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Disclaimer 

Inherent limitations 

This Evidence Report has been prepared as outlined in the Introduction Section.  The services provided in 
connection with this engagement comprise an advisory engagement, which is not subject to assurance 
or other standards issued by the Australian Auditing and Assurance Standards Board and, consequently 
no opinions or conclusions intended to convey assurance have been expressed.  

No warranty of completeness, accuracy or reliability is given in relation to the statements and 
representations made by, and the information and documentation provided by, the Department of 
Health and other stakeholders consulted as part of the process. 

KPMG has indicated within this Evidence Report the sources of the information provided.  We have not 
sought to independently verify those sources unless otherwise noted within the report.  

KPMG is under no obligation in any circumstance to update this Evidence Report, in either oral or written 
form, for events occurring after the Evidence Report has been issued in final form. 

Third Party Reliance 

This report has been prepared at the request of the Department of Health in accordance with the terms 
of KPMG’s contract dated 22 October 2013 and for the sole purpose set out in the introduction of the 
report. Other than our responsibility to the Department of Health, neither KPMG nor any member or 
employee of KPMG undertakes responsibility arising in any way from reliance placed by a third party on 
this report.  Any reliance placed is that party’s sole responsibility. 
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List of acronyms and abbreviations 

Abbreviation Definition/source 

The ‘policy’ Doing it with us not for us – Participation in your health service system 
2006-09: Victorian consumers, carers and the community working 
together with their health services and the Department of Human 
Services 

Doing it with us not for us: Strategic Direction 2010-13 

The ‘framework’ Cultural responsiveness framework: Guidelines for Victorian health 
services 2009 

The ‘Department’ The Victorian Government Department of Health 

Acronym Definition 

CAC Community Advisory Committee 

CALD Culturally And Linguistically Diverse 

CPP Community Participation Plan 

CPI Consumer Participation Indicator 

CRP Cultural Responsiveness Plan 

DAP Disability Action Plan 

HACC Home and Community Care 

ICAP Improving Care for Aboriginal People 

QoCR Quality of Care report 

VHES Victorian Healthcare Experience Survey 

VPSM Victorian Patient Satisfaction Monitor 
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1 Introduction 

This Evidence Report presents the findings from one of two key methods being used to evaluate the 
Victorian Department of Health policy, Doing it with us not for us; the desktop review.  

This section presents an overview of the purpose and content of this Evidence Report. 

1.1 Background  

KPMG was been engaged by the Victorian Department of Health (the Department) to undertake a 
summative evaluation of the impact of the Department’s policy, “Doing it with us not for us” (the policy), 
to inform the development of a new Victorian public policy on consumer participation.  

The policy was launched in 2006, and sets out the guiding principles for public mental health services, 
community health services, hospitals and residential aged care facilities. The policy identifies a 
participation continuum and prioritised actions at individual care, program or department, health service 
organisational and Department of Health levels. 

This policy was subsequently updated in 2009 and 2011 resulting in the current Doing it with us not for 
us: Strategic Direction 2010-2013 (the policy). Following a review of cultural and linguistic diversity and 
cultural competence reporting requirements, minimum standards and benchmarks for Victorian health 
services were incorporated into the Cultural Responsiveness framework: Guidelines for Victorian Health 
Services (the ‘framework’) in 2009. The Framework was evaluated in conjunction with the policy, as 
together they provided direction as to how public health services should partner with their communities 
in the provision and planning of health care.  

In 2012, the Victorian Auditor-General’s Office performance audit report - Consumer Participation in the 
Health System - made a number of recommendations in relation to consumer participation, including the 
evaluation of the impact of the policy and updating the consumer participation policy and guidelines in 
the context of the new National Safety and Quality Health Service Standards and the Victorian Health 
Priorities Framework 2012-2022. 

The outcomes of this evaluation will inform the development of a new Victorian consumer participation 
policy.  

1.2 Evaluation scope 

The evaluation scope is outlined below:  

• conduct a situational analysis on the Victorian, Australian and international public policy of consumer 
participation, person and family centred care and patient experience in healthcare 

• identify best practice and evidence based actions by which consumer participation, person and family 
centred care and patient experience can be maximised across the four levels of the policy 

• conduct a summative evaluation of the impact of: 

- the consumer engagement policy, Doing it with us not for us – Participation in your health service 
system 2006–09: Victorian consumers, carers and the community working together with their 
health services and the Department of Human Services 
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- Doing it with us not for us : Strategic Direction 2010-13 

- Cultural responsiveness framework: Guidelines for Victorian health services 2009 (the framework) 

• produce a ‘discussion paper’ for the Department to hold a public consultation on the new policy. 

1.3 Project progress 

The evaluation comprises six distinct phases, as outlined in Figure 1. This Evidence Report constitutes the 
output for Phase 4 of the evaluation.  

Figure 1: Evaluation phases 

 
Source: KPMG 

1.4 Report objectives 

This report outlines the findings from one of the evaluation activities as outlined in Phase 4:  

• the desktop review, including qualitative and quantitative analysis 

Phase  2 :  Current state analysis  

Phase  3 :  Evaluation conduct  ( development and  
administration of survey tools )   

Phase  4 :  Evaluation conduct  ( desktop review  
and survey results analysis )   

Phase  5 :  Consultations 

Phase  1  :  Project Initiation  
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Outcomes summit 

Discussion paper 

 

Project plan 

Discussion of findings of  
evaluation findings with  

PAC  

Current state analysis report 

Evaluation strategy 

Phase  6 :  Outcomes summit ,  discussion paper  
and recommendations 

Multi dimensional survey 
Consumer and carer survey 

Recommendations for new  
policy 

Policy evaluation findings 
(desktop review & survey 

findings) 
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These findings contribute to the evidence base for the development of the discussion paper, which will 
present the synthesised findings from all evaluation activities, including the findings from public health 
service, Department of Health, consumer and carer surveys and the consultations with health services. 

The structure of the discussion paper will be guided by the agreed evaluation strategy. The lines of 
enquiry outlined in the strategy will form the basis for how the evidence and findings will be synthesised 
and presented for the purpose of this evaluation.  

1.4.1 Methodological considerations 

The methodology used within this Evidence Report has been driven by the requirements of the original 
Request For Tender, which determined the selection of both the type and number of documents for the 
purpose of the desktop review.  

1.4.2 Limitations and confounding factors with evaluation activities in this Evidence Report 

This evaluation has been undertaken in a real world environment and findings about the policy and the 
framework will be influenced by a variety of other factors. The findings contained within this Evidence 
Report can only be based on the evidence sources to hand; as such, causation cannot be attributed from 
these resources in isolation. For example, other drivers of patient-centred care and/or related concepts 
may contribute to improvements or achievement relating to consumer participation. Findings from the 
review of evidence outlined in this Evidence Report cannot therefore be solely attributed to the policy 
and/or the framework.  

Where possible, confounding factors will be reduced through further qualitative analysis, including 
stakeholder consultations, although it is recognised that there will be factors, either known or unknown, 
which will continue to act as confounders for the evaluation.  

1.5 Structure of this report 

The structure of this Evidence Report is outlined below:  

• Section 1 - (this section) Introduction: provides an overview of the project as a whole, the scope of 
the evaluation and the objectives of this Evidence Report. 

• Section 2 - Methodology: outlines the methodology of the desktop review. 

• Section 3 - Desktop review findings: outlines the findings from the review of quality of care reports, 
consumer participation plans, cultural responsiveness plans and other relevant plans examining 
diversity in health services (such as Disability Action Plans [DAPs]). This section will also present 
findings from an analysis of quantitative data received, namely the Victorian Patient Satisfaction 
Monitor (VPSM) and National Safety and Quality Health Service Standards survey outcomes. 

• Section 4- Summary of findings and next steps: summarises the overall findings and outlines the next 
steps for the evaluation.  
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2 Evaluation activity methodology 

This section outlines the methodology of the desktop review, including qualitative and quantitative 
analysis. 

2.1 Desktop review 

2.1.1 Objectives 

The objectives of the desktop review, as outlined in the evaluation strategy, are to: 

• determine whether the policy’s standards have been achieved across all levels of the policy, and the 
capacity of Quality of Care Reports (‘QoCR’) to act as the evaluation and monitoring tool of the policy 

• analyse Department and other monitoring body’s feedback methods and content on consumer 
participation and patient experience at a health service level (VPSM and National Safety and Quality 
Health Service Standards) 

• comment on the policy’s implementation model 

• measure the level of integration of consumer participation across the Department 

• determine the impact of the framework to make recommendations for inclusion of diversity in future 
policy decision.  

Findings from the desktop review will be validated where possible during stakeholder consultations with 
health services and Department representatives in the next phase of this project. 

Table 1 aligns the objectives of the desktop review, the document type(s) and the type of organisation 
responsible for their completion. These documents were analysed to measure achievement against each 
objective.  

Table 1: Objectives of the evaluation, the associated document type and the organisational accountability 

Objective Document type Organisational accountability 

Measure the achievement of the 
Strategic Direction’s standards, 
indicators and priority actions across 
all levels of the policy, and the 
capacity of QoCR to act as the 
evaluation and monitoring tool of 
the policy 

Quality of Care Reports 

Victorian public health services 
Registered community health 
services 

Analyse Department and other 
monitoring body’s feedback 
methods and content on consumer 
participation and patient experience 
at a health service level 
Where plans incorporate Cultural 
Responsiveness Plans (CRPs), 
evaluate impact of the framework to 

Community Participation Plans 
(CPPs) 

Victorian public health services 
(under the Health Services Act 
1988)  
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Objective Document type Organisational accountability 
make recommendations for 
inclusion of diversity in future policy 
decision 

Assess the impact of the framework 
to make recommendations for 
inclusion of diversity 

Cultural responsiveness plans 
(specifically in relation to the 
framework) 
Disability Action Plans and 
responses to the Improving Care 
for Aboriginal People 
(ICAP)program (contained in 
QoCRs) to reflect diversity 
inclusion more broadly 

Victorian public   health 
services 
 
 
All public sector bodies 
 

Measure the level of integration of 
consumer participation across the 
Department 

Victorian health policy and 
funding guidelines 2013-14 
Victorian Clinical Governance 
Policy Framework 
Improving Care for Aboriginal 
People program 
Reforming community support 
services for people with a 
mental illness – reform 
framework for Psychiatric 
Disability Rehabilitation Support 
Services  

Not applicable 

Source: KPMG 

2.1.2 Document selection 

The reviewed documents were chosen and supplied by the Department. The sample of health service 
reports provided was chosen according to:  

• geographical location (reports were selected to represent a range of geographical locations, including 
metropolitan, regional and rural locations) 

• size of health services (reports were selected to represent a range of health sizes) 

• high and low performers (reports were selected to ensure a broad spectrum of performance was 
represented amongst health services) 

• health services with combined CPPs and CRPs, and those with separate plans (to reflect the 
differences noted for those health services that combine their plans and those that do not). 

