SAPSE, the health service entity must follow usual process to report this to the necessary organisations, such as Victoria Police and the Australian Health Practitioner Regulation Agency (Ahpra).
Health service entities are reminded to be mindful when offering apologies on behalf of a person when a criminal matter is in place. In these instances, we recommend discussing with the relevant legal counsel on a case-by-case basis.
3. [bookmark: _Toc135742314]SDC final report template
	New resource: A SDC final report template is available at https://www.safercare.vic.gov.au/support-training/adverse-event-review-and-response/duty-of-candour. This is not to be used as a SAPSE review report template (protected review).  


4. [bookmark: _Toc135742315]Contract Visiting Medical Officers
In the setting of private hospitals, Visiting Medical Officers (VMOs) are contracted to treat or care for patients within the health service entity. In many By-laws of hospitals, assistance with incident investigation (adverse event review) and open disclosure has been built in for VMOs. 
The SDC is the responsibility of the health service entity, and therefore private hospitals should obtain legal advice as to how to comply with the SDC in the context of health services provided by VMOs. 
 
5. [bookmark: _Toc135742316]Supporting staff after an event
Staff can be significantly impacted post a harm event to a patient. It is important throughout the SDC and SAPSE review processes, that staff are well supported, as it can be quite daunting to be involved in a review. Support includes allowing the staff member to be accompanied by a support person where able and ensuring follow up and debriefs are exercised where appropriate.
Health service entities should also consider the affected staff if recommendations and learnings post a review are published to the wider staff group, and how this may affect staff who were involved in the SAPSE.
6. [bookmark: _Toc135742317]Registered health practitioner definition 
A registered health practitioner is a practitioner who is registered to practice under the Health Practitioner Regulation National Law. The Ahpra site lists registered health practitioner titles.
The SAPSE definition within the Health Services (Quality and Safety) Regulations 2020 requires that it must be the reasonable opinion of a registered health that an event that occurred to a patient while receiving health services has resulted in, or is likely to result in, the relevant type and level or harm to come within the definition of a SAPSE. The term “reasonable” is intended to capture the professional judgement of a registered health practitioner who is not personally involved in an event. Health service entities should develop processes to determine whether an event is a SAPSE. For example, where there is doubt as to whether a particular event is a SAPSE, the registered health practitioner who was involved in the event will not be the best person to determine if the patient has experienced, or is likely to experience, the relevant level and type of harm. 
It may be argued that a registered health practitioner, who is also a family member of an affected patient, could determine an event to be a SAPSE. Compliance with the SDC is the responsibility of the health service entity. While a health service entity may consider the views of a family member of a patient as to the type or level of harm suffered by a patient, ultimately the health service entity should rely on its own established processes to determine if an event is a SAPSE. 
7. [bookmark: _Toc135742318]Classifying an event as a SAPSE when it doesn’t fit the definition
As outlined above, it is the health service entity’s responsibility to comply with SDC and each health service entity should develop its own processes for determining whether an event fulfills the requirements of the definition of a SAPSE within the Health Services (Quality and Safety) Regulations 2020, Once a health service entity has made the judgement that an event is a SAPSE, the health service entity should document that finding and comply with the SDC.
8. [bookmark: _Toc135742319]Apology offered prior to determining an event a SAPSE
As per the Australian Open Disclosure Framework, an apology should be offered as soon as practicable after a harm event. The Victorian Duty of Candour Guidelines states that it must be within 24 hours of a SAPSE being identified by a health service entity.
In some cases, the apology may be offered by the health service entity before it is recognised as a SAPSE. In terms of capturing this in the clinical incident management system, health services should note the date the apology was made even if the entry is made on a later date. 
There are protections around apologies in the Wrongs Act 1958, and the Health Services Act 1988 for SDC.
9. [bookmark: _Toc135742320]Verbal opt out statement of the SDC
Section 128ZC(2) of the Health Services Act 1988 indicates that a patient (which includes their family, carer or next-of-kin) referred to in section 128ZC(1) may choose not to receive information in accordance with the SDC by providing the health service entity with a signed statement. SCV notes that many health service entities have pointed out the difficulty of obtaining a signed statement. SCV will continue to accept health services feedback concerning this issue.
10. [bookmark: _Toc135742321]Offering a report when a patient has opted out of the SDC
The health service entity does not have a responsibility to comply with the SDC or the Victorian Duty of Candour Guidelines when they have opted out of the SDC. This includes sharing the review findings or report with the patient or their family. However, if a SAPSE review is undertaken, the SAPSE review report must still be offered to the patient, the patient’s nominee or next of kin under sections 128V(2) and 128V(3) of the Health Services Act 1988. 
If a patient or their next of kin opts out of the SDC process, it is recommended that the health service entity conduct an adverse event review to ensure relevant information is recorded when relevant staff are available. This is because the patient may later reinitiate their participation in the SDC process and elect to receive information required under the SDC.
11. [bookmark: _Toc135742322]Can the SDC meeting be performed informally in the patient room?
Yes, if the space in which the patient is held is private due to the confidential nature of information being discussed. The patient must also accept this. It may also be somewhat easier if the patient is to remain in hospital for an extended period of time, and to allow for an in-person meeting. 
12. [bookmark: _Toc135742323]Patient/family sharing the SAPSE review report
The patient, their family or carer can share the SAPSE review report with anyone they wish, however it will not be admissible in any action or proceedings before any court or tribunal or any board, agency or other person.
13. [bookmark: _Toc135742324]Engagement of members in a SAPSE review panel
Pursuant to section 128Q(1)(a) of the Health Services Act 1988, membership of a SAPSE review panel must include a person who is not employed or engaged by the health service entity that appointed the panel. Health service entities should ensure that one member on the panel is not employed or engaged by that respective health service entity. An engaged individual may include a VMO or an independent contractor.
14. [bookmark: _Toc135742325]Sharing learnings from a SAPSE review
Sharing learnings and recommendations from a review is important as it demonstrates a commitment towards continued improvement based on the risks identified. Regarding sharing the report and recommendations to an entire health service internally, the health service must ensure that the report is completely de-identified. This includes patient identifiers (name, UR/ID number, address, gender, age and DOB) as well as any other organisation factors, such as area or unit. The health service entity should also consider removing sections of the report that are not relevant when sharing learnings. 
15. [bookmark: _Toc135742326]Support for grieving families and loved ones
Health service entities should review the support they can offer to patient’s family or carers when they are suffering from the loss of a loved one. Some health service entities have the ability to offer in-house counselling or support, however this may be difficult for smaller services. 
We recommend assisting the family to contact their local GP for a referral for mental health support. There is also a free and confidential support called Griefline: https://griefline.org.au/. 
16. [bookmark: _Toc135742327]Training in open disclosure or the SDC
We do not currently offer training to health service entities or clinicians on the open disclosure or SDC processes. However, there are external agencies that may be of interest to health service entities.
Health service entities are encouraged to have a trainee or junior staff member from a development and organisational culture point of view in the SDC meetings to increase confidence and experience.
Other health services have also opted to have pre-meetings and shadowing to offer advice and support when necessary.
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