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1. Introduction 
The evaluation framework for the Brisbane South PHN Person-Centred Care model and initiatives: 

• embeds a whole-of-program logic, with process, output and outcome measures, to facilitate 

linkages between policy and evaluation 

• aligns with the Quadruple Aim 

• reflects the Australian context, including reference to the PHN Program Performance and 

Quality Framework and the Australian Health Performance Framework, and related Brisbane 

South PHN programs locally 

• draws on international and local evidence and experience in evaluating integrated care 

initiatives 

• reflects international and local evidence for qualitative and quantitative evaluation 

methodologies, including a focus on those that maximise relationships with and among 

clinicians 

• has applicability across other programs, if desired. 

1.1 Evaluation approach 
The Person-Centred Care model and initiatives implemented by Brisbane South PHN draw on 

evidence and experience internationally, nationally and locally. However, changes at the person, 

provider and system level are dependent on both external supports and internal motivations for 

change, and require multifaceted strategies sustained over time. 

The evaluation framework is therefore underpinned by a number of different approaches to 

evaluation, including appreciative inquiry, developmental evaluation and empowerment evaluation. 

These approaches all support ongoing learning and iterative adaptation, with the framework also 

drawing on elements of these approaches that are strengths-based and embed participation in the 

monitoring and evaluation of one’s own performance for all those involved. 

Process, output and outcome measures gathered from quantitative and qualitative data have been 

identified in the evaluation framework. While the generation of this data supports refinement of the 

Person-Centred Care model and initiatives, refinements to the evaluation framework should also be 

considered concurrently. The collection and analysis of data should not be constrained by measuring 

the model and initiatives only as they were originally conceived. 

Further, the measures should be continuously reviewed to ensure they: 

• provide meaningful information in a timely manner, promoting responsiveness to findings 

and guard against negative consequences. It is also reasonable for Brisbane South PHN to 

focus on evaluating specific components of initiatives that are most relevant at a particular 

time, rather than all components at all times 

• measure what matters most to people. 

• are practical and responsive to the way the program operates; and realistic given the time, 

resources and expertise available. Burden to any person, provider and within Brisbane South 

PHN should reflect the value of the information being collected and should not deter 

participation in the Person-Centred Care model and initiatives. Seeing the value of collecting 

the data and participation in the model and initiatives can be supported by providing regular 

feedback on findings to those involved. 
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• are reported and communicated in a way that guards against misconceptions, biases, 

distortions and errors. 

1.2 Structure of the evaluation framework 
The structure of the evaluation framework is reflected in Figure 1, reflecting both Brisbane South 

PHN’s adoption of the Quadruple Aim and the PHN Program Performance and Quality Framework, 

which contextualise the outcomes being pursued through the Person-Centred Care model and 

initiatives. As previously mentioned, multifaceted strategies sustained over time will be required, 

with the initial evaluation framework encompassing: 

• the Person-Centred Care Practices initiative 

• the Care Coordination Service for older adults. 

 

Collectively, the initiatives implemented by Brisbane South PHN will pursue person-centred care, 

with the outcomes defined in terms of the Quadruple Aim. Other initiatives can be added over time. 

Each initiative will also be evaluated following a program logic model, outlining the relationship 

between that initiative’s inputs, activities, outputs and outcomes (see Figure 2). 

Figure 2. Program logic model for each initiative 

  

Figure 1. Evaluating the Person-Centred Care model and initiatives 
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2. Evaluating Person-Centred Care with reference to the Quadruple 

Aim outcomes 

2.1 Background 
Brisbane South PHN has adopted the Quadruple Aim as shown in Figure 3. This has been described 

for the Person-Centred Care model and initiatives as shown in Figure 3 1. 

 
Table 1. Descriptors of the Quadruple Aim as adopted by Brisbane South PHN 

Improved experience of 

care 

• Care tailored to the needs of an individual 

• Coordinated and comprehensive care 

• Safe and effective care 

• Right care in the right time in the right place by the right team 

• Increased skills and confidence to manage one’s own health. 

Improved cost efficiency 

and sustainability 

• Efficiency and effectiveness of service delivery 

• Maximising revenue and minimising waste and duplication 

• Increased access to primary care 

• Value-based services 

• Performance based commissioning. 

Improved health outcomes • Reduced disease burden 

• Improved quality of care 

• Increased focus on health promotion and prevention 

• Increased flexibility and scope for innovation. 

Figure 3. Quadruple Aim as adopted by Brisbane South PHN 
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• Improvement in individual behaviours and physical health. 

Improved provider 

experience 

• Increased clinician and staff satisfaction 

• Evidence of leadership and team-based approach 

• Quality improvement culture in practice 

• Practicing at peak of scope 

• No net loss of income. 

 

While the programs and initiatives implemented by Brisbane South PHN will collectively pursue the 

outcomes defined in terms of the Quadruple Aim, some indicators may be more influenced by 

specific programs or initiatives. Further, some indicators directly align with those in the PHN 

Program Performance and Quality Framework. These relationships have been identified through the 

use of icons. 

This icon identifies indicators recognised as being influenced more by the Person-

Centred Care Practices initiative. 

This icon identifies indicators recognised as being influenced more by the Care 

Coordination Services. 

 

This icon identifies indicators that align with indicators in the PHN Program 

Performance and Quality Framework. 

 

 

Given the initial focus of programs and initiatives, evaluation will focus on: 

• adult health service users 

• chronic conditions contributing to potentially preventable hospitalisations (PPHs), in 

particular heart disease, asthma, COPD and diabetes 

• geographical equity, in particular (where data is available): 

o Brisbane South PHN compared with other PHNs and state/national averages 

o Local government areas (LGAs) and Statistical Areas Level 3 (SA3s) where a higher 

burden of chronic conditions has been identified, such as Logan and Redland LGAs. 

• equity for priority populations, including Aboriginal and Torres Strait Islander peoples and 

culturally and linguistically diverse (CALD) people. 

2.2 Improved experience of care 

Quantitative data 
The following quantitative indicators have been identified for evaluating trends in experiences of 

care relating to the Person-Centred Care model and initiatives. 

The majority of data available is not currently reported at the level of LGA or SA3, so analyses is only 

possible at the PHN level with comparison to other PHNs and state/national averages. However, if 

higher resolution geographic data were deemed important for specific indicators, requests may be 

made, e.g. to the Australian Bureau of Statistics (ABS) or Australian Institute of Health and Welfare 

(AIHW). Individual requirements may be met subject to confidentiality and sampling variability 

constraints. 
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The indicators identified in this section reflect established data sources, with routinely collected and 

reported data. Practice and service data may also be collected by Brisbane South PHN (or other 

stakeholders) to facilitate a more targeted understanding of the experience of care. Alignment of 

Brisbane South PHN-led data collection with these established data sources, supports benchmarking 

and comparisons between regions, services and practices. These opportunities are identified in the 

detailed data plans for specific programs and initiatives implemented by Brisbane South PHN, 

included as attachments. 

A summary of these indicators, as they relate to the outcome descriptors of the Quadruple Aim 

adopted by Brisbane South PHN, is provided in Table 22. See Attachment 1 for the detailed data plan 

with baseline review.