The number and type of documents reviewed in this evaluation activity are outlined in Table 2. For the 
purpose of this Evidence Report, health services have been de-identified. 
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Table 2: Document numbers 

Document type Number of documents 

Community 
health 
services 

Small rural 
health 
services 

Regional 
health 
services^ 

Metropolitan 
health 
services 

QoCRs 10 10 5 5 

CPPs N/A N/A 6 131 

Relevant documents reflecting diversity 
Note: Home and Community Care (HACC) 
diversity plans were excluded from this 
Evidence Report following discussion with 
the Department. 

Disability action plans (five as supplied) 
CRPs (15 as supplied) 
ICAP (contained within QoCRs) 

Legislative documents Health Services Act 1988 
Victorian health policy and funding guidelines 2013-14  
Victorian Health Service Performance Monitoring 
Framework – business rules 2013-14 

Measure the level of integration of 
consumer participation across the 
Department 

Victorian health policy and funding guidelines 2013-14 
Victorian Clinical Governance Policy Framework 
Improving Care for Aboriginal People program 
Reforming community support services for people with a 
mental illness – reform framework for Psychiatric Disability 
Rehabilitation Support Services  
Details of staff trained at the Department of Health 2007-13  

Source: KPMG 

Review of document types 

Each of the document types was reviewed and assessed according to the requirements of the associated 
objectives (Table 1), the nature of the document and where relevant, the evaluation lines of enquiry as 
outlined in the evaluation strategy. The assessment process for each document type is described in detail 
in each of the respective sub-sections in Section 3.  

Although each of the review processes was uniquely tailored, for consistency and ease of information 
access, discussion in this Evidence Report follows a set structure, which includes:   

• summary of findings for each review section 

• detailed findings of the reviews 

• analysis of the findings, contained within a discussion section 

• alignment of findings against evaluation lines of enquiry, where appropriate. 

1 Note that in the assessment process, specialist health services (four) were separated from metropolitan health services.  
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2.1.3 Review of quantitative data 

The desktop review also includes analysis of two data sources provided by the Department: 

• the CPI measure associated with the Victorian Patient Satisfaction Monitor, which is a consumer 
participation requirement within the Victorian Health Service Performance Monitoring Framework 

• performance by health services against relevant actions and standards of the National Safety and 
Quality Health Service Standards. 
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3 Desktop review 

This section outlines the findings from the desktop review, separately presenting findings on: 

• the implementation of the policy and the legislative drivers of consumer participation within Victoria 

• selected health services’ performance against the standards and indicators of the policy and the 
framework 

• a broader review of Quality of Care Reports (QoCRs), in line with the evaluation strategy’s lines of 
enquiry 

• the content of Consumer Participation Plans (CPPs) 

• a review of Cultural Responsiveness Plans (CRPs) 

• a review of Disability Action Plans (DAPs) and responses against the ICAP program (contained in the 
QoCRs) 

• a review of relevant quantitative data, including the CPI from the VPSM and the results of the 
National Safety and Quality Health Service Standards surveys. 

3.1 Policy implementation and legislative drivers of consumer 
participation 

This sub-section outlines findings related to the implementation of the policy and legislative drivers that 
enable and drive aspects of consumer participation more broadly. 

Summary findings 

• There is evidence that the principles of consumer participation (or similar) are in place across a 
number of areas in the Department and throughout public health services and community health 
services. 

• Whilst there was no formal implementation model in place for the policy, the standards and 
accountability methods in the standards were established to monitor the ‘policy’, the ‘Strategic 
Direction’ and the ‘Framework’ implementation. 

• Key implementation tasks and recommended implementation actions are outlined in the policy. 

• There are a number of legislative enablers and other drivers that are likely to influence the 
implementation of consumer participation initiatives. 

• Further evidence is required to determine the extent to which the policy has influenced consumer 
participation initiatives, and therefore how well it is has been implemented.  

3.1.1 Implementation of Doing it with us not for us and the Cultural Responsiveness 
Framework 

A review of existing documents revealed that a detailed implementation model was not in place for the 
policy. Rather, the policy outlines a number of specific “key implementation tasks”, aligned against 
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priority actions at four levels (individual care, program/department, health service organisation and 
Department level), as well as recommended implementation actions against each standard. The policy, 
strategic direction and framework are all strongly focused on establishing standards of participation 
and responsibilities across all stakeholders.  

The key implementation tasks, standards and indicators are outlined in Table 3 

Table 3: Policy aspects aligned with “Key implementation tasks” and recommended actions 

Policy aspect Key Implementation tasks/recommended actions 

Individual care level • Provide and promote the new Australian Charter of Healthcare rights 
for Victorian public health services to all consumers 

• Use the “Well-written health information: a guide” in the development 
of health information and the checklist to review documents 

Program/Department level • Use consumer experience and satisfaction surveys to improve service 
delivery, and make welcoming and accessible services for all members 
of our diverse community 

Health service 
organisational level 

• Resource consumers, carers and community members to participate 
on quality, ethics and governance committees.  

• Consult with consumers, carers and your community in developing and 
reviewing your strategic plan, designs and CPP 

• Produce with your community an annual QoCR 
• Ensure you work with your diverse community members to build your 

cultural responsiveness and DAP  

Department of Health • Promote the use of Department of Premier and Cabinet guidelines for 
the appointment and remuneration of part time non executive 
directors of state government boards and members of statutory 
bodies and advisory committees 

• Offer to all Department staff training on working with consumers, 
carers and community members on Departmental committees.  

• Appropriately identify Doing it with us not for us as part of the policy 
context in the development of new health policies, guidelines and 
resources.  

Standard 1, 2, 3, 4, 5 • Collect appropriate data from 1 January 2010 

Standard 2,3,4, 5 • All public health services to report on annually in the QoCR from 2010-
11 

Source: KPMG 

The CRP also provides a series of standards which health services are required to demonstrate; these are: 

Table 4: CRP standards 

Standard Requirements 

Standard 1 A whole-of-organisation approach to cultural responsiveness is 
demonstrated 
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Standard 2 Leadership for cultural responsiveness is demonstrated by the health 
service 

Standard 3 Accredited interpreters are provided to patients who require one 

Standard 4 Inclusive practice in care planning is demonstrated, including but not 
limited to dietary, spiritual, family, attitudinal, and other cultural 
practices 

Standard 5 CALD consumer, carer and community members are involved in the 
planning, improvement and review of programs and services on an 
ongoing basis 

Standard 6 Staff at all levels are provided with professional development 
opportunities to enhance their cultural responsiveness 

Documents reviewed for this Evidence Report contained some information that enabled an assessment 
of whether individual and Department implementation tasks have been achieved. The review of QoCRs, 
however, identifies the extent to which health services have achieved the recommended implementation 
requirements against the standards; the findings can be found in Section 3.2. 

Applicable findings of the desktop review suggest that, generally, the key implementation tasks for the 
organisational level have been achieved. Evidence for this is contained in the content of the QoCRS, CPPs 
and CRPs, and is outlined in greater detail in Sections 3.3, 3.4 and 3.5. However, in most cases, it is not 
clear whether the policy has been the main driver behind the implementation of these initiatives within 
the health services. For the purpose of this evaluation, further evidence is required to determine the 
drivers behind identified consumer participation initiatives within health services. It is expected that 
findings from the stakeholder consultations will provide this evidence.  

3.1.2 Legislative enablers and drivers 

There are a number of legislative enablers and other drivers that also contribute to the achievement of 
consumer participation initiatives within health services. These are outlined below, and alignment 
between the drivers and aspects of the policy are highlighted where relevant.  

Victorian Health Service Performance Monitoring Framework 

The business rules for the framework outline the methods by which the Department formally monitors 
the performance of health services, including public health services, public hospitals and Dental Health 
Services Victoria. Contained within these rules, the Consumer Participation Indicator (‘CPI’) is the 
requirement relevant to consumer participation. The CPI is a quantitative indicator comprised of the 
results of three questions contained within the VPSM. Of note, the VPSM is being replaced in the 2013-
14 reporting year with key performance indicators associated with the new survey, the Victorian 
Healthcare Experience Survey (VHES). The CPI is also one of the reporting requirements against Standard 
2 in the policy. The 2013-14 business rules stipulate that a Care index target of 75 per cent target be met 
against this indicator. The questions used to calculate the CPI are2:  

• the opportunity to ask questions about your condition or treatment 

• the way staff involved you in decisions about your care 

2http://docs.health.vic.gov.au/docs/doc/7BA5A82EB127BADDCA257C2D007059DF/$FILE/1309009%20Performance%20
Monitoring%20framework_web.pdf 
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• the willingness of hospital staff to listen to your health concerns. 

The requirement to meet the stated target drives health services to ensure that the aspects of consumer 
participation covered in these questions are incorporated into the delivery of their health service. The 
logic for choosing these questions as a measure of consumer participation was that these questions 
directly address the definition of consumer participation in the ‘policy’. 

Mental health drivers 

The Victorian health policy and funding guidelines 2013–14 state that Victorian clinical public mental 
health services are required to report against a series of consumer participation and carer and family-
related data fields. The data provided is expected to demonstrate improvement in the provision of 
consumer and carer participation and family-focused practice over time. As the provision of data is linked 
to funding, data collection requirements may act as a driver to report on performance in areas relevant 
to consumer participation. Further evidence is required to understand these drivers in more detail; this 
will be explored during the consultation phase of the project.  

