
 
 

Open Disclosure Policy  
 
What is open disclosure? 
Open disclosure is the process of open communication with a patient, and or their family/support person, 
following an adverse or unexpected event that may or may not result in harm to the patient.  
 
The open disclosure process 
The Open Disclosure Process will commence after the detection of a clinical incident by: 

 A member of staff at the time of the incident.  
 The attending VMO  
 When an unexpected outcome is first detected sometime after the incident. 
 A patient who expresses concern or dissatisfaction with their health care either at the time of the 

incident or at some time after the incident. 
 An incident discovered at audit, such as clinical audit or medical records review. 
 

After identifying a clinical incident has occurred, the members of the clinical team must ensure that steps 
are taken immediately to prevent or reduce the occurrence of further suffering and harm to the patient. 
After any such steps have been initiated, the following measures will be implemented by the hospital: 
 

1. Report the clinical incident to a relevant authority, in accordance with Department of Health 
policy and Safer Care Victoria.  

2. Notify the patient of the clinical incident and the known facts up to that point in time.  
3. Undertake an investigation of the clinical incident. 
4. Provide feedback to the patient. 
5. Develop an agreed plan for the ongoing care of the patient.  
 

Investigation of a clinical incident 
A clinical incident may signal a serious breakdown in health care systems and require thorough 
investigation and response. Any clinical incidents identified by Direct Endoscopy must be appropriately 
investigated to determine what happened and, where possible, to reduce the risk of a similar clinical 
incident happening again. Members of the clinical team are required to participate in any investigation 
that may arise from a clinical incident. 
 

Undertaking the investigation process under legal privilege 
If an investigation into a clinical incident is carried out at the request of Direct Endoscopy legal advisers, 
the communications generated during the investigation, including the investigation report, may be 
subject to legal professional privilege. If a document or record is subject to legal professional privilege, 
that document or record is protected from disclosure unless legal professional privilege is waived.  
 

Staff Education and Competency – Open Disclosure 

Staff have regular education and competency assessment in open disclosure management.  
 
Open disclosure is defined in the Australian Open Disclosure Framework as: “an open discussion or 
series of discussions with a patient and/or their support person(s) about a patient safety incident which 
could have resulted, or did result in harm to that patient while they were receiving health care.” 
Refer to: 

https://www2.health.vic.gov.au/hospitals-and-health-services/quality-safety-service/clinical-risk-
management/open-disclosure/open-disclosure-framework 

https://www2.health.vic.gov.au/hospitals-and-health-services/quality-safety-service/clinical-risk-management/open-disclosure/open-disclosure-framework
https://www2.health.vic.gov.au/hospitals-and-health-services/quality-safety-service/clinical-risk-management/open-disclosure/open-disclosure-framework


 
Pathway Algorithm for Open Disclosure Process at Direct Endoscopy facilities  

 

Clinical incident management and 
Reporting Processes 

Statutory/mandate reporting requirements 
/medico legal claims 
 

Sentinel Event 
Response 
Process 
 

Ref to MD and 
CEO 

 

Initiate Open Disclosure Process 
 Initial disclosure to the patient should occur as soon 

as possible (within 24hrs). 
 Identify who will undertake the open disclosure and 

how meetings will be conducted. 
 Identify under what privileged process the incident 

will be investigated and implications regarding 
release of information. 

 

Notify Patient 
Inform patient of 
the Facts of the 
incidents. Avoid 
Speculation.   

 

Expression Of 
Regret 
An expression of 
regret or apology 
must not include 
any admission of 
fault or liability. 
 

Development of 

agreed plan for 
patients ongoing 
care. 
 

Investigation 
The investigation of a clinical incident should involve a 
comprehensive and systematic analysis of the facts to identify 
contributing factors. 
Legal advise may also be sort 
 

Completing the open disclosure process 
Final report prepared for the patient (taking into 
account prohibitions on the disclosure of information) 

cleared by CEO and legal consultation or relevant other.  
 

Development & 
Implementation of 
recommendations 

 

Feedback to 
Healthcare 
providers 

Sentinel Event 

Clinical Incident/adverse event 
Detection  
Minimise risk of further harm. Provide 
appropriate clinical care. Support patient. 
and staff.  
 

Inform patient of Clinical Incident 
Patients must be informed of the probable or definite 
occurrence of a clinical incident that has resulted in, or is 
expected to result in harm. This includes sentinel events. 
 