Table 2. Quantitative indicators for improved experience of care relating to the Person-Centred Care initiatives 

Outcome 

descriptor 

Summary of indicators Established 

data source 

Level of reporting 
*shading reflects data is reported at this level 
National State PHN LGA SA3 Practice 

/ service 

1.1 Safe and 
effective care 

 
` 

Patient reported experience of care in terms of:  
1.1.1. the quality of care provided 
1.1.2. whether their GP listened to them 
1.1.3. whether their GP showed respect for what they had to say  
1.1.4. whether their GP spent enough time with them 
1.1.5. whether their usual GP or place of care always or usually 

explained test results in a way they could understand 

ABS Patient 
Experiences 
Survey, as 
reported in 
AIHW Healthy 
Community 
Indicators 

      

1.2 Care tailored to 
needs of an 
individual 

Patient reported experience of care in terms of: 
1.2.1. whether they were involved in decisions about their care 

by their usual GP or place of care 
1.2.2. whether they felt comfortable talking with their usual GP 

or place of care about personal problems relating to their 
health 

1.2.3. whether their usual GP or place of care asked about things 
in their work or life that affect their health 

ABS Patient 
Experiences 
Survey, as 
reported in 
AIHW Healthy 
Community 
Indicators 

      

Rates of identification of priority populations by practices and 
services: 
1.2.4. Aboriginal and/or Torres Strait Islander origin status 

(ethnicity report) 

Brisbane South 
PHN PenCS PAT 
CAT data 
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Outcome 

descriptor 

Summary of indicators Established 

data source 

Level of reporting 
*shading reflects data is reported at this level 
National State PHN LGA SA3 Practice 

/ service 

1.3 Increased skills 
and confidence 
to manage 
one’s own 
health 

Ability to actively manage health in terms of the extent to which 
people: 
1.3.1. feel understood and supported by healthcare providers 
1.3.2. have sufficient information to manage their health 
1.3.3. actively manage their health 
1.3.4. have social support for managing their health 
1.3.5. can appraise health information 
1.3.6. have the ability to actively engage with healthcare 

providers 
1.3.7. have the ability to navigate the healthcare system 
1.3.8. have the ability to find good health information 
1.3.9. understand health information well enough to know what 

to do 

ABS Health 
Literacy Survey 

      

1.4 Right care, 
right place, 
right time 

1.4.1. The use of emergency department after hours National Non-
admitted 
Patient 
Emergency 
Department 
Care Database, 
as reported in 
AIHW Healthy 
Community 
Indicators 

      

1.4.2. Patient reported use of emergency department for care 
that could have been provided by GP 

ABS Patient 
Experiences 
Survey, not yet 
reported in 
AIHW Healthy 
Community 
Indicators 
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Outcome 

descriptor 

Summary of indicators Established 

data source 

Level of reporting 
*shading reflects data is reported at this level 
National State PHN LGA SA3 Practice 

/ service 

1.4.3. ED attendances categorised as less urgent (Category 5) Queensland 
Health Hospital 
Performance 
Emergency 
Care 

  HHS    

1.4.4. Proportion of adults attending ED ABS Patient 
Experiences 
Survey, not yet 
reported in 
AIHW Healthy 
Community 
Indicators 

      

Use of GP after hours and for emergency attendance: 
1.4.5. MBS data 

Australian 
Government 
Department of 
Health MBS 
data 

      

Use of GP after hours and for emergency attendance: 
1.4.6. Brisbane South PHN data 

Brisbane South 
PHN PenCS PAT 
CAT data 

      

Patient reported GP access in terms of: 
1.4.7. those who needed to see a GP but did not due to cost 
1.4.8. those who felt they waited longer than acceptable to get 

an appointment with a GP 

ABS Patient 

Experiences 

Survey, as 

reported in 

AIHW Healthy 

Community 

Indicators 
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Outcome 

descriptor 

Summary of indicators Established 

data source 

Level of reporting 
*shading reflects data is reported at this level 
National State PHN LGA SA3 Practice 

/ service 

1.4.9.  Use of emergency departments for lower urgency care, 
all hours 

1.4.10. Use of emergency departments for lower urgency care, in 
hours 

1.4.11. Use of emergency departments for lower urgency care, 
after hours 

AIHW Use of 
emergency 
departments 
for lower 
urgency care 

      

1.5 Coordinated 
and 
comprehensive 
care 

Patient reported access to a preferred GP in terms of: 
1.5.1. those with a preferred GP 
1.5.2. those who could not access their preferred GP 

ABS Patient 

Experiences 

Survey, as 

reported in 

AIHW Healthy 

Community 

Indicators 

      

Patient reported support for care coordination in terms of 
1.5.3. those who saw 3+ health professionals for the same 

condition and who had at least one health professional 
health coordinate care, and: 

1.5.3.1. Who that health professional was (GP, specialist, 
nurse, other) 

1.5.3.2. The extent to which coordination of care helped 
1.5.4. those who saw 3+ health professionals for the same 

condition who had issues caused by a lack of 
communication between health professionals 

ABS Patient 

Experiences 

Survey, as 

reported in 

AIHW Healthy 

Community 

Indicators 
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 GP participation in team care arrangements 
1.5.5. MBS data 

Australian 

Government 

Department of 

Health MBS 

data 

      

GP participation in team care arrangements 
1.5.6. Brisbane South PHN data 

Brisbane South 
PHN PenCS PAT 
CAT data 

      

1.5.7. Shared health summaries contributed to the My Health 
Record system for patients with a My Health Record 

Brisbane South 
PHN PenCS PAT 
CAT data 

      

 

Qualitative research 
Additional and in-depth insight of the experience of care in the Brisbane South PHN region is gained from targeted qualitative research. Diverse approaches 

are available, with their selection dependent on the evaluation question to be answered. Guidance on gathering consumer perspectives and example 

instruments is included in Appendix 1. 
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2.3 Improved cost efficiency and sustainability 
The following quantitative indicators have been identified for evaluating trends in experiences of care relating to the Person-Centred Care model and 

initiatives. 

A summary of these indicators, as they relate to the outcome descriptors of the Quadruple Aim adopted by Brisbane South PHN, is provided in Table 33. 

See Attachment 1 for the detailed data plan with baseline review. 

Additional measures at the level of individual Person-Centred Care programs and initiatives implemented by Brisbane South PHN have been included in the 

respective attachments. 

Table 3. Indicators for improved cost efficiency and sustainability relating to the Person-Centred Care initiatives 

Outcome descriptor Summary of indicators Established data 
source 

Level of reporting 
*shading reflects data is reported at this level 
National State PHN LGA SA3 Practice/

service 

2.1 Efficiency and 
effectiveness of 
service delivery 

No measures currently identified 

2.2 Maximising 
revenue and 
minimising 
waste and 
duplication 

No measures currently identified 

2.3 Increased access 
to primary care 

 

Patient reported GP access in terms of: 
2.3.1. those who needed to see a GP but did not due to 

cost 
2.3.2. those who felt they waited longer than acceptable 

to get an appointment with a GP 

ABS Patient 
Experiences Survey, 
as reported in 
AIHW Healthy 

      

 2.3.3. bulk billing rates by type of service Australian 
Government 
Department of 
Health MBS data 
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Outcome descriptor Summary of indicators Established data 
source 

Level of reporting 
*shading reflects data is reported at this level 
National State PHN LGA SA3 Practice/

service 

 2.3.4. Out-of-pocket expenses for GP attendances Department of 
Health MBS claims 
data, as reported as 
reported in AIHW 
Healthy Community 
Indicators 

      

 Patient reported medication access in terms of: 
2.3.5. those who delayed or avoided filling a prescription 

due to cost 

ABS Patient 
Experiences Survey, 
as reported in 
AIHW Healthy 
Community 
Indicators 

      

2.4 Value-based 
services 

No measures currently identified 

2.5 Performance-
based 
commissioning 

2.5.1. Contracts include requirements for monitoring and 
reporting measurable outputs and outcomes 

Brisbane South 
PHN commissioning 
data 

      

2.5.2. Contracts link a component of funding to achieving 
measurable outputs and outcomes 

Brisbane South 
PHN commissioning 
data 
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2.4 Improved health outcomes 
The following indicators have been identified for evaluating trends in health outcomes relating to the Person-Centred Care model and initiatives. 

A summary of available indicators, as they relate to the outcome descriptors of the Quadruple Aim adopted by Brisbane South PHN, is provided in Table4. 