Community Advisory Committees 

The Victorian Health Services Act 1988 outlines the requirements for the existence of a board Community 
Advisory Committee (CAC) within a public health service. The Act states that at least one CAC must be 
convened within the public health service, and that members of that committee must represent the views 
of the community served by the public health service.  

Victorian health policy and funding guidelines 2013-14 

The Victorian health policy and funding guidelines 2013-14 outlines elements that contribute to 
consumer rights and community participation within Victoria, in Section 1.4. The section makes specific 
reference to:  

• The Australian Charter of Healthcare Rights in Victoria, which promotes the rights of patients, 
consumers and family members using the Victorian healthcare system and encompasses 
participation. This document is driven by the National document of the same name, and  

• Service coordination, which aims to place consumers at the centre of service delivery. 

The Policy and Funding Guidelines 2013-14 specify the requirements of the CAC and other consumer 
participation requirements, which Victorian health services were required to meet from 1st June 2013. 

National Safety and Quality Health Service Standards 

National Safety and Quality Health Service Standards were introduced in 2012, and must be met in order 
for a hospital (and the majority of public dental services) to gain accreditation. “Standard 2: Partnering 
with consumers” is the standard designed to drive consumer participation initiatives at a health service 
organisation level. In addition, eight further standards incorporate actions which require hospitals to 
demonstrate consumer participation (excluding community health services). An analysis of health service 
compliance against these standard and associated actions can be found in Section 3.7.  

3.1.3 Integration of consumer participation across the Department 

The integration of consumer participation initiatives across the Department of Health has been analysed 
at a very high level for the purpose of this report. A detailed review of documents from across the 
Department in relation to consumer participation is beyond the scope of this report, and is outlined in 
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more detail in the findings of the “Current state analysis” associated with this project. Findings from 
stakeholder consultation will provide richer information and more detail as to how consumer 
participation is being integrated into programs and policies across the Department of Health, and the 
extent to which the policy has contributed to this.  

On the basis of information provided by the Department there is evidence of consumer participation, as 
highlighted below. 

The Department of Health provided consumer participation training for Head office and Regional office 
staff and consumer representatives. This training was provided by the Health Issues Centre; from 2007 
to 2013 almost 200 staff were trained.   

With regard to the degree of influence in relation to the documents reviewed, the Victorian clinical 
governance policy framework outlines the expectations of health services in relation to consumer 
participation, and references the policy. Also, the ICAP program makes reference to consumer 
participation, and in some cases aligns with the policy and the framework. The document “Reforming 
community support services for people with a mental illness: reform framework for Psychiatric Disability 
Rehabilitation and Support Services” states the need for services to be personalised, both for the 
consumer and cares and families. It notes that the Mental Health Act drives consumer experience and 
outcomes, by giving patients a voice in their assessment, treatment and recovery. The document 
demonstrates that consumer participation principles are used to guide the delivery of mental health 
services, however, the document does not make reference to either the policy or the framework.  

The very high level findings within this sub-section suggest that consumer participation principles are 
contained within programs and processes across the Department, however, it is not possible to fully 
determine the extent to which the policy has driven these. The training provided to Department staff by 
the Health Issues Centre suggests that coverage was broad both geographically and across programs and 
divisions. ; stakeholder consultation will be undertaken  to further identify support for this  evidence.  

3.1.4 Discussion 

Findings from this section suggest a number of factors may be driving the implementation of initiatives 
aimed at improving consumer participation, in addition to the policy. These include the legislative 
enablers highlighted above. 

Sections 3.2, 3.3, 3.4, 3.5 and 3.6 in this Evidence Report outline the results of a review of health service 
reports and plans which provide further evidence regarding what may drive the implementation of 
consumer participation initiatives. It is expected that further evidence from the consultations will 
complement these findings. 

With regard to the policy and achievement of the accountability requirements to demonstrate 
implementation , , the policy document specifies five standards and associated performance indicators,  
key implementation tasks and recommended implementation actions. In addition the ‘framework’ 
specified six standards to be implemented throughout a Cultural Responsiveness Plan (CRP) and 
extension indicators for health services to strive to achieve. Findings from this desktop review provide 
evidence to the extent to which these have been successfully implemented.  
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3.2 Rating health service performance against the policy standards and indicators 

As outlined in the Department document “Quality of care reports 2012-13, recommended reporting”, and the framework, QoCRs should indicate whether 
a health service has complied with the standards and indicators contained in the policy and the framework. The standards are outlined below while the 
complete indicators from both the policy and the framework are outlined in full in Appendix A. For a full description of each of the selected health services 
compliance against the standards and indicators, as recorded in the QoCR, please see Appendix B. 

Table 5: Standards from the policy and framework 

Standard Doing it with us, not for us policy standards Cultural responsiveness framework standards 

Standard 1 The organisation demonstrates a commitment to consumer, carer 
and community participation appropriate to its diverse 
communities. 

A whole-of-organisation approach to cultural responsiveness is 
demonstrated. 

Standard 2 Consumers and, where appropriate, carers are involved in informed 
decision-making about their treatment, care and wellbeing at all 
stages and with appropriate support. 

Leadership for cultural responsiveness is demonstrated by the health 
service. 

Standard 3 Consumers and, where appropriate, carers are provided with 
evidence-based, accessible information to support key decision-
making along the continuum of care. 

Accredited interpreters are provided to patients who require one. 

Standard 4 Consumers, carers and community members are active participants 
in the planning, improvement, and evaluation of services and 
programs on an ongoing basis. 

Inclusive practice in care planning is demonstrated, including but not 
limited to dietary, spiritual, family, attitudinal, and other cultural 
practices. 

Standard 5 The organisation actively contributes to building the capacity of 
consumers, carers and community members to participate fully and 
effectively. 

CALD consumer, carer and community members are involved in the 
planning, improvement and review of programs and services on an 
ongoing basis. 

Standard 6 Not applicable Staff at all levels are provided with professional development 
opportunities to enhance their cultural responsiveness. 
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Source: Doing it with us, not for us: Strategic direction 2010-13 and Cultural Responsiveness framework 

3.2.1 Doing it with us not for us: Strategic direction 2010-13 

Key summary findings:  

• Metropolitan health services have higher rates of reporting and success against the policy standards and indicators than  regional and rural health 
services. 

• Standard 2 was the most consistently reported against Standard. 

• Standard 3 was the most consistently under-reported Standard. 

• Community Health services did not report against the policy’s standards and indicators in their QoCRs.  

• Only five health services received a Y or Y-TNM rating for each of the standards and indicators, meaning that only five health services from the 
sample referenced each of the standards and indicators of the policy.  

The content of health services’ QoCRs were rated according to whether they complied with the standard or indicator, whether they met the required 
target, and whether they provided information that demonstrates they complied with the standard but have not referenced it in the QoCR. Symbols have 
been used in each table to represent each of the possible outcomes. The following symbols have been utilised in Table , Table , Table , Table  and Table .  

• Y – the standard and indicator was reported, and the Department target achieved. 

• Y – NR (Not Referenced) the standard or indicator result was reported and target achieved, but no reference was made to the relevant standard or 
indicator. 

• Y – TNM (Target Not Met) the standard and indicator was reported, but the target had not been met. 

• N – the standard and indicator had not been reported. 

Results were grouped into five categories for the purpose of analysis:  all health services, metropolitan health services, regional and large rural health 
services, rural health services and community health services. Each table outlines the percentage of health services that have received the respective 
rating for each grouping. 
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All health services  

Table 6: Health service compliance ratings for Doing it with us not for us standards and indicators – overall results (as a proportion of sampled QoCRs (n=30) 

Health Service 
ratings 

Standard 1 (per cent) Standard 2 (per cent) Standard 3 (per cent) Standard 4 (per cent) Standard 5 (per cent) 

 Relevant indicator Indicator 3.1 Indicator 3.2   

Y 28 34 14 14 31 28 
Y- NR 3 10 3 3 3 0 
Y-TNM 0 0 7 10 3 7 
N 69 55 76 72 62 66 

Source: KPMG 

Table  outlines the results of the audit of the QoCRs for the sample of health services as a whole. The results reveal that the majority of health services 
do not report against the standards and indicators of the policy. Standard 2 was the most commonly reported against, while Standard 3 had the highest 
level of non-reporting.  

The metrics used to measure both Standard 2 and Standard 3, Indicator 3.2 are both contained within the VPSM results for each health service (the  
exception being community health services whose clients did not complete the VPSM). Ease of access to these metrics would be expected to be the same 
for both standards, and therefore the lack of reporting against Indicator 3.2 may suggest a lack of awareness of the reporting requirement against Standard 
3, or issues in relation to this Standard more broadly, which will require further exploration in the consultation phase of this evaluation. Conversely, the 
high level of reporting against Standard 2 could be due to the mandatory reporting requirements associated with the VPSM, which may suggest that a 
mandatory requirement, or utilising reporting requirements from other areas, may contribute to a higher rate of reporting against the policy’s standards 
and indicators.  

Standard 5 is the only standard that does not require a quantitative measure. Despite this, the level of non-reporting against this standard was similar to 
all standards, suggesting that qualitative reporting requirements do not impact the level of compliance. In only a small number of health services, the 
result against the standard or indicator was reported without reference to the standard or indicator itself. Where this occurred, it may suggest a lack of 
awareness of the standard/indicator as outlined in the policy. 

Page 16  
© 2014 KPMG, an Australian partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG 

International”), a Swiss entity.  
All rights reserved. 

KPMG and the KPMG logo are registered trademarks of KPMG International. 
Liability limited by a scheme approved under Professional Standards Legislation. 



 

Doing it with us not for us Evaluation 
Evidence Report 

July 2014 
 

ABCD 

Further analysis of the results reveals that only five health services received a Y or Y-TNM rating against each standard and indicator, meaning that only 
five health services of the 30 reviewed provided direct responses to each standard and indicator of the policy.  

