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No. Description Reference Risk Change 

GVL1.1.5 B The organization’s commitment to active patient engagement and a 
person-centred approach is documented. 

https://www.health.qld.gov.au/__data/assets/word_doc/0023/444353/hf-operational-plan-template.docx
https://www.health.qld.gov.au/__data/assets/word_doc/0023/444353/hf-operational-plan-template.docx
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 Operational plan 

GVL1.3.8 B Responsibility for developing, reviewing and revising the 
organization’s operational plan is clearly assigned. 
Guidance: This should be a responsibility of the medical director and 
may be delegated in collaboration with other governance leaders and 
should be outlined in the documented process. 

1, 12  New 

GVL1.3.9 B Responsibility for approving the organization’s operational plan is 
clearly assigned. 
Guidance: This is typically a responsibility of the governing body in 
collaboration with the executive leadership and should be outlined in 
the documented process. 

1, 12 
 

 New 

 Risk management plan 

GVL1.3.10 B Responsibility for developing, reviewing and revising the 
organization’s risk management plan is clearly assigned. 
Guidance: This should be a responsibility of the medical director and 
may be delegated in collaboration with other governance leaders and 
should be outlined in the documented process. 

1, 12, 16 
 

 New 

GVL1.3.11 B Responsibility for approving the organization’s risk management plan 
is clearly assigned. 
Guidance: This is typically a responsibility of the governing body in 
collaboration with the executive leadership and should be outlined in 
the documented process. 

1, 12 
 

 New 

 Quality improvement plan 

GVL1.3.12 B Responsibility for developing, reviewing and revising the 
organization’s quality improvement plan is clearly assigned. 
Guidance: This should be a responsibility of the medical director and 
may be delegated in collaboration with other governance leaders and 
should be outlined in the documented process. 

1, 12 
 

 New 

GVL1.3.13 B Responsibility for approving the organization’s quality improvement 
plan is clearly assigned. 
Guidance: This is typically a responsibility of the governing body in 
collaboration with the executive leadership and should be outlined in 
the documented process. 

1, 12 
 

 New 
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GVL1.4.5 M Responsibility for developing, reviewing and revising the policies and 
procedures required in accordance with the NHMSFAP accreditation 
standards is clearly assigned. 
Guidance: Policies and procedures may be developed, reviewed and 
revised by different clinical leaders (e.g., nurse leader, MDRD lead) or 
departments (e.g. accounting, human resources) within the 
organization. 

1 L New 

GVL1.4.6 M Clinical practice policies and procedures are developed using 
current standards, protocols and guidelines. 
Guidance: These policies and procedures list the reference standards, 
protocols and/or guidelines adopted and/or used to develop the 
organization’s policies and procedures. 

1 M New 

GVL1.4.7 M Policies and procedures required in accordance with the NHMSFAP 
accreditation standards are reviewed every two years. 
Guidance: These policies and procedures must be reviewed every two 
years at a minimum and should be reviewed more frequently to 
ensure their currency with changes in legislation, regulation and 
accreditation standards. These reviews are documented. 

1 M REVISED 
Fr. 1 to 2 yrs. 

GVL1.4.8 M Policies and procedures required in accord
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GVL1.8.7 M The medical director (or delegated clinical operations leader) 
ensures the appropriate staffing levels for the safe delivery of care. 

1 H  

GVL1.8.8 M The medical director (or delegated clinical operations leader) 
ensures appropriate materials and equipment management to meet 
the needs of the scheduled procedures. 

1 H  

GVL1.8.9 B The medical director (or delegated clinical operations leader) 
ensures staff are provided with appropriate supervision, support and 
guidance. 
Guidance: This is also evidenced by a clinical leadership structure that 
is appropriate to the organization’s size, scope and complexity of 
operations. 

1  New 

GVL1.8.10 B The medical director (or delegated clinical operations leader) 
monitors and resolves workload issues. 
Guidance: Workload monitoring measures may include volume of 
patients, length/type of surgery, patient turnover, nurse-to-patient 
ratios and direct care time and should monitor workload at the 
unit/department level and individual health-care provider level. 

1  New 

GVL1.9 Clinical governance promotes high-quality and safe care by requiring staff to use current accepted evidence-based 
standards, protocols and guidelines in their clinical practice. 

GVL1.9.1 M The organization provides staff with access to current clinical practice 
guidelines. 
Guidance: Clinical guidelines may include decision support tools, 
pathways and clinical care standards and guidelines such as the 
Operating Room Nurses Association of Canada (ORNAC), the 
association of perioperative Registered Nurses (AORN), National 
Association of PeriAnestheisa Nurses of Canada (NAPAN), Canadian 
Anesthesiologists’ Society (CAS), Choosing Wisely Canada etc. Access 
may be through electronic or paper copies or outlined in a policy 
document with web-addresses and online subscription access 
information. 

1, 12, 19 
 

M New 
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GVL1.13.3 M The risk register outlines the processes in place to mitigate the risks 
to the groups of patients that are known to be high-risk. 
Guidance: The mitigation processes on the risk register should be 
supported through policies and procedures. 

1, 18 M New 

GVL1.13.4 M The organization has conducted a risk assessment to identify 
procedures that are known to be high-risk. 
Guidance: Factors to consider in identifying high-risk procedures may 
include but are not limited to the type of anesthesia, malignant 
hyperthermia susceptibility, length of procedure, procedure and/or 
equipment complexity (i.e. x-ray imaging, laser), need for prolonged 
recovery stay, procedures involving specimens or implants and 
seriousness of post-operative infection should it occur. 

1, 18 
 

M New 

GVL1.13.5 M The risk register lists the procedures that are known to be high-risk.  
Guidance: Procedures listed may be a named procedure (e.g. 
abdominoplasty) or may be a group of procedures or processes such 
as medical device reprocessing, procedures involving specimens, 
procedures involving implants, medication administration that utilizes 
multi-dose vials etc. 

1, 18 
 

M New 

GVL1.13.6 M The risk register outlines the processes in place to mitigate the risks 
of the procedures that are known to be high-risk. 
Guidance: The mitigation processes on the risk register should be 
supported through policies and procedures. 

1, 18 
 

M New 

GVL1.14 Patient safety and quality incidents are recognized, reported, investigated and this information used to improve 
safety and quality systems. 
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GVL1.14.2 M Patient safety incidents and near misses are investigated and 
analyzed. 
Guidance: The medical director along with the analysis team shares 
responsibility for conducting, coordinating and reporting on each 
patient safety incident or near miss investigation and analysis. The 
investigation, including interviews, should begin as soon as 
reasonably possible after the incident or near miss. The analysis 
should include a description of the incident or near miss, how and why 
it happened to determine contributing factors and recommended 
actions for improvement in processes or systems. A comprehensive 
analysis should be completed for incidents that result in or near 
misses that could have resulted in major harm and/or significant risk 
of harm. A brief analysis should br t
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