See Attachment 1 for the detailed data plan with baseline review. 

Table 4. Available indicators for improved health outcomes relating to Person-Centred Care 

Outcome descriptor Summary of indicators Established data 
source 

Level of reporting 
*shading reflects data is reported at this level 
National State PHN LGA SA3 Practice/

service 

3.1 Reduced disease 
burden 

3.1.1. Burden of Disease 
3.1.2. Life expectancy 

AIHW Burden of 
Disease Study 

      

3.1.3. Potentially preventable hospitalisations (PPH) National Hospital 
Morbidity 
Database, as 
reported in AIHW 
Community 
Indicators 

      

3.1.4. Potentially preventable hospitalisations (PPH) Queensland Health 
HHS Performance   HHS    

3.1.5. Improvement in risk factors (Reporting ) Brisbane South 
PHN PenCS PAT 
CAT data 

      

  

P12 
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3.2 Focus on 
wellness and 
prevention 

3.2.1. GP health assessments and GP chronic disease 
management planning and team-based care 

Australian 
Government 
Department of 
Health MBS data 

      

GP recording of risk factors for selected chronic conditions: 

3.2.2. smoking status 
3.2.3. weight classification 
3.2.4. alcohol consumption status 
3.2.5. risk factors to enable CVD risk assessment 
3.2.6. patients aged 65 and over who were immunised 

against influenza 
3.2.7. female patients with an up-to-date cervical 

screening 

Brisbane South 
PHN PenCS PAT 
CAT data measures 
for PIP QI 

      

3.2.8. socioeconomic indexes for areas (SEIFA) ABS Census of 
Population and 
Housing: Socio-
Economic Indexes 
for Areas (SEIFA) 

      

3.3 Improvement in 
individual 
behaviours and 
physical health 

Risk factors for selected chronic conditions (adult): 

3.3.1. overweight and obese 
3.3.2. vegetable consumption 
3.3.3. fruit consumption 
3.3.4. physical activity 
3.3.5. smoking 
3.3.6. sun protection 
3.3.7. self-rated health 
3.3.8. risky drinking 

Queensland Health 
Preventive Health 
Surveys - Current 
Regional Headline 
Indicator results       
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3.4 Improved 
quality of care 

Monitoring: 
3.4.1. diabetes (Reporting ) 

3.4.1.1. HbA1C for patient with diabetes 
3.4.2. CVD risk assessment 
3.4.3. asthma (Reporting ) 
 
Adult immunisations 
3.4.4. influenza 
3.4.5. pneumococcal 
3.4.6. shingles 

Brisbane South 
PHN PenCS PAT 
CAT data 

      

Monitoring: 
3.4.7. HbA1C for patient with diabetes 
3.4.8. immunisations against influenza for patient with 

diabetes 
3.4.9. immunisations against influenza for patient with 

COPD 
3.4.10. blood pressure recorded for patient with diabetes 

Brisbane South 
PHN PenCS PAT 
CAT data measures 
for PIP QI       

3.5 Increased 
flexibility and 
scope for 
innovation 

No measures currently available 

# From 1 July 2019, PPHs will be shadow priced (and impact funding from 2020–21). This should create an alternative source of data for PPHs. 

 

  



Page 10 of 40 

2.5 Improved provider experience 

Quantitative data 
The following indicators have been identified for evaluating trends in provider experience relating to the Person-Centred Care model and initiatives. 

The indicators identified in this section reflect established data sources, with routinely collected and reported data. Practice and service data may also be 

collected by Brisbane South PHN (or other stakeholders) to facilitate a more targeted understanding of provider experience. Alignment of Brisbane South 

PHN-led data collection with these established data sources, supports benchmarking and comparisons between regions, services and practices. These 

opportunities are identified in the detailed data plans for specific programs and initiatives implemented by Brisbane South PHN, included as attachments. 

A summary of available indicators, as they relate to the outcome descriptors of the Quadruple Aim adopted by Brisbane South PHN, is provided in Table 5. 

See Attachment 1 for the detailed data plan with baseline review.  
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Table 5. Indicators for improved provider experience related to the Person-Centred Care initiatives 

Outcome descriptor Summary of indicators Established data 
source 

Level of reporting 
*shading reflects data is reported at this level 

National State PHN LGA SA3 
Practice/
service 

4.1 Increased 
clinician and 
staff satisfaction 

4.1.1. Practice nurse satisfaction across a range of areas APNA Workforce 
Survey       

4.1.2. General practitioner and GP registrar satisfaction 
across a range of areas 

MABEL survey 
(National results 
published by 
RACGP) 

      

4.2 Quality 
improvement 
culture in 
practice 

GP commitment to QI 
4.2.1. accreditation of practices 

AIHW Aboriginal 
and Torres Strait 
Islander Health 
Performance 
Framework (HPF) 
report 2017 

      

GP commitment to QI 
4.2.2. practice participation in the Practice Incentives 

Program and by incentive type 

Australian 
Government 
Department of 
Health Practice 
Incentives Program 
data 

      

4.3 Evidence of 
team-based 
approach 

Participation in GP chronic disease management – team 
care arrangements 
4.3.1. MBS data 

Australian 
Government 
Department of 
Health MBS Data 

      

Participation in GP chronic disease management – team 
care arrangements 
4.3.2. Brisbane South PHN data 

Brisbane South 
PHN PenCS PAT 
CAT data 
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Outcome descriptor Summary of indicators Established data 
source 

Level of reporting 
*shading reflects data is reported at this level 

National State PHN LGA SA3 
Practice/
service 

4.3.3. General practitioner and GP registrar satisfaction 
with colleagues and fellow workers 

MABEL survey 
(National results 
published by 
RACGP) 

      

4.3.4. General practitioner and GP registrar consultation 
and communication with others in the practice 

MABEL survey 
(National results 
unpublished by 
RACGP) 

      

4.3.5. Practice nurse satisfaction with relationships with 
other health professionals 

APNA Workforce 
survey       

4.4 Practising at 
peak of scope 

4.4.1. Practice nurse use of education and ability to 
extend role or undertake more complex clinical 
activities 

APNA Workforce 
survey       

4.4.2. General practitioner and GP registrar – extent of 
delegation 

MABEL survey 
(National results 
unpublished by 
RACGP) 

      

4.4.3. Annual salary of Australian Association of Practice 
Managers members [noting limited focus] 

Australian 
Association of 
Practice Managers 
survey (National 
results available for 
a fee) 

      

4.5 No net loss of 
income 

4.5.1. General practitioner and GP registrar satisfaction 
with remuneration 

MABEL survey 
(National results 
published by 
RACGP) 
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Qualitative research 
Additional and in-depth insight of provider experience in the Brisbane South PHN region is gained from targeted qualitative research. Diverse approaches 

are available, with their selection dependent on the evaluation question to be answered. Guidance on gathering clinician perspectives and example 

instruments is included in Appendix 2. 

Engagement with providers and clinicians is an ongoing role for many staff within Brisbane South PHN, and reporting and responding to insights gathered 

should be built into standard processes. 

 



3. Evaluating the Person-Centred Care Practices Initiative  

3.1 Purpose 
To build the capacity and capability of general practice to increasingly deliver care that puts people at the centre of their care, providing wrap-around 

services that are respectful of, and responsive to, the preferences, needs and values of the patient. 

3.2 Relationship with program logic 
The program logic for the Person-Centred Care Practice Initiative reflects the many components that together aim to build the capacity and capability of 

general practice, improving performance across the ‘change concepts’ identified for general practices transforming towards a Patient-Centred Medical 

Home model of care. See Attachment 2. 