Metropolitan health services 

Table 7: Health service compliance ratings for Doing it with us not for us standards and indicators – proportion of sampled metropolitan health services’ QoCRs 
(n=5) 

Health Service 
ratings 

Standard 1 (per cent) Standard 2 (per cent) Standard 3 (per cent) Standard 4 (per cent) Standard 5 (per cent) 

 Relevant indicator Indicator 3.1 Indicator 3.2   

Y 80 60 40 20 80 80 

Y-NR 0 20 0 20 0 0 

Y-TNM 0 0 20 40 20 20 

N 20 20 40 20 0 0 
Source: KPMG 

Table  outlines the results of the review of QoCRs for metropolitan health services. The results demonstrate that the majority of metropolitan health 
services reported against all standards, and in the cases of Standards 1,2,4 and 5 achieved the associated indicator targets as outlined in the policy. The 
standard and indicator that was most poorly reported against was Indicator 3.1, where only three out of the sampled five health services reported a 
result. In two QoCRs, it was noted that the health service reported the numerical achievement against an indicator or standard, but did not directly 
reference the standard or indicator itself. These results would suggest that the sampled metropolitan health services are aware of the requirements of 
the policy, and in most cases, have instituted policies and procedures to meet designated targets. 
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Regional  

Table 8: Health service compliance ratings for Doing it with us not for us standards and indicators – proportion of sampled regional health services’ QoCRs (n=5) 

Health Service 
ratings 

Standard 1 (per cent) Standard 2 (per cent) Standard 3 (per cent) Standard 4 (per cent) Standard 5 (per cent) 

 Relevant indicator Indicator 3.1 Indicator 3.2   

Y 40 60 20 20 60 40 

Y-NR 0 0 0 0 0 0 

Y-TNM 0 0 20 20 0 0 

N 60 40 60 60 40 60 
Source: KPMG 

Table  outlines the review of sampled regional and large rural health services’ QoCRs. Results reveal that the majority of the regional and large rural health 
services did not report against Standards 1, 2, or 3 of the ‘policy, standards and indicators. Standards 2 and 4 were the most reported against from regional 
health services, while in line with both the overall results and those from metropolitan health services, Standard 3 was the least reported against.  
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Rural health services 

Table 9: Health service compliance ratings for Doing it with us not for us standards and indicators – proportion of sampled rural health services’ QoCRs (n=10) 

Health Service 
ratings 

Standard 1 (per cent) Standard 2 (per cent) Standard 3 (per cent) Standard 4 (per cent) Standard 5 (per cent) 

 Relevant indicator Indicator 3.1 Indicator 3.2   

Y 20 40 10 20 20 20 

Y-NR 10 20 10 0 10 0 

Y-TNM 0 0 0 0 0 10 

N 70 40 80 80 70 70 
Source: KPMG 

Results from the audit of selected rural health services’ QoCRs revealed that a very high proportion of rural health services did not report against the 
specified numeric indicator for Standards 1, 3, 4 and 5 (70 per cent or above). Consistent with previous findings, Standard 3 was the least reported against 
numerically, while Standard 2 was the most reported against by rural health services in relation to the numeric target. 
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Community health services 

Table 10: Health service compliance ratings for Doing it with us not for us standards and indicators – proportion of sampled community health services’ QoCRs 
(n=10) 

Health Service 
ratings 

Standard 1 (per cent) Standard 2 (per cent) Standard 3 (per cent) Standard 4 (per cent) Standard 5 (per cent) 

 Relevant indicator Indicator 3.1 Indicator 3.2   

Y 0 0 0 0 0 0 

Y- NR 0 0 0 0 0 0 

Y-TNM 0 0 0 0 0 0 

N 100 100 100 100 100 100 
Source: KPMG 

None of the community health services examined recorded numerical information against the indicators associated with the policy in their QoCRs. These 
results suggest that community health services may not routinely record the outcomes of policies and processes associated with consumer participation. 
It will be important to explore the possible reasons leading to these findings within community health services during the consultation phase of the 
evaluation. 

N.B. Standard 2 indicators in the VPSM scores and indicator 3.1 are not applicable to community health services. 

  

Page 20  
© 2014 KPMG, an Australian partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG 

International”), a Swiss entity.  
All rights reserved. 

KPMG and the KPMG logo are registered trademarks of KPMG International. 
Liability limited by a scheme approved under Professional Standards Legislation. 



 

Doing it with us not for us Evaluation 
Evidence Report 

July 2014 
 

ABCD 

3.2.2 The Cultural Responsiveness Framework 

Key summary findings:  

• Reporting against the standards and indicators of the framework was substantially poorer than health service reporting against the policy 
standards. 

• Only one sampled health service reported the standards and indicators in their QoCR. 

• Metropolitan health services had higher rates of reporting against the framework’s standards and indicators than those from regional and rural 
areas.  

• Rural health service reporting against the framework’s standards was particularly poor, with 90 per cent non compliance against three of the 
framework’s standards.  

• Whilst Community Health Services are not required to report against the standards and indicators, analysis has shown a level of compliance against 
the standards which suggests that it may have had a degree of influence on Community Health Services.   

• Many of the health services provided evidence of compliance against the framework’s standards in the QoCRs, without directly referencing the 
standards. This may suggest that health services are providing services to individuals with diverse needs. 

Sampled health services’ QoCRs were rated according to whether they complied with the standard or indicator, whether they provided information that 
demonstrates they have complied with the standard but have not referenced it, or have complied with the standard but not reported against the indicator 
in the QoCR. The framework does not have specified targets against each of its indicators, and therefore an assessment on whether the target had been 
achieved was not applicable. Symbols have been used in each table to note whether health services have achieved the standard and/or indicator. The 
following symbols have been utilised in Table , Table , Table , Table 14 and Table . 

• Y – the standard and indicator were reported. 

• Y – NR (Not Referenced) the standard was complied with, but no reference was made to the relevant standard or indicator. 

• Y- NI (No Indicator) the standard was acknowledged and reported against, but not the indicator. 
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• N – the standard and indicator were not reported, and no indication of compliance was contained within the QoCR. 

Results were grouped into five categories for the purpose of analysis:  all health services, metropolitan health services, regional and large rural health 
services and rural health services. Community health services are not required to report against the framework standards and indicators, however, 
analysis was undertaken to determine the extent to which there was compliance and therefore a degree of influence. Each table outlines the percentage 
of health services that have received the respective rating for each grouping. 

All health services (excluding Community Health Services) 

Table 11: Health service compliance ratings for the framework’s standards and indicators– overall results as a proportion of sampled QoCRs (n=20) 

Health Service 
ratings 

Standard 1 
(per cent) 

Standard 2 
(per cent) 

Standard 3 (per cent) Standard 4 (per cent) Standard 5 
(per cent) 

Standard 6 
(per cent) 

 Indicator 2.1 Indicator 3.1 Indicator 3.2 Indicator 4.1 Indicator 4.2 Indicator 5.1 Indicator 6.1 

Y 30 5 10 5 5 15 15 5 

Y-NR 25 30 25 25 15 15 15 10 

Y- NI 0 20 20 20 20 10 10 15 

N 45 45 45 50 60 60 60 70 
Source: KPMG 

Table 11 demonstrates that only a very small proportion of the sampled health services’ QoCRs reported against both the standard and the indicators 
contained within the framework.  

Standard 1 had the highest proportion of health services reporting against it, with 30 per cent of the health services reporting directly against this standard. 
Standards 1, 2 and 3 had a relatively high proportion of health services that demonstrated compliance with the standard, but did not reference the 
standard. This may suggest that health services already provide services in line with the standard, without being driven by the framework. This appeared 
to be the case in relation to Standard 3, as QoCRs commonly outlined the interpreting service available within the health service, with no reference to 
the standard or the framework more generally. Standards 4, 5 and 6 demonstrated the highest level of non-reporting, with between 60 and 70 per cent 
of sampled health services audited not reporting against each of these standards. 
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Further analysis revealed that only one health service received a Y rating against each of the standards and indicators of the framework.  

Metropolitan health services 

Table 12: Health service compliance ratings for the framework’s standards and indicators – proportion of metropolitan health services’ QoCRs (n=5) 

Health Service 
ratings 

Standard 1 
(per cent) 

Standard 2 
(per cent) 

Standard 3 (per cent) Standard 4 (per cent) Standard 5 
(per cent) 

Standard 6 
(per cent) 

Indicator 1.1 Indicator 2.1 Indicator 3.1 Indicator 3.2 Indicator 4.1 Indicator 4.2 Indicator 5.1 Indicator 6.1 

Y 40 20 20 20 20 40 40 20 

Y-NR 60 60 60 60 60 60 60 40 

Y- NI 0 20 20 20 20 0 0 20 

N 0 0 0 0 0 0 0 20 
Source: KPMG 

In contrast to the overall results, metropolitan health services demonstrated a much greater level of compliance with the standards and indicators in the 
framework, with only one health service demonstrating no evidence of meeting Standard 6.  

Although the majority of the sampled health services did not reference the standards, all health services demonstrated some level of compliance with 
the standards (although not all demonstrated compliance with the indicators). This may suggest that metropolitan health services are more aware of the 
framework. It also suggests that, in general, metropolitan health services outline the services they provide to individuals from diverse backgrounds more 
comprehensively in their QoCR. Demographics may also drive the higher levels of service provision for individuals from diverse backgrounds, given a high 
proportion of people from diverse backgrounds are in metropolitan areas. 
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Regional and large rural health services 

Table 13: Health service compliance ratings for the framework’s standards and indicators – proportion of sampled regional health services’ QoCRs (n=5) 

Health Service 
Standard 1 
(per cent) 

Standard 2 
(per cent) 

Standard 3 (per cent) Standard 4 (per cent) Standard 5 
(per cent) 

Standard 6 
(per cent) 

Indicator 1.1 Indicator 2.1 Indicator 3.1 Indicator 3.2 Indicator 4.1 Indicator 4.2 Indicator 5.1 Indicator 6.1 

Y 40 0 0 0 0 20 20 0 

Y-NR 0 20 20 20 0 0 0 0 

Y- NI 0 40 40 40 40 20 20 20 

N 60 40 40 40 60 60 60 80 
Source: KPMG 

The sampled QoCRs from regional health services revealed variable reporting against the standards of the framework. Standard 6 was the least reported 
against, with 80 per cent of sampled health services not reporting or presenting evidence of compliance with the standard. Standards 2 and 3 were most 
frequently reported against by regional health services, although the indicators associated with these standards were not reported against by any regional 
health service. Overall, sampled regional health services’ QoCRs demonstrated a poorer level of compliance with the standards and indicators than the 
metropolitan health services. 
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Rural health services 

Table 14: Health service compliance ratings for the framework’s standards and indicators – proportion of sampled rural health services’ QoCRs (n=10) 

Health Service 
Standard 1 
(per cent) 

Standard 2 
(per cent) 

Standard 3 (per cent) Standard 4 (per cent) Standard 5 
(per cent) 

Standard 6 
(per cent) 

Indicator 1.1 Indicator 2.1 Indicator 3.1 Indicator 3.2 Indicator 4.1 Indicator 4.2 Indicator 5.1 Indicator 6.1 

Y 20 0 10 0 0 0 0 0 

Y-NR 20 20 10 10 0 0 0 0 

Y- NI 0 10 10 10 10 10 10 10 

N 60 70 70 80 90 90 90 90 
Source: KPMG 

The sampled QoCRs from rural health services demonstrated poor reporting against the standards of the framework. Ninety per cent of sampled rural 
health services did not reference nor provide any evidence of compliance against Standards 4, 5, or 6. It is unclear what has contributed to these results 
and this will be further explored during consultations. 

Community health services 

Table 15: Health service compliance ratings for the framework’s standards and indicators – proportion of sampled community health services’ QoCRs (n=10) 

Health Service 
Standard 1 
(per cent) 

Standard 2 
(per cent) 

Standard 3 (per cent) Standard 4 (per cent) Standard 5 
(per cent) 

Standard 6 
(per cent) 

Indicator 1.1 Indicator 2.1 Indicator 3.1 Indicator 3.2 Indicator 4.1 Indicator 4.2 Indicator 5.1 Indicator 6.1 

Y 0 0 0 0 0 0 0 0 

Y-NR 50 60 50 40 10 10 20 10 

Y- NI 0 0 0 0 0 0 0 0 

N 50 40 50 60 90 90 80 90 
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Source: KPMG 

Whilst  community health services are not required to report against the framework indicators and standards, the  QoCRs were sampled to 
demonstrate the degree to which the framework may have influenced community health services practices. Community health services provided 
evidence in their QoCRs of a level of compliance with the standards, for example, between 40 and 60 per cent of sampled reports provided evidence of 
compliance with Standards 1, 2, and 3. This reinforces that community health services are providing services to individuals from diverse backgrounds, in 
a manner consistent with the framework.
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3.3 Quality of care reports review 

This section outlines the results of the qualitative review of the sampled QoCR, which has been 
undertaken at a broader level than the previous section of this Report, which solely assessed 
achievement against the policy’s or the framework’s standards. This section outlines the assessment 
method, and provides an analysis of identified themes arising from this assessment.  

The undertaking of a more qualitative assessment based review allows for the acknowledgement 
of actions and processes implemented by health services that are not identified in the specific 
assessment of standards and indicators in Section 3.2. This aspect of the review of QoCRs also 
enables an approach that is more targeted to the broader evaluation questions contained in the 
evaluation strategy. It is noted that the reviewed QoCRs reflect the financial year 2012-13, which 
was the last year of the policy and framework implementation timeline. Quality of care reports 
and Doing it with us not for us 

The Victorian Department of Health’s publication, “Quality of care reports, 2012-13 recommended 
reporting” recommends reporting areas for consumer, carer and community participation. Of 
particular relevance to this section is the recommendation that the report include:  

• “…the participation indicators and priority actions in the Doing it with us not for us strategic 
direction 2010-13 policy….” 

• “Public health services reporting on the progress towards achieving the six standards of a health 
service’s cultural responsiveness plan, as specified in the cultural responsiveness framework.” 

The publication also notes that the focus for health services within the report should relate to how 
quality systems and measures, and consumer, care and community engagement work, are used to 
improve quality and safety. 

3.3.1 Reference to the evaluation strategy and lines of enquiry 

The lines of enquiry outlined in the evaluation strategy (and contained in Appendix C) have guided 
the assessment of the QoCR in this part of the review. The evidence statements outlined in Section 
3.3.2 have been structured to enable an assessment of the documented actions, policies and 
processes in place at the health service against the requirements of the evaluation questions. The 
findings from this part of the review will complement the audit review of the QoCRs outlined 
previously in Section 3.2.  

3.3.2 Assessment process  

To assess the QoCRs in this section, a series of evidence statements was developed, against which the 
documented processes, policies and actions of the health service relevant to consumer participation 
and contained within the QoCRs were assessed. As noted in Section 3.3.1, each of the evidence 
statements have been informed by the lines of enquiry contained in the evaluation strategy. Each of 
the relevant lines of enquiry that informed the evidence statements are documented above those 
statements.  

It is not intended that the evidence statements provide a comprehensive response to that line of 
enquiry, but that assessment using the evidence statements inform the answer to the line of enquiry 
in conjunction with the findings of the other evaluation activities, including the survey results and the 
findings from the consultations. 
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For each evidence statement, a traffic light assessment has been utilised to determine the extent to 
which the QoCR provided evidence that the health service demonstrated it met the statement 
requirements. The different colours utilised with the traffic light assessment (green, yellow, red) were 
broadly applied as follows:  

Green – the QoCR demonstrated evidence that it met and/or exceeded the statement 

Yellow – the QoCR demonstrated limited evidence that the health service met the statement 
requirements, or evidence that it only partially met the statement requirements 

Red– the QoCR could not demonstrate that the health service met the statement requirements.  

The results of the assessment are outlined in Section 3.3.3. Each of the results are broken down by 
geographical location of the health service and health service type (metropolitan, regional and large, 
rural and community health) to assist in identifying differences in performance.  

The lines of enquiry and the evidence statements are outlined in Table 16. For the purpose of 
presenting the results, each evidence statement has also been assessed against the criteria. 

Table 16: Relevant lines of enquiry, evidence statements and assessment criteria 

Line of enquiry 

1. Has the policy been implemented as planned? 

• What processes and strategies have been introduced as part of the policy framework? 

• Have there been any differences in implementation by location or staff group? 

Assessment criteria one:  

Evidence of consumer participation documentation and policy at an organisation level 

• Green the health service demonstrated an organisation wide policy to facilitate consumer 
participation 

• Yellow: the health service demonstrated evidence of programs and activities aimed at 
facilitating consumer participation 

• Red: the health service demonstrated no evidence of programs or activities aimed at 
facilitating consumer participation 

Assessment criteria two:  

Evidence that Doing it with us not for us standards have informed the development of policy and 
programs within the health service 

• Green: the report provided clear, documented evidence that the Doing it with us not for us 
standards have informed the development of policy and programs in the health service 

• Yellow: the report provided indirect evidence that the Doing it with us not for us standards 
have informed the development of policy and programs in the health service   

• Red: the report provided no evidence that the Doing it with us not for us standards have 
informed the development of policy and programs in the health service 

Page 28  
© 2014 KPMG, an Australian partnership and a member firm of the KPMG network of independent 

member firms affiliated with KPMG International Cooperative (“KPMG International”), a Swiss entity. 
All rights reserved.                                     

 KPMG and the KPMG logo are registered trademarks of KPMG International. 
 Liability limited by a scheme approved under Professional Standards Legislation. 



Doing it with us not for us Evaluation 
Evidence Report 

July 2014 
 

 

ABCD 

Assessment criteria three:  

Demonstrated inclusion of consumers and carers in the delivery of health service at the three 
levels of the policy (individual, program and department and organisational) 

• Green: the report provided evidence to demonstrate that consumers were consistently 
involved in the delivery of the health service, across all three levels 

• Yellow: the report suggested that consumer involvement in the delivery of the health service 
was limited, and across only one or two levels 

• Red: the report provided no evidence that consumers were involved in the delivery of the 
health service 

Line of enquiry 

3. To what extent has the policy achieved the desired outcomes for each standard? 

• To what extent has the policy contributed to progressive outcomes and improvements in 
consumer, carer and community members’ participation in health policy planning, care and 
treatment and the wellbeing of all Victorians?  

• Have achievements varied according to location, in-scope services and level? 

Assessment criteria four:  

Evidence of processes in place to improve consumer, carer and community member participation 

• Green: the report demonstrated and documented improvements in consumer participation 
within the health service 

• Yellow: the report demonstrated evidence of activities and programs to improve consumer 
participation within the health service, but did not record improvements 

• Red: the report provided no evidence of activities or programs designed to improve consumer 
participation 

Assessment criteria five:  

Evidence that the health service builds the capacity of consumers and carers to participate in the 
delivery of health services (including decisions relation to their own treatment).  

• Green: the report documented detailed processes in place that facilitated the building of 
capacity of consumers and carers to participate in the delivery of health services 

• Yellow: the report documented limited evidence of processes in place that facilitated the 
building of capacity of consumers and carers to participate in the delivery of health services 

• Red: the report made no reference to building the capacity of consumers and carers to 
participate in the delivery of health services 
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Line of enquiry 

4. What impact has each of the key elements of the Cultural Responsiveness framework had on 
the anticipated outcomes of the policy?  

• What has been the impact of each of the standards on participation?  

• Have achievements varied according to location, in-scope services and level? 

Assessment criteria six 

Evidence that the health service caters for people with diverse needs (such as those from CALD 
or Aboriginal backgrounds) 

• Green: the report documented comprehensive and wide ranging processes to cater for people 
with diverse needs 

• Yellow: the report documented limited processes in place to cater for people with diverse 
needs 

• Red: the report made no reference to processes in place that cater for people with diverse 
needs 

Source: KPMG 
 

3.3.3 Assessment results 

This section outlines the results and findings from the qualitative assessment of QoCR.  

Summary findings 

• Metropolitan health services’ QoCRs documented consumer participation policies and 
procedures in the greatest detail, and with the greatest alignment to the policy and the 
framework. 

• Variability of reporting was demonstrated throughout the QoCRs assessed, with greatest 
variability amongst regional and large rural  health services.  
 

• The content of the rural health services’ QoCRs was equally variable. Many rural health 
services did not demonstrate an organisation wide approach to consumer participation, 
although they did provide evidence of individual programs to address consumer participation 
requirements 
 

• The reviewed QoCRs reflected the last year of the policy and framework implementation 
timeline (2012-13), therefore, this may have impacted on the findings, in particular the 
variation in reporting. 

•  Generally, the smaller and more remote the health service (i.e. more rural) the poorer the 
level of reporting. 

• None of the community health services directly referenced the policy in their QoCRs. 
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• Improvement and feedback processes were the least well documented components of 
consumer participation in the QoCRs.  

• The needs of individuals from diverse backgrounds were acknowledged in most health services’ 
QoCRs, however, it was unclear what drove this as, in many cases, no reference was made to 
the framework. 

• It was not clear whether the lack of detail in reporting was a result of the lack of consumer 
participation policies and processes, or a lack of attention to reporting requirements. 

• In their current form, QoCRs do not constitute a good tool for evaluating Doing it with us not 
for us or the framework, due to the substantial variation in reporting identified across health 
services.  

Metropolitan health services 

Table 17: Assessment results of sampled metropolitan health services’ QoCRs (n=5) 

 Criteria 1 Criteria 2 Criteria 3 Criteria 4 Criteria 5 Criteria 6 

Metro 1       

Metro 2       

Metro 3       

Metro 4       

Metro 5       
Source: KPMG 

Findings of note 

Metropolitan QoCRs generally provided detailed information about consumer participation, outlining 
programs and processes in place to enhance consumer participation throughout the health service. 
In each case, the QoCR demonstrated that these policies and processes exist at an organisational 
level. However, as noted in the assessment findings, four out of the five sampled health services did 
not provide direct evidence of how the policy had influenced these consumer participation policies 
and procedures. 

Metropolitan health services did not provide strong evidence of consumer participation across all 
three levels of the policy (as they apply to health services) in their QoCRs. Participation at the 
individual level generally relied on the results of the VPSM being published in the QoCR, with limited 
or no further explanation of the experience of the individual.  

Four out of the five metropolitan QoCRs assessed did not clearly outline how consumer participation 
had improved over time, or how feedback was used to inform changes in policy to improve outcomes. 
Although many of the reports stated that consumer feedback contributed to continuous 
improvement processes, it was unclear how this occurs. One report did not acknowledge 
improvement or feedback processes at all. Generally, noting improvements in consumer participation 
and how feedback processes are utilised to improve consumer participation were the areas of 
reporting that were most deficient amongst metropolitan health services.  
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Each of the sampled metropolitan health service QoCRs devoted a section to how the needs of 
consumers with diverse needs were met. In most cases, information was detailed and described the 
various programs in operation at some length (in the context of the overall report). In particular, 
interpreter services provided and the diversity of the population within the health services’ 
catchment areas were outlined and, in many cases, quantitative data was utilised to support this.  

Training to improve consumer participation and build staff capacity was not well reported by 
metropolitan health services. Only one health service made reference to educational programs and 
only one health service reported data relating to the training of consumers. There was no discussion 
provided relating to the effectiveness of the training by these health services.  

Regional and large rural health services 

Table 18: Assessment results of sampled regional health services’ QoCRs (n=5) 

 Criteria 1 Criteria 2 Criteria 3 Criteria 4 Criteria 5 Criteria 6 

Regional 1       

Regional 2       

Regional 3       

Regional 4       

Regional 5       
Source: KPMG 

Findings of note 

The sampled QoCRs from regional and large rural health services demonstrated highly variable 
reporting relating to consumer participation. Reporting ranged from extensive, detailed outlines of 
processes and policies in place for consumer participation, to limited, small amounts of text 
referencing limited consumer participation activities.  

One regional health service demonstrated no evidence of an organisational approach to consumer 
participation, while two regional health services provided no evidence or reference to the policy’s 
standards in their QoCR. One health service made reference to the policy, however, explanation as to 
how this had impacted on their own policies was not present. One health service provided very 
detailed information about the policy’s standards, and activities that had been implemented to 
achieve each of the standards.  

As per the metropolitan health services, there was limited information about the policy impact at an 
individual level. For those health services that did provide information, it was limited to the provision 
of the VPSM results.  

Improvement processes outlined by regional health service reports were limited, with only indirect 
evidence that these were in place. However, most of the QoCRs provided (and in some cases, 
extensive) evidence relating to feedback processes in place within the health service. One health 
service clearly outlined how this feedback was used to improve consumer participation. Training and 
education were outlined in four out of the five QoCRs assessed, with two reports providing 
particularly detailed information.  
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In all reports, evidence was present that programs and initiatives were in place to address individuals 
with diverse needs. However, in some cases this related to the requirements of the ICAP or Aboriginal 
and Torres Strait Islander health, and was not in direct reference to either the policy or the 
framework. 

The substantial variation noted in reporting amongst regional health services highlights points for 
exploration at stakeholder consultations:  

• Does the QoCR provide an accurate picture of the current policies and processes in place within 
regional and large rural health services that address consumer participation?  

• What impacts the quality of reporting within regional health services (and health services more 
broadly)? 

Rural health services 

Table 19: Assessment results of sampled rural health services’ QoCRs (n=10) 

 Criteria 1 Criteria 2 Criteria 3 Criteria 4 Criteria 5 Criteria 6 

Rural 1       

Rural 2       

Rural 3       

Rural 4       

Rural 5       

Rural 6       

Rural 7       

Rural 8       

Rural 9       

Rural 10       
Source: KPMG 

Findings of note 

QoCRs produced by rural health services were variable in the content and detail provided in relation 
to consumer participation. Some reports provided detailed descriptions of the initiatives and 
processes in place that address consumer participation, while others made only passing reference to 
consumer participation, or provided very brief descriptions of what had been implemented within the 
health service.  

Most rural health services did not demonstrate an organisation wide approach to consumer 
participation, although rural health services generally provided evidence of individual programs to 
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address consumer participation requirements. Only a limited number of rural health services 
demonstrated clearly that the policy’s standards had contributed to the development of consumer 
participation policies and procedures.  

The majority of rural health services did not document improvements in the provision of consumer 
participation or related outcomes. In many of the reports, evidence was provided that consumers had 
the ability to provide feedback, although how this feedback was used, and how it contributed to 
improved consumer participation outcomes was unclear. Rural health services’ QoCRs provided very 
limited evidence of training and capacity building processes related to consumer participation within 
their health services.  

Rural health services demonstrated a less developed approach in reporting evidence of catering for 
individuals with diverse needs in the QoCR. Only four out of the 10 assessed provided any evidence 
in their report that processes were in place to address the needs of this group. 

Community health services 

Table 20: Assessment of sampled community health services’ QoCRs (n=10) 

 Criteria 1 Criteria 2 Criteria 3 Criteria 4 Criteria 5 Criteria 6 

Community 
Health 1 

      

Community 
Health 2 

      

Community 
Health 3 

      

Community 
Health 4 

      

Community 
Health 5 

      

Community 
Health 6 

      

Community 
Health 7 

      

Community 
Health 8 

      

Community 
Health 9 

      

Community 
Health 10 

      

Source: KPMG 
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Findings of note 

Community health services (CHSs) QoCRs were notably different to those of metropolitan, regional 
and rural health services in relation to content outlining consumer participation initiatives. Although 
the majority of community health services could demonstrate evidence of consumer participation 
policies and processes, including three CHSs which demonstrated an organisational wide policy, there 
was no direct evidence in any QoCRs that the policy had informed this process. 

A high proportion of QoCRs assessed demonstrate no evidence of inclusion of consumers in the health 
service (5/10), and 7 out of 10 CHSs provided no evidence for increasing the capacity of staff to 
improve consumer participation.  

Where evidence of feedback and improvement processes existed, these appeared to be tailored to 
the general consumer experience within the health service, and not directly related to consumer 
participation.  

In line with the findings of the audit of CHSs’ QoCRs, most of the CHSs provided detailed evidence of 
programs, policies and processes in place that accommodated individuals with diverse needs. Only 
two QoCRs assessed provided no evidence of this activity.  It is noted that the framework is not 
applicable to CHSs, however Standard 1 in the policy specifies that organisations need to 
demonstrate a commitment to consumer, carer and community participation appropriate to its 
diverse communities. 

In general, it appears that CHS QoCRs contain information about consumer participation due to their 
own initiatives and strategic directions. There was no clear evidence in the reports that the policy had 
influenced the development of consumer and carer participation within community health services. 
This will be an important area to explore during stakeholder consultations. 

3.3.4 Further analysis 

Substantial variation in reporting was noted according to the geographical location of the health 
service (metropolitan, regional, and rural), and the type of health service (acute and sub acute versus 
community).  

Geographical location 

Generally, metropolitan health services provided substantially more detail in their QoCRs than did 
either regional or rural health services. The detail provided offered more evidence of consumer 
participation policies and processes, including direct acknowledgement (in most cases) of the policy 
and the framework, as well as detail of what each of the instituted processes and policies within the 
health service consisted. The layout of reporting from metropolitan health services was also generally 
more aligned to the standards and indicators of both the policy and the framework and, in many 
cases, directly addressed each of the standards and/or indicators.  

Regional and  rural health services reporting was more variable, with decreasing detail and quality of 
reporting from rural health services than regional and large rural health services. Regional reporting 
varied from being comparable to the best metropolitan health service, to not acknowledging the 
policy or the framework at all. Reports from rural services were consistently less detailed than both 
regional and metropolitan services and, in many cases, failed to document evidence relating to 
important aspects of consumer participation activities, as well as the policy and the framework.  

Community health services that were metropolitan based generally provided more detail in their 
QoCRs than those Community health services based regionally. Specifically, community health 
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services in metropolitan areas generally provided a substantially larger amount of information about 
programs in place for individuals from diverse backgrounds. 

Type of service 

A substantial variation between acute and subacute health services and community health services 
was identified during the assessment of the selected QoCRs. The CHS’s focus was primarily on the 
needs of the community and, in many cases, stated that part of the role of the QoCR was to inform 
the community about services. This was quite different to the acute and sub acute health service 
reports, which had a greater focus on reporting outcomes.  

CHSs QoCRs were substantially less reflective of the policy and the framework and in the majority of 
cases there was no mention of either the policy or the framework. Although in a number of cases CHS 
QoCRs did document evidence of consumer participation, it was unclear what the drivers were for 
this inclusion.  

3.3.5 Quality of care reports as an evaluation tool for the policy 

As noted at the start of this section, reporting relating to consumer participation is not mandatory for 
QoCRs. The highly variable nature of consumer participation information provided by health services 
in QoCRs, both within and across QoCR groupings (i.e. geographical location and type of health 
service), may be contributed to by the lack of enforcement of reporting against the policy and the 
framework, or by a lack of adequate consumer participation policies and procedures. It is unclear 
from this assessment what the drivers behind the variability in reporting are, generally and for 
location and type of service. Further information is required to substantiate this.  

Due to the lack of standardised and consistent reporting in QoCRs, based on the sample assessed, 
reports in their current form cannot be considered as appropriate tools for evaluating the policy. 
Unless reporting requirements are adjusted (for example, mandatory reporting requirements 
instituted, that are standardised and relevant across health service type and location), further 
evidence beyond the QoCR is required to evaluate the effectiveness of the policy.  

3.4 Community participation plans 

This section outlines the findings from the review of a sample of community participation plans 
(CPPs). It outlines the assessment method, and provides an analysis of identified themes arising from 
this assessment. 

3.4.1 Community participation plans overview 

CPPs are required of those health services that are listed under the Health Services Act 1988, of which 
there are nineteen; twelve metropolitan and six major regional health services, together with Dental 
Health Services Victoria. The CPP is designed to be the key document that assists a CAC in providing 
strategic advice to the board of the health service, and is based on three key actions:  

• building the capacity of the health service for participation 

• listening to the community and finding out what they need 

• working together with the community to make that happen. 

The document “How to develop a Community Participation Plan” (the ‘Guide’) was written by the 
Department in 2006 to assist health services develop their plans. The document stipulates that 
members of the community, health service staff and board members should all provide input into the 
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plan, and provides guidance as to how best the plan might be developed. It also outlines six key areas 
that the plan is expected to address, namely: 

1. How the service has identified and assessed its strengths and limitations in consumer, carer and 
community participation, and how it plans to address the limitations. 

2. How the service will provide education and training to facilitate staff support of participation.  

3. How participation will be used to improve service planning and development to meet the needs 
of the service’s community. 

4. How service delivery to communities identified as being hard to engage will be enhanced through 
participation. 

5. Where enhancement of care can be facilitated through involving people in decision making about 
their own care and treatment. 

6. How participation will be used to improve the safety and quality of treatment and care provided 
by your health service. 

The Guide provides examples of the types of participation that can be utilised within a CPP and a 
template for completing a CPP. This includes establishing responsibility for the action within the 
health service, establishing timelines and setting targets. It is expected that the plans are promoted 
throughout the health services, and are monitored and evaluated. It is understood by the review that 
the progress and achievement against the CPP is recorded within CAC meetings. 

The Victorian health policy and funding guidelines specify that health services required to develop a 
CPP are to provide a written report on the achievements to the Department for each financial year 
by 30 November. For the purposes of this evaluation, these reports did not form part of the KPMG 
evaluation. Nineteen CPPs were supplied by the Department for this review. Thirteen were classified 
as metropolitan, while six were classified as regional. For the purpose of this review, four CPPs were 
separated from the metropolitan group due to the specialist nature of the health services provided 
by the organisation. This provides a further category for comparison of CPPs across health services.  

3.4.2 Reference to the evaluation strategy and lines of enquiry 

The lines of enquiry outlined in the evaluation strategy (and contained in Appendix C) have been 
utilised to guide the assessment of the CPPs in this part of the review. The evidence statements 
outlined in Section 3.4.4 have been structured to enable an assessment of the CPPs against the 
requirements of the evaluation questions.  

3.4.3 Combined health service plans 

In a limited number of instances, the CPP has been combined with the health service’s Disability 
Action Plan (DAP) and CRPs. Where this has occurred in the sample provided for review, this has not 
impacted the assessment of the CPP or its content. 

3.4.4 Assessment process 

A series of evidence statements was developed against which CPPs were assessed. As noted in Section 
3.4.2, each of the evidence statements was informed by the lines of enquiry contained in the 
evaluation strategy. Each of the relevant lines of enquiry that have informed the evidence statements 
are documented above those statements.  
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It is not intended that the evidence statements provide a comprehensive response to that line of 
enquiry, but that assessment using the evidence statement informs the answer to the line of enquiry 
in conjunction with the findings of the other evaluation activities, including the survey results and the 
findings from consultation. 

For each evidence statement, a traffic light assessment was utilised to determine the extent to which 
the CPP provided evidence that the health service could demonstrate that it met the statement 
requirements. The different colours utilised with the traffic light assessment (green, yellow, red) were 
applied as follows:  

Green – the CPP demonstrated evidence that it met and/or exceeded the statement 

Yellow – the CPP demonstrated limited evidence that the health service met the statement 
requirements, or evidence that it only partially met the statement requirements 

Red– the CPP report could not demonstrate that the health service met the statement requirements.  

The results of the assessment are outlined in Section 3.4.5. Each of the results are broken down by 
geographical location of the health service and health service type (metropolitan, regional, and 
specialist) to assist in identifying differences in performance.  

The lines of enquiry and the evidence statements are outlined in Table 21. For the purpose of 
presenting the results, each evidence statement has also been assessed against the criteria. 

 

 

Table 21: Relevant lines of enquiry, evidence statements and assessment criteria for the review of CPPs 

Line of enquiry 

2. Has the policy been implemented as planned? 

• What processes and strategies have been introduced as part of the policy framework? 

• Have there been any differences in implementation by location or staff group? 

Assessment Criteria One:  

Evidence that Doing it with us not for us standards has informed the development of the 
Community Participation plan within the health service 

• Green: the plan provided clear, documented evidence that the Doing it with us not for us 
standards had informed the development of the CPP 

• Yellow: the plan provided indirect evidence that the Doing it with us not for us standards had 
informed the development of the CPP 

• Red: the plan provided no evidence that the Doing it with us not for us standards had informed 
the development of the CPP 

Assessment criteria two 

Evidence that the framework has influenced the development of the CPP  
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• Green: the plan provided clear, documented evidence that the framework had informed the 
development of the CPP 

• Yellow: the plan provided indirect evidence that the framework had informed the 
development of the CPP 

• Red: the plan provided no evidence that the framework had informed the development of the 
CPP 

Assessment criteria three 

The CPP demonstrates evidence that it addresses the key areas outlined in the Department’s 
“How to develop a Community Participation Plan”  

• Green: the CPP demonstrated that it addressed all six key areas 

• Yellow: the CPP demonstrated that it addressed 2-5 of the key areas 

• Green: the CPP demonstrated that it addressed less than 2 of the key areas 

Line of enquiry 

5. To what extent has the policy achieved the desired outcomes for each standard? 

• To what extent has the policy contributed to progressive outcomes and improvements in 
consumer, carer and community members’ participation in health policy planning, care and 
treatment and the wellbeing of all Victorians?  

• Have achievements varied according to location, in-scope services and level? 

Assessment criteria four:  

Evidence that the health service measures its achievements relating to consumer participation 
outcomes as specified in the CPP  

• Green: the CPP articulated performance indicators and specifies targets that were used to 
measure achievement in relation to consumer participation 

• Yellow: the CPP articulated performance indicators but did not specify targets to measure 
achievement in relation to consumer participation 

• Red: there was no evidence of performance measurement in the CPP relating to consumer 
participation within the health service 

Assessment criteria five 

Evidence that the CPP utilises consumer and carer feedback mechanisms to improve participation 
outcomes 

• Green: the CPP demonstrated evidence of consumer participation feedback mechanisms, and 
processes to act on this feedback to improve consumer participation 
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• Yellow: the CPP demonstrated evidence of consumer participation feedback mechanisms 
within the health service but did not provide evidence of using these to improve consumer 
participation 

• Red: the CPP provided no evidence of consumer feedback mechanisms in place within the 
health service  

Assessment criteria six 

Evidence that the CPP encourages consumer participation at the three levels of the Doing it with 
us not for us policy relevant to health services (individual, program and department and 
organisational) 

• Green: the CPP provided evidence of consumer participation objectives across all three levels 
of the Doing it with us not for us policy 

• Yellow: the CPP provided evidence of consumer participation objectives across two levels of 
the Doing it with us not for us policy 

• Red: the CPP provided evidence of the consumer participation objectives across one level of 
the Doing it with us not for us policy 

Source: KPMG 
 
 

3.4.5 Assessment results of Community Participation Plans 

This section outlines the results and findings from the qualitative assessment of CPPs.  

Summary findings 

• CPPs are mandatory requirements for the health services as listed under the Health Services 
Act 1988. 

• The quality and depth of content contained within the CRP is driven by the organisation. 

• The majority of CPPs are driven by the policy. 

• The framework has had less influence on the development of CPP’s than the policy. 

• The ability to objectively measure the outcomes of the actions contained within the CPPs is 
particularly variable. There is substantial variation in addressing the key areas of the “How to 
develop a Community Participation Plan” document. 

 

Metropolitan health services 

Table 22: Assessment results of sampled metropolitan health services’ CPPs (n=9) 

 Criteria 1 Criteria 2 Criteria 3 Criteria 4 Criteria 5 Criteria 6 

Metro 1            
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Metro 2       

Metro 3       

Metro 4       

Metro 5       

Metro 6       

Metro 7       

Metro 8       

Metro 9       
Source: KPMG 

Findings of note 

The information provided in CPPs by sampled metropolitan health services was variable. Many of the 
CPPs reviewed provided very detailed plans, outlining actions and indicators that would measure 
performance, although in most cases specific targets were not outlined. In contrast, a number of the 
CPPs reviewed provided limited information about how the health service proposed to meet their 
identified actions. 

Most of the CPPs made reference to, and outlined how they would achieve key areas outlined in the 
Department’s document, “How to develop a Community Participation Plan”, although the detail on 
how these areas would be achieved was not evident in many instances. Almost all of the CPPs 
identified general quality improvement activities and feedback mechanisms in place within the health 
service. However, there was limited information that outlined exactly how health service delivery 
would be improved as a result of the feedback processes. In almost all cases, the identified feedback 
processes and quality improvement activities were related to general health service delivery. 

From the CPPs, it is clear that consumer participation initiatives are in place at an organisational level. 
It is less clear how consumer participation is being addressed at the individual level, with limited 
information provided within the CPPs. There is no information provided as to how consumer 
participation is developed at a hospital department level, however, this will be further explored 
during the consultation phase.  

Specialist health services 

For the purpose of this review, health services were identified as specialist if they provided specific 
types of care to a target cohort. These health services have been separated from the original number 
of metropolitan health services provided (four out of 13) 

Table 5: Assessment results of sampled specialist health services’ CPPs (n=4) 

 Criteria 1 Criteria 2 Criteria 3 Criteria 4 Criteria 5 Criteria 6 

Specialist 1       
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Specialist 2       

Specialist 3       

Specialist 4       
Source: KPMG 

Findings of note 

Three out of five CPPs developed by sampled specialist health services cited that the policy informed 
the development of their CPP. Two out of the four specialist health services reviewed directly 
addressed each of the key areas of “How to develop a Community Participation Plan”, while the 
remaining two CPPs provided less detailed information and did not address all of the key areas 
individually. 

Actions and expected outcomes were identified in the plans, but in most cases objective targets were 
not present. Feedback and improvement mechanisms mentioned in these CPPs were not outlined in 
detail, however  where this was present, there was reference to  general quality improvement which 
may contribute to  improving consumer participation. 

Strategies and initiatives to improve consumer participation at the three relevant levels (individual, 
program/department and organisational) were identified in the CPPs.  

Regional health services 

Table 6: Assessment results of sampled specialist health services’ CPPs (n=6) 

 Criteria 1 Criteria 2 Criteria 3 Criteria 4 Criteria 5 Criteria 6 

Regional 1       

Regional 2       

Regional 3       

Regional 4       

Regional 5       

Regional 6       
Source: KPMG 

Findings of note 

The sampled regional CPPs were variable in the quality of information provided and the evidence of 
the policy or the framework having influenced them. Two of the regional CPPs reviewed made no 
reference to either the policy or the framework, while two of the CPPs that referenced the policy did 
not reference the framework. Three CPPs provided direct reference to the policy informing the 
production of the CPP, with one CPP providing indirect references. Three CPPs clearly addressed all 
six areas of the key areas contained in the “How to develop a Community Participation Plan”, while 
the remainder provided information on most, but not all of the key areas. 
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Outcomes and actions identified within the CPPs were variable. Three CPPs provided very clear 
indicators against which actions could be measured, and included targets and timeframes for 
achievements. The remaining CPPs provided outcomes that could be objectively measured, but did 
not include targets. 

Reference to initiatives aimed at the levels of consumer participation varied between regional health 
services. Three of the CPPs reviewed provide evidence of addressing all three levels relevant to health 
services, while the remainder provide evidence of only addressing the individual and organisational 
level.  

Feedback processes and continuous improvement activities were noted in all of the regional CPPs, 
and specific detail on how these result in improvements to the delivery of health services was 
provided in two CPPs. In all cases, improvement processes and feedback mechanisms appeared to be 
linked to general health service requirements, which in turn may impact on improving community 
participation. This is an area for further enquiry during the consultation phase. 

Page 43  
© 2014 KPMG, an Australian partnership and a member firm of the KPMG network of independent 

member firms affiliated with KPMG International Cooperative (“KPMG International”), a Swiss entity. 
All rights reserved.                                     

 KPMG and the KPMG logo are registered trademarks of KPMG International. 
 Liability limited by a scheme approved under Professional Standards Legislation. 



Doing it with us not for us Evaluation 
Evidence Report 

July 2014 
 

 

ABCD 

3.4.6 Analysis 

The review of CPPs has identified considerable variation between the content of health services’ CPPs. 
There was no clear difference between the groups of health services (metropolitan, regional or 
specialist) as outlined above in the presentation of CPPs. Findings from the review suggest that the 
quality and depth of content of the CPP is driven by the organisation, and is not influenced by factors 
such as geographical location or type of health service. 

However, the findings do suggest that the majority of the CPPs are driven by the policy. This would 
suggest that the policy has had an impact on the provision of consumer participation through its 
influence on most health service organisation’s CPPs.  

With regard to the framework, it is unclear whether a lack of reference to the framework in the CPP 
is due to the fact that health services have a separate CRP or as a consequence of other factors. Almost 
all of the CPPs reviewed identified continuous improvement processes, which in some cases outlined 
specific feedback mechanisms employed by the organisation. In most cases these appeared to be 
directly related to improving the provision of the health services, which in turn may result in improved 
consumer participation.  

CPPs were variable in presenting anticipated outcomes against proposed actions. Many CPPs 
provided detailed, objective measures, with targets, while in other CPPs, outcomes were not 
objectively measurable. This suggests that measuring the achievement of organisations against their 
CPPs may be difficult, which in turn may impact the comparison of how effective consumer 
participation is across health services. 
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3.5 Cultural responsiveness plans 

This section outlines the results of the review of 15 selected cultural responsiveness plans (five 
metropolitan, five regional and five rural). 

Summary findings 

• Cultural responsiveness plans generally followed the template outlined in the framework. 

• Actions and outcomes outlined in the plans generally matched the measures and sub-measures 
in the framework. Rarely did the plan provide evidence of stretching beyond these parameters.  

• Although the production of the CRP provided evidence that the framework had been 
implemented to an extent, it did not provide evidence of whether the actions in the plan had 
any impact, or how well the plan was utilised throughout the health service. 

• Metropolitan health service CRPs provided more detail than did rural health services.  

• Demands of the community within the health service’s catchment area most likely influenced 
the detail and breadth of actions within the CRPs. 

3.5.1 Requirements 

The framework outlines the minimum level of activity that a health service should undertake in order 
to provide culturally appropriate services, across four broad domains of quality and safety. In 
response to the framework, CRPs are constructed to demonstrate how a health service will provide 
these services.  

Cultural responsiveness plans are designed to cover a three year period, with the intent that the plan 
is integrated into the health service’s overall strategic planning. It is anticipated that CACs and 
consumers, carers and community members will have the opportunity to provide input into the plan 
and that, where this has occurred, this should be recorded in the plan itself. It is expected that the 
plan reflects the six standards and measures/indicators contained in the framework, with actions 
and/or strategies to be clearly outlined. The CRP should be endorsed by the health service’s public 
health board. The first plan was required by the Department on the 30th November 2010. Where 
health services complete numerous plans, such as Disability Action Plans and the CPPs, the Quality 
Branch of the Department would accept a plan that combined these plans into one.  

3.5.2 Cultural responsiveness plans reporting requirements 

The achievements of the CRP are to be reported annually, through the health services’ QoCRs. It is 
expected that the QoCR outlines the achievements of the plan against the measures and sub-
measures of the framework. A minimum reporting guide/template is outlined in the framework. The 
201213 reporting period requires that the QoCR should contain achievements against all of the 
standards and indicators as outlined in the framework. 

3.5.3 Assessment process 

To review the sample of 15 CRPs as provided by the Department, two broad assessment criteria were 
used, as outlined below. This assessment process was chosen due to the nature of the documents, 
which are considerably more consistent and standardised than the previous types of documents 
reviewed in this Evidence Report. A narrative description of performance has therefore been utilised,\ 
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to ensure that differences between reports can be captured, which in many cases are too minor to 
be represented in a criterion based objective assessment.  

Reflecting the Cultural Responsiveness framework 

Under this subheading, CRPs were reviewed to determine whether they reflected the requirements 
of the Cultural Responsiveness Framework, and to what extent they are aligned.  

Identified outcomes 

Under this subheading, CRPs were reviewed to identify (at a high level) what target outcomes would 
be used to measure actions, and how these outcomes would be reported. This provided an indication 
of how health services anticipated what their progress and achievements against the CRP would look 
like, and how they would be recorded.  

Findings were then aligned at a high level against relevant evaluation lines of enquiry.  

3.5.4 Individual cultural responsiveness plans 

Reflecting the framework 

Review of the available CRPs against the framework found that most health services had utilised the 
CRP template provided in the framework document. It would therefore be reasonable to conclude 
that almost all health services’ CRPs had been driven by the framework, with the majority of CRPs 
acknowledging all standards, indicators and, in many cases sub-measures, from the framework in 
their plans.  

Metropolitan health services 

Each of the metropolitan CRPs used the template provided in the framework. In all cases except one, 
each of the measures and sub-measures of the framework were outlined in the plan. In all cases, each 
of the indicators associated with the measures were also outlined. One plan combined their 
community participation plan and DAP into the same document as the CRP, however this did not 
affect the level of information included in the CRP. 

Regional health services 

The review of regional CRPs revealed some variation. One of the plans reviewed was referred to as 
an Access and Equity Strategy. While making reference to the framework, relevant measures and 
sub-measures were not contained in the strategy, and outcomes were combined to reflect the needs 
of people with a disability, Aboriginal people and people from CALD backgrounds. Two CRPs also 
outlined how their CRP aligned with their DAP and other diversity documents to contribute to overall 
health service strategy.  

Two of the CRPs outlined actions and outcomes against each of the measures and sub-measures of 
the framework, while the remaining two CRPs only outlined actions and outcomes against the 
measures, not sub-measures.  

Regional health services also demonstrated a greater level of adaptation of the template structure. 
One service identified their strengths in their report as well as their gaps, while another structured 
the information so that their existing capability was compared against their planned capability.  

Rural health services 

The framework allows rural health services to use plans such as their CRP to better align with their 
community requirements and to reduce the burden of reporting. For example, small rural health 
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services with a small CALD population base can submit other primary reporting mechanisms plans to 
the Department, such as the HACC plan. 

Generally, rural CRPs were shorter than either regional or metropolitan CRPs. Three of the rural CRPs 
reviewed utilised the framework template, with minimal to no variation, although one CRP did not 
contain the sub-measures. One of the documents provided for review was called an access and 
inclusion plan. This plan incorporated requirements from the framework and DAP, as well as HACC 
standards. The actions and outcomes identified in this plan had been matched against objectives that 
appeared to be a health service directed combination of objectives and standards from the 
framework, DAP and HACC requirements. 

Identified outcomes 

Metropolitan health services 

Generally, the outcomes recorded in metropolitan CRPs contained a considerable level of detail, and 
captured more than was required against the measures and sub-measures. Outcomes were matched 
against actions, and in most cases measurable. The provision of outcome targets was only provided 
by one health service. In one of the CRPs