The initiative is being developed in a complex environment, characterised by a large number of interacting and interdependent elements in which there is 

no central control. Patterns of change emerge from rapid, real time interactions that generate learning, evolution and development. In this context, 

evaluation is positioned as a function of the internal team, who are integral in the process of gathering and interpreting data, framing issues, surfacing and 

testing model developments. Measures and tracking systems develop as outcomes emerge and change during the evaluation as the initiative evolves 

(Better Evaluation 2019). 
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3.3 Evaluation questions 
Evaluation questions are listed in Table6 for the components making up the initiative. The program logic, with indicators and a detailed data plan for each 

evaluation question, is provided in Attachment 2. 

Table 6. Evaluation questions and indicators for the Person-Centred Care Practices Initiative 

Components for 
evaluation 

Evaluation questions Indicators 

PC1. Overall Program PC1.A. Is care provided by 
practices person-centred? 

PC1.A.1. Patient reported experience in practices enrolled in the program 

PC1.B. Is delivery of the program 
efficient? 

PC1.B.1. Average cost per enrolled practice, and range 

PC1.C. Is delivery of the program 
cost-effective? 

PC1.C.1. Participation of practices for the cost 

PC2. Program 
governance 

PC2.A. Is the program design 
acceptable to 
stakeholders? 

PC2.A.1. Stakeholder register for program is current and comprehensive with priority 
populations defined 

PC2.A.2. Stakeholder perspectives are sought and incorporated into program 
PC2.A.3. Compliance with stakeholder engagement and communications strategy 

PC2.B. Is program 
implementation supported 
and resourced? 

PC2.B.1. Staff capability and competency are assessed, and development needs 
addressed 

PC2.B.2. Staff participation/completion QI (Lean) training 
PC2.B.3. Software systems are available to manage interactions and relationships with 

‘customers’ 

PC2.C. Are decisions about the 
design, improvement and 
funding of the program 
supported by evidence? 

PC2.C.1. Program logic and evaluation framework are maintained and up-to-date 
PC2.C.2. Evaluation and reporting are conducted in accordance with the evaluation 

framework 

PC3. Practice 
engagement 

PC3.A. Is information about the 
program appropriate and 
accessible? 

PC3.A.1. Multiple communication methods are used to meet practice preferences 
PC3.A.2. Program information and communication is reviewed regularly 
PC3.A.3. Feedback from practices is incorporated into program information and 

communication 

O14 

P4 
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Components for 
evaluation 

Evaluation questions Indicators 

PC3.A.4. The number of practices contacted as a % of all target practices and by 
geographical area 

PC3.B. Are practices enrolling in 
the program? 

PC3.B.1. The number of practices enrolled: 

− as a % of practices contacted 

− as a % of all target practices. 
PC3.B.2. Of the practices enrolled, the role of the person providing leadership within 

the practice 

PC3.C. Is enrolment in the 
program appropriate, 
feasible and sustainable 
for practices? 

PC3.C.1. The number of practices not enrolled and: 

− as a % of all practices contacted 

− as a % of all target practices. 
PC3.C.2. The number of practices ceasing enrolment and as a % of all those enrolled 

(reported for the past 3-, 6- and 12-month period) 
PC3.C.3. Qualitative feedback on barriers and resistance to enrolment 

PC4. Leadership PC4.A. Is participation in 
leadership development a 
priority for general 
practices? 

PC4.A.1. The number of individuals/practices participating in leadership training, and as 
a % of those enrolled in the program 

PC4.A.2. Of the individuals enrolled in leadership training, the role of the person within 
the practice 

PC4.A.3. The number of individuals/practices participating in leadership coaching 
support, and as a % of those participating in leadership training and a % of 
those enrolled in the program 

PC4.A.4. Of the individuals enrolled in leadership coaching support, the role of the 
person within the practice 

PC4.A.5. Qualitative feedback on barriers and resistance to participating in leadership 
training 

PC4.A.6. The scores for this ‘change concept’ on the PCMH-A tool (average and range), 
comparing practices enrolled in the PCCP initiative and all practices who have 
completed the tool 

PC4.B. Is leadership development 
support appropriate and 

PC4.B.1. Qualitative feedback on: 

P1 
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Components for 
evaluation 

Evaluation questions Indicators 

accessible for general 
practices? 

− extent to which leadership development support requirements have been 
met by training +/- coaching 

− additional/unmet needs identified. 

*Note: the following indicator is only a pilot indicator and should be used and 
interpreted with caution. The tool was developed for the purpose of supporting quality 
improvement and not as a measure of outcomes. 

PC4.B.2. Changes in scores for this ‘change concept’ on the PCMH-A tool, comparing 
practices who have completed leadership training +/- coaching and those who 
have not 

PC4.C. Is leadership development 
support delivered 
efficiently? 

PC4.C.1. Average cost per individual for: 

− training and coaching (and median and range) 

− training 

− coaching (and median and range). 

PC4.D. Is leadership development 
support cost-effective? 

*Note: this is only a pilot indicator and should be used and interpreted with caution. The 
tool was developed for the purpose of supporting quality improvement and not as a 
measure of outcomes. 

PC4.D.1. Changes in scores for this ‘change concept’ on the PCMH-A tool for the cost 
for: 

− training and coaching (median and range) 

− training (median and range) 

− coaching (median and range). 
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Components for 
evaluation 

Evaluation questions Indicators 

PC5. Quality 
improvement 

PC5.A. In what areas do enrolled 
practices need 
improvement and/or 
support in transforming 
towards a patient-centred 
medical home model of 
care? 

PC5.A.1. The relative scores across the ‘change concepts’ on the PCMH-A tool (averages 
and range), comparing practices enrolled in the PCCP initiative and all 
practices who have completed the tool 

PC5.A.2. The relative enrolment across the components of the PCCP initiative and 
across other relevant program areas (Optimal Care Chronic Disease 
Management Program, Building Digital Health Program, education programs) 
within Brisbane South PHN 

PC5.A.3. Qualitative feedback from practices on needs 

PC5.B. Is participation in QI 
training a priority for 
general practices? 

PC5.B.1. The number of individuals/practices participating in QI training, and as a % of 
those enrolled in the program 

PC5.B.2. Of the individuals enrolled in QI training, the role of the person within the 
practice 

PC5.B.3. Qualitative feedback on barriers and resistance to participating in QI training 
PC5.B.4. The scores for this ‘change concept’ on the PCMH-A tool (average and range), 

comparing practices enrolled in the PCCP initiative and all practices who have 
completed the tool 

PC5.C. Is QI training appropriate 
and accessible for general 
practices? 

PC5.C.1. Qualitative feedback on: 

− extent to which QI support requirements have been met by training 

− additional/unmet needs identified. 

*Note: the following indicator is only a pilot indicator and should be used and 
interpreted with caution. The tool was developed for the purpose of supporting quality 
improvement and not as a measure of outcomes. 

PC5.C.2. Changes in scores for this ‘change concept’ on the PCMH-A tool, comparing 
practices who have completed QI training and those who have not 

PC5.D. Is QI training delivered 
efficiently? 

PC5.D.1. Average cost per individual and per practice 

PC5.E. Is self-assessment using 
the PCMH-A tool a priority 
for general practices? 

PC5.E.1. The number of practices completing the self-assessment, and as a % of those 
enrolled in the program 

PC5.E.2. Qualitative feedback on reasons for not participating in QI training 

P1 



Page 19 of 40 

Components for 
evaluation 

Evaluation questions Indicators 

PC5.E.3. The scores for this ‘change concept’ on the PCMH-A tool (average and range), 
comparing practices enrolled in the PCCP initiative and all practices who have 
completed the tool 

PC5.F. Is the self-assessment 
PCMH-A tool and 
supporting resources 
appropriate and accessible 
for general practices? 

PC5.F.1. The time between: 

− enrolling in the program and completing the PCMH-A 

− starting the PCMH-A and conducting the self-assessment meeting. 
PC5.F.2. Access to and progression through the toolkit: 

− the number of practices accessing the online toolkit, and as a % of those 
who have completed the PCMH-A 

− module completion rates. 
PC5.F.3. The number of practices completing the PDMH-A who request PHN support, 

and as a % of those completing the PCMH-A 
PC5.F.4. Type of additional support requested by PHNs in undertaking the self-

assessment and the time of staff required (qualitative feedback) 
PC5.F.5. Satisfaction with self-assessment tools and supporting resources for guiding QI 

process (qualitative feedback) 

PC5.G. Is support for self-
assessment using the 
PCMH-A tool efficient? 

PC5.G.1. Average cost per practice 

PC5.H. Is the online platform to 
support the PDSA process 
appropriate and accessible 
for general practices? 

Access to and progression through the PDSA process: 

PC5.H.1. The number of individuals/practices accessing the PDSA online platform, and 
as a % of those enrolled in the program 

PC5.H.2. The choice of tools accessed through the PDSA online platform 
PC5.H.3. QI cycle completion rates 

PC5.I. Is support for the PDSA 
process using the online 
platform efficient? 

PC5.I.1. Average cost per individual/practice 



Page 20 of 40 

Components for 
evaluation 

Evaluation questions Indicators 

PC5.J. Is QI support overall cost-
effective? 

*Note: this is only a pilot indicator and should be used and interpreted with caution. The 
tool was developed for the purpose of supporting quality improvement and not as a 
measure of outcomes. 

PC5.J.1. Changes in scores for this ‘change concept’ on the PCMH-A tool for the costs 
of QI training (Lean), PCMH-A tool and supporting resources, and PDSA online 
platform 

PC5.K. What is the relationship 
between participation in 
this program and others 
delivered by Brisbane 
South PHN? 

PC5.K.1. Uptake of other program areas (Optimal Care Chronic Disease Management 
Program, Building Digital Health Program, education programs), comparing 
practices enrolled in the PCCP initiative and all practices 

PC6. Patient-centred 
care 

PC6.A. Is using the patient 
experience platform a 
priority for general 
practices? 

PC6.A.1. The number of practices using the patient experience platform (Happy or not), 
and as a % of those enrolled in the program 

PC6.A.2. Qualitative feedback on barriers and resistance to using the patient 
experience platform 

PC6.A.3. The scores for this ‘change concept’ on the PCMH-A tool (average and range), 
comparing practices enrolled in the PCCP initiative and all practices who have 
completed the tool 

PC6.B. Is the patient experience 
platform effective in 
influencing general 
practice activity? 

PC6.B.1. Qualitative feedback from participants in webinars on their use of the patient 
experience platform and changes made 

PC6.C. Is provision of the patient 
experience platform 
efficient? 

PC6.C.1. Average cost per practice 

PC6.D. Is using the health 
education platform a 
priority for general 
practices? 

PC6.D.1. The number of practices using the health education platform (GoShare), and 
as a % of those enrolled in the program 

PC6.D.2. GoShare resource use by practice 

P1 

P1 
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Components for 
evaluation 

Evaluation questions Indicators 

PC6.D.3. Qualitative feedback on barriers and resistance to using the health education 
platform 

PC6.D.4. The scores for this ‘change concept’ on the PCMH-A tool (average and range), 
comparing practices enrolled in the PCCP initiative and all practices who have 
completed the tool 

PC6.E. Is the health education 
platform effective in 
supporting patient self-
management? 

PC6.E.1. Utilisation of the health education platform (GoShare) by patients 

− By volume, by practice 

− By topic.  
PC6.E.2. Currency of content 
PC6.E.3. Stability of platform 

PC6.F. Is provision of the health 
education platform 
efficient? 

PC6.F.1. Average cost per practice 
PC6.F.2. Average cost per resource accessed by patients 

PC6.G. Is patient-centredness 
support overall cost-
effective? 

*Note: this is only a pilot indicator and should be used and interpreted with caution. The 
tool was developed for the purpose of supporting quality improvement and not as a 
measure of outcomes. 

PC6.G.1. Changes in scores for this ‘change concept’ on the PCMH-A tool for the cost 
for the provision of the patient experience and health education platforms 

  

P1 
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4. Evaluating the Care Coordination Services initiative 

4.1 Initiative purpose 
To delay adults with rising-risk1 becoming high-risk by providing an early intervention care coordination service that is guided by a Person-Centred Care 

plan. 

4.2 Relationship with program logic 
The program logic for the Care Coordination Service commissioned by Brisbane South PHN reflects the key functions proposed as part of service delivery. 

Together, these aim to empower consumers and drive self-efficacy and self-management in a manner that responds to the individuals’ expressed priorities, 

motivations, goals and current levels of health literacy. 

Service delivery will commence in July 2019 with funding for two years. While the core elements of the service model are taking shape, improvements will 

continue to be made as the context is increasingly understood. The initial focus of Brisbane South PHN and the service commissioned to deliver Care 

Coordination services is to improve, enhance and standardise the service as outputs and outcomes become more predictable. Formative evaluation will be 

used, with cycles of reflection and action, to achieve this continuous improvement. 

Once initiative activities are well established and stable, summative evaluation will be used to evaluate the effectiveness of the service. At this time, it is 

expected that Brisbane South PHN and the commissioned Care Coordination service provider will have significant experience and increased certainty about 

what works best in the local area. 

4.3 Evaluation questions 
Evaluation questions are listed in Table 7 for the components making up the initiative. The program logic, with indicators and a detailed data plan for each 

evaluation question, is provided in Attachment 3. 

Table 7. Evaluation questions and indicators for Care Coordination Services 

Components for 
evaluation 

Evaluation questions Indicators 

CC1. Overall Initiative CC1.A. Is the care received by 
clients coordinated by 

CC1.A.1. Patient reported experience (general practice) 
CC1.A.2. Client reported experience (service provider) 

                                                           
1 adults with ‘rising risk’ refers to people who are not currently frequently hospitalised but are considered to be at ‘rising risk’ of hospitalisation and whom, without 
appropriate support, may experience unnecessary and avoidable deterioration 

O14 
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practices and person-
centred? 

CC1.B. Is service provision 
distributed equitably? 

CC1.B.1. Service provision distribution according to targets 

CC1.C. Is delivery of the initiative 
efficient? 

CC1.C.1. Average cost per enrolled client, and range 
CC1.C.2. Breakdown of staff times relating to direct and indirect service delivery and 

administrative tasks 

CC1.D. Is delivery of the initiative 
cost-effective? 

CC1.D.1. Participation of clients for the cost 

CC2. Initiative 
governance and 
implementation 

CC2.A. Are stakeholders aware of 
the initiative and actively 
engaged? 

CC2.A.1. Stakeholder register for initiative is current, comprehensive and reflecting the 
defined priority populations 

CC2.A.2. Stakeholder perspectives are sought using a variety of methods and 
incorporated into initiative 

CC2.A.3. Compliance with stakeholder engagement and communications strategy 
CC2.A.4. The service model and lessons learned are shared with other regions 

CC2.B. Are contractual 
arrangements managed in 
accordance with Brisbane 
South PHN Governance 
requirements? 

CC2.B.1. Compliance with audit / governance standards 
CC2.B.2. Provider compliance with reporting and deliverables schedule 

CC2.C. Are decisions about the 
design, improvement and 
funding of the initiative 
supported by evidence? 

CC2.C.1. Program logic and evaluation framework are maintained and up-to-date 
CC2.C.2. Evaluation and reporting are conducted in accordance with the evaluation 

framework 
CC2.C.3. Mechanisms such as issues, risk and quality registers are in place to guide 

decision making about service and model development 
CC2.C.4. Brisbane South PHN’s Needs Analysis reflects feedback from the Care 

Coordination Services initiative, including obstacles and access experiences 

CC3. Participant 
identification and 
referral 

CC3.A. Is information about the 
initiative appropriate and 
accessible? 

CC3.A.1. Multiple communication methods are used to meet practice preferences 
CC3.A.2. Initiative information and communication is reviewed regularly 
CC3.A.3. Feedback from service providers is incorporated into initiative information and 

communication 

P4 
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CC3.B. Are health care providers 
aware of the initiative? 

CC3.B.1. No. of referrals 
CC3.B.2. Referral source 

− By practice 

− By practitioner 

CC3.C. Are referral mechanisms 
clear and easy-to-use? 

CC3.C.1. Quality of referral 

− Key item audit 

CC3.D. Are health care providers 
referring eligible people? 

CC3.D.1. Appropriateness of referral 

− Eligibility criteria match 

− Disposition categories 
o Lost to follow-up 
o Declined care 
o Not accepted /inappropriate referral 
o Redirected to alternative provider (CC initiated) 
o Accepted – short intervention 
o Accepted 

CC3.D.2. Qualitative feedback on barriers and resistance to referral 

CC3.E. Are health care providers 
committed to supporting 
the outcomes of the 
initiative? 

CC3.E.1. The number of practices referring into the service 
CC3.E.2. The number of case conference / case conference participants 
CC3.E.3. Health care provider satisfaction / engagement 

CC4. Assessment and 
intake 

Does the assessment tool / 
approach: 

CC4.A. Determine eligibility 

 

 

(see CC2.D.3) 

CC4.B. Estimate likely level of need 
(informing workload and 
workforce capacity and total 
participant number)? 

CC4.B.1. Variance between predicted and actual resource requirements 

CC4.C. Identify if initial or re-entry? CC4.C.1. Status recorded 

Is the assessment tool/approach: 

CC4.D. Timely? 

 

CC4.D.1. Waiting time for assessment  

P1 
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CC4.E. Acceptable to applicants? CC4.E.1. Proportion of assessment questions left unanswered in each of the 
assessment tools 

CC4.F. Are people who have 
accepted the service 
allocated a coordinator 
appropriate to their needs in 
a timely manner? 

CC4.F.1. Proportion of clients who were contacted within 5 business days following 
receipt of referral 

CC4.F.2. Waiting time for assessment and initiation of intervention 

CC4.G. Are people with other needs 
navigated to other suitable 
programs or support? 

Disposition categories: 

CC4.G.1. Redirected to alternative care coordination provider (client request) 
CC4.G.2. Redirected to alternative care coordination provider (service initiated) 

CC5. Supporting health 
literacy and self-
management 

CC5.A. Does the care model: 

− Consider consumer’s 
knowledge and 
capacity around their 
chronic disease? 

− Identify barriers to self-
management? 

− Set consumer goals? 

CC5.A.1. A coordination and management plan is developed based on consumer’s 
knowledge, capacity and goals 

− Discuss carer/family 
role in support and 
education? 

− Result in a clear Care 
Coordination plan? 

CC5.A.2. The management plan improves the consumer’s knowledge and capacity 
around their chronic disease and addresses barriers to self-management 

CC5.B. Are health care providers 
aware of the health literacy, 
health education and self-
care support requirements 
of their patients 
participating in the Care 
Coordination service? 

CC5.B.1. Health literacy training completion by Care Coordination Service Provider 
CC5.B.2. Coordination and management plan is communicated to the general 

practitioner 
CC5.B.3. Number of client related contacts with referring GP 
CC5.B.4. Health education platform (GoShare) is used as part of care 

Indicator 

TBD 
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CC5.C. Do participating clients 
report improvement in their 
self-efficacy? 

CC5.C.1. Improved scores in assessment reviews midway and at exit from the service 

CC6. Supporting 
navigation 

CC6.A. Do participants report 
logistical barriers to care? 

CC6.A.1. Number of service linkages 
CC6.A.2. Number of residential moves in previous 6 months 
CC6.A.3. Housing type 
CC6.A.4. Attendance history 
CC6.A.5. Participant feedback 

CC6.B. Do participants access the 
support needed for 
medication management 

CC6.B.1. Engagement with medication management support 
CC6.B.2. Number of participating clients who have received a medication review 

CC6.C. Do participants access the 
range of services required to 
meet their identified goals? 

CC6.C.1. Participant feedback / satisfaction 
CC6.C.2. Improved health / self-management status 

CC7. Supporting 
information flow 

CC7.A. Do stakeholders find 
information flow: 

− Timely? 

− Relevant? 

− Easy to access? 

− Improved? 

CC7.A.1. Number of case conferences 
CC7.A.2. Number/variety of participants in case conferences 
CC7.A.3. Service provider feedback 

CC7.B. Do stakeholders think that 
information flow prevents 
confusion and adverse 
events? 

CC7.B.1. Proportion of adverse events or close calls with information flow as a 
contributing factor 

CC8. Forming a network 
of health, 
community and 
social supports 

CC8.A. Have relevant services been 
connected with the service 
provider? 

CC8.A.1. Introductory emails sent with shared contact 
CC8.A.2. Meetings held as required, led by the expressed needs of the service provider 

CC8.B. Are GPs and practice staff 
more knowledgeable of 
their local community and 
neighbourhood support 
programs and resources? 

CC8.B.1. Practice feedback 

Indicator 

TBD 
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CC8.C. Does an active network of 
service providers committed 
to assisting consumers with 
chronic disease exist? 

CC8.C.1. Care provider feedback 
CC8.C.2. Client feedback 

CC8.D. Does a sustainable network 
of community and social 
supports committed to 
assisting consumers with 
chronic disease exist? 

CC8.D.1. Service provider feedback 
CC8.D.2. Client feedback 

 

P4 
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Appendix 1. Guidance on gathering consumer perspectives and 

example instruments 
A1.1 Commonly researched approaches to measuring consumer experiences 
A 2013 evidence scan by the Health Foundation in the UK provides a general overview of the most 

commonly researched approaches to measuring patient and carer experience in empirical literature. 

Approaches vary according to the depth of information they provide and the extent to which they 

collect information that may be generalisable to a wider population, as described in Figure 4. 

Figure 4. Examples of methods used to measure patient experience (de Silva 2013) 

 

When choosing an approach, it is recommended that consideration be given to: 

1. How patient experience is being defined to inform exactly what needs to be measured? 

2. Why patient experience is being measured and how the information will be used? 

3. Whether it would be useful to combine approaches so that both qualitative and more 

quantitative material is collected. 

4. Whether to ask everyone using the services or only a sample to provide feedback. 

5. Whether the best time to collect feedback is immediately after using the services, when 

experiences are fresh in people’s minds. 

6. Allocation of enough time at the outset to plan and test measurement methods, particularly 

if these will be used for many years to monitor change over time. 

7. How the end-result needs to be presented for various audiences as this may shape how data 

are collected. Potential outputs include statistical averages, in-depth quotes or graphs? 

8. Ensuring that there is appropriate infrastructure at an organisational level to analyse and use 

patient experience information. 

9. Ensuring that patients, carers, managers and health professionals are all comfortable with 

why feedback is being collected and how it will be used. Staff need to be on board as well as 

patients. 

10. Ensuring that patient experience measures are seen as one component of a broader 

framework of measurement and that all of the approaches work well together, without 

excessive burden for either staff or patients (de Silva 2013). 
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Consideration may also be given to: 

• privileging patient experience and outcomes that reflect what matters most to them; and 

• ensuring consumers in the collection process have adequate skills and support. 

Data collected at the level of individual teams and close to the time of the time when care was 

experienced has the greatest impact on health care services (Russell 2013). 

Many experience-based co-design toolkits are available that not only support gathering consumer 

perspectives, but incorporating them in service improvement. An Experience Based Co-Design toolkit 

has been published by the Australian Healthcare and Hospitals Association (AHHA) and the 

Consumers Health Forum of Australia (CHF) that brings together existing resources from the UK and 

New Zealand with Australian case studies to support utilisation in the Australian context (Prestantia 

Health 2017). CHF also has a Real People Real Data toolkit that provides guidance on gathering, 

considering and acting on consumer stories (CHF 2014). 

A1.2 Approaches to measuring consumer perspectives in the management of chronic disease 
Approaches can be broadly divided into less descriptive approaches such as surveys, and more 

descriptive approaches such as interviews and focus groups. 

Surveys 

There are many surveys measuring consumer perspectives in the management of chronic disease, 

which vary according to such things as: 

• how they are administered (surveys that are handed out, short feedback postcards, devices 

for real time feedback including kiosks or electronic devices at the point of care, postal 

surveys, online surveys and rating sites, computer assisted telephone interviewing) 

• the survey content and question types (with a significant number of tools validated for 

specific topics, subgroups or contexts within the broad field of patient experience of chronic 

condition care) 

• timing of surveys relative to care experiences 

• sampling 

• purpose (research, quality improvement, accountability) 

• audience for reporting/publishing of results. 

Examples of surveys used for measuring consumer perspectives in the management of chronic 

disease, and that have been used or adapted for use in the Australian environment, are listed in 

Table 8.
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Table 8. Examples of surveys used for measuring consumer perspectives in the management of chronic disease 

Survey Items Elements in survey Alignment with Quadruple Aim 
‘Improved experience of care’ 
descriptor? 
*grey text reflects author’s subjective 
consideration of those descriptors not aligning 

Comments 

Patient Assessment 
of Chronic Illness 
Care (PACIC)2 

20-
item 
scale 

• Patient activation (items 
1-3) 

• Delivery system 
design/decision support 
(items 4-6) 

• Goal setting (7-11) 

• Problem 
solving/Contextual 
Counselling (items 12-
15) 

• Follow up/coordination 
(items 16-20) 

• Care tailored to the needs of an 
individual 

• Coordinated and comprehensive 
care 

• Safe and effective care 

• Right care in the right time in the 
right place by the right team 

• Increased skills and confidence 
to manage one’s own health 

The PACIC is a practical instrument that has 
been shown to be reliable and have face, 
construct and concurrent validity (Glasgow, et al 
2005). It has been used and validated for a 
variety of chronic conditions and in a variety of 
languages (Arditi, et al 2018; Cramm and 
Nieboer 2012; Peytremann-Bridevaux 2013), and 
adapted for specific populations, e.g. older 
patients after hospitalisation (Cramm and 
Nieboer 2014) and in a short form (Cramm and 
Nieboer 2012). It has also been used to capture 
patient experience through implementation of 
patient-centred medical homes (Tung, E, et al 
2017). It has been incorporated into the 
instrument to be used for the patient surveys to 
evaluate the Australian Government Health Care 
Homes program (Health Policy Analysis 2017). 

Patient Activation 
Measure (PAM) 

22-
item 

• Patient engagement: 
knowledge skill and 
confidence for self-
management 

• Care tailored to the needs of an 
individual 

• Coordinated and comprehensive 
care 

• Safe and effective care 

• Right care in the right time in the 
right place by the right team 

• Increased skills and confidence 
to manage one’s own health 

PAM is a valid and reliable measure of 
activation, which is one component of a 
patient’s overall health literacy level. It has been 
used and validated in a number of settings, 
countries and languages. 
A 13-item version has been evaluated to be 
effective and efficient in the Australian setting 
(SESML 2015). 

                                                           
2 PACIC: http://www.improvingchroniccare.org/downloads/pacic_copy1.pdf 
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Care Coordination 
Quality Measure for 
Primary Care 

43-
item 

• Care coordination • Care tailored to the needs of an 
individual 

• Coordinated and comprehensive 
care 

• Safe and effective care 

• Right care in the right time in the 
right place by the right team 

• Increased skills and confidence 
to manage one’s own health 

 

Consumer 
Assessment of 
Healthcare Providers 
and Systems (CAHPS)  
- Clinician and 

Group Survey Set 

31-
item 

• Getting timely 
appointments, care, and 
information 

• How well providers 
communicate with 
patients 

• Providers' use of 
information to 
coordinate patient care 

• Helpful, courteous, and 
respectful office staff. 

• Patients' rating of the 
provider 

• Care tailored to the needs of an 
individual 

• Coordinated and comprehensive 
care 

• Safe and effective care 

• Right care in the right time in the 
right place by the right team 

• Increased skills and confidence 
to manage one’s own health 

Developed in the US, the CAHPS Clinician & 
Group Survey (CG-CAHPS) assesses patients' 
experiences with health care providers and staff 
in doctors' offices. 
This survey has been used in Australia in a 
private hospital (Healthscope) pilot program, 
with only minor changes to make culturally 
appropriate. 

Consumer 
Assessment of 
Healthcare Providers 
and Systems (CAHPS)  
- PCMH Item 

supplemental set 

6-
items 

• Access to care 

• Coordination of care 

• Self-management 
support 

• Comprehensiveness 

• Care tailored to the needs of an 
individual 

• Coordinated and comprehensive 
care 

• Safe and effective care 

• Right care in the right time in the 
right place by the right team 

• Increased skills and confidence 
to manage one’s own health 

A supplementary survey to the CG-CAHPS, 
developed to assess patients’ experiences in 
medical homes. The survey is not limited to 
practices that explicitly function as medical 
homes, and can be used by any primary care 
practice that is interested in a more 
comprehensive assessment of their patients’ 
experiences. 



Descriptive feedback 

There are a variety of mechanisms by which consumers can provide descriptive feedback regarding 

the management of chronic diseases, as reflected in the ‘3.1 Background to qualitative evaluation’ 

above. 

The challenge with interpreting research evidence regarding gathering consumer perspectives in the 

management of chronic disease, is that the research typically identifies the data collection 

methodology at a high level (e.g. structured or semi-structured interviews, observations, focus 

groups, analysis of complaints and compliments), without providing sufficient or any detail about 

the: 

• design or style. Where described, different terms may be used for approaches with minimal 

difference in approach. 

• factors that influenced choosing a particular data collection methodology. An example of 

considerations for choosing between interviews and focus groups is presented in Table 9. 

Table 9. Considerations for choosing between interviews and focus groups (adapted from NSF 

1997) 

Factors to consider Focus groups may be preferred 
when: 

Interviews may be preferred 
when: 

Group interaction Interaction of participants may 
stimulate a richer response or new 
and valuable thought 

Interaction of participants is likely 
to be limited or non-productive 

Group/peer pressure Group/peer pressure will be 
valuable in challenging the thinking 
of participants and illuminating 
conflicting opinions 

Group/peer pressure would inhibit 
responses and cloud the meaning 
of results 

Sensitivity of subject 
matter 

Subject matter is not so sensitive 
that participants will temper 
responses or withhold information 

Subject matter is so sensitive that 
respondents would be unwilling to 
talk openly in a group 

Depth of individual 
responses 

Participants will be able to say all 
that is relevant (or that they know) 
in less than 10 minutes 

The topic is such that a greater 
depth of response per individual is 
desirable 

Data collector fatigue It is desirable to have one 
individual to collect data (as 
fatigue is unlikely) 

It is possible to have numerous 
individuals collect data (as fatigue 
may occur when conducting many) 

Extent of issues to be 
covered 

The volume of issues is not 
extensive 

A greater volume of issues must be 
covered 

Continuity of 
information 

A single subject area is being 
examined in depth and strings of 
behaviours are less relevant 

It is necessary to understand how 
attitude and behaviours link 
together on an individual basis 

Cost and timing Quick turnaround is critical, and 
funds are limited 

Quick turnaround is not critical, 
and budget will permit higher cost 
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Gathering patient experience through engagement strategies 

Collaborative Pairs: Developed in the UK (The King’s Fund 2019) and currently being implemented 

through a pilot in Australia (CHF 2019), the Collaborative Pairs program is an example of embedding 

shared decision making in the quality improvement of services. 

In this program, pairs from the same local health and care system work together on a shared 

challenge. One half of the pair is a clinician or manager who wants to find new ways of working with 

patients and service users. The other half of the pair is a patient or service user leader. 

The program is designed to assist clinicians and patients or consumers to build productive 

relationships and to appreciate and practice how different roles and perspectives can be a 

constructive force for change (CHF 2019). 

A1.3 Engaging with Aboriginal and Torres Strait Islander communities 
Genuine engagement of Aboriginal and Torres Strait Islander people is necessary, and requires a 

sustained relationship built on trust and integrity (Hunt 2013a). 

Evidence shows that engaging with Aboriginal and Torres Strait Islander communities requires 

partnerships with Aboriginal and Torres Strait Islander organisations within a framework of self-

determination and Aboriginal and Torres Strait Islander control. There is currently little evidence to 

guide how mainstream organisations can effectively engage Aboriginal and Torres Strait Islander 

people without working with and through Aboriginal and Torres Strait Islander partners (Hunt 

2013a). 

A number of national documents provide guidance: 

• Engaging with Indigenous Australia – exploring the conditions for effective relationships with 

Aboriginal and Torres Strait Islander communities (Hunt 2013b) 

• Aboriginal and Torres Strait Islander Peoples Engagement Toolkit (AHRC 2012) 

• Aboriginal and Torres Strait Islander Engagement Strategy (NDIA 2017). 

Brisbane South PHN’s stretch Reconciliation Action Plan (BSPHN 2018) has been endorsed by 

Reconciliation Australia and all activities will be reflected in our progress reports regarding this 

document. 
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Appendix 2. Guidance on gathering clinician perspectives and 

example instruments 
A2.1 Evaluation approaches that maximise relationship building with and among stakeholders 

to create readiness for future change initiatives 
Stakeholder engagement during program evaluation is valuable, particularly when fostering positive 

long-term relationships. This requires active involvement of stakeholders in the development and 

evaluation of programs—from the beginning and throughout the process. 

 

Program stakeholders may include clinicians, health providers or services, community-based 

services, specialist services, non-health care providers (i.e. disability, aged care sectors), regional 

health services, patients and their carers, other agencies, peak bodies, community members and 

leaders. 

Engaging key stakeholders in program logic design nurtures shared ownership of the program’s aims, 

purpose, scope, activities, outcomes and evaluation. If program outcomes and evaluation measures 

align with the strategic priorities of collaborators, in particular regional community needs, this will 

strengthen engagement, collaboration and ownership. Revisiting the program logic will often be 

necessary to support focus, dialogue and progress. 

Effective program leadership and governance is necessary to support implementation. Engaged 

leaders across the program and stakeholder organisations endorse and empower contributors. Clear 

governance and governance structures support mutual understanding of expectations, 

responsibilities and accountability particularly around collaboration and data control. 

Meaningful engagement is genuine, receptive, transparent and collaborative, and contributes to 

ongoing positive stakeholder relationships. It is important that these principles are upheld when 

collecting, incorporating and responding to stakeholder feedback. 

Similar to program design, evaluation design must also engage relevant stakeholders. Allowing 

stakeholder perspectives to be incorporated and ensuring measures are relevant and important to 

stakeholders. This is necessary, not just to identify whether a program has ‘worked’, but also to 

answer why and how. 

Healthcare program evaluation is often recognised for its challenges and complexity due to tensions 

between competing priorities including maintaining service delivery, achieving comprehensive 

evaluation, varied expectations and goals, and achieving consensus. ‘Evaluation anxiety’ can also 

hinder collaborative efforts when those being evaluated may feel subject to judgement about 

behaviour and outcomes against externally agreed measures (Brewster et al. 2015). To some, 

evaluators may seem like co-investigators or facilitators, but to others they may be seen in a less 

positive light, as unwelcome intruders or assessors making judgement. 

A comprehensive literature-based set of challenges that may arise in program evaluation and should 

be considered to optimise stakeholder involvement is presented in Table 10. 

Meaningful engagement with stakeholders will assist in building shared understandings and 

cultivating positive relationships. The involvement of stakeholders contributes to capturing 

diverse perspectives, defining the political context, transparency, increasing the quality, scope 

and depth of evaluation questions and building capacity (ACI 2013, p. 6). 
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Table 10. Challenges to address when optimising stakeholder involvement (Brewster et al. 2015) 

• Securing full consensus on the specifics of evaluation objectives 

• Unpacking contrasting interpretations about what and who the evaluation is for 

• A desire on the part of evaluators to fix the goals for improvement programs early in the evaluation 
process 

• Evolution of interventions (intentionally or unintentionally) during implementation36 and ongoing 
negotiation about evaluation scope in relation to implementation evolution 

• Fear of evaluation being used for performance management 

• Mismatched interpretations of stakeholders’ own role and other partners’ roles 

• An interpretation of evaluators as friends or confidants, risking a subsequent sense of betrayal 

• A lack of shared language or understanding if some partners lack familiarity with the methodological 
paradigm or data collection tools being proposed 

• Conflicts between the burden of evaluation data collection and the work of the programme 

• Previous experiences of the dubious value of evaluation leading to disengagement with current 
evaluation work 

• Tensions between an imperative to feedback findings and to respect principles of anonymity and 
confidentiality 

• Encountering the ‘uncomfortable reality’ that a service or intervention is not performing as planned or 
envisaged and objectives have not been met 

• Negotiations with gatekeepers about access to complete and accurate data in a timely fashion 

• A reluctance to share evaluation findings if they are seen as against the ‘organisational zeitgeist’ or 
threaten identity and reputational claims 

• Pressure from partners, research sponsors or funders to alter the content or scope of the evaluation, 
or to delay their publication 

Primary Health Networks 

System integration and capacity building undertaken by Primary Health Networks has been essential 

in building and sustaining relationships with general practice. This is demonstrated by the 

engagement of approximately 46 per cent of all general practices across Australia in providing data 

to Primary Health Networks for quality improvement advice (Australian Government Department of 

Health 2018). 

Being familiar with the collaborators and stakeholders, while understanding the context of their 

work and business (for example, corporate, private and sole practices), as well as their geographical 

context and case-mix is essential. 

A2.2 Maximising relationship building with and among clinicians to create readiness for 

future change initiatives 
Medical engagement with doctors encouraged and empowered to take a lead on service 

improvement initiatives, is considered to be a significant predictor of performance within services. 

Along a continuum of engagement, a combination of factors will influence the extent of engagement 

(see Figure 5). 
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Figure 5. The continuum of medical engagement (Clark 2012) 

 

A framework for achieving greater medical engagement is proposed (see Figure 6). This applies an 

approach that is consistent with the IHI Framework, where engaging physicians is identified as 

requiring: 

• discovering a common purpose 

• reframing values to make clinicians partners 

• segmenting the engagement plan to identify and activate champions 

• using engaging improvement methods to make the right thing easy to do and 

• involving clinicians visibly and valuing their time (Reinertsen et al. 2007). 

It is also consistent with the approach used by the McLeod Regional Medical Centre, a centre that 

has won awards for its work engaging and clinically integrating 400 independent doctors. It proposes 

medical engagement requires: 

• asking doctors to lead 

• asking doctors what they want to work on 

• making it easy for doctors to lead and to participate 

• recognising those doctors who lead 

• supporting medical leaders when confronted by resistance from colleagues and 

• providing opportunities to learn and grow (Gosfield and Reinertsen 2010). 
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Figure 6. A framework for achieving greater medical engagement (Clark 2012) 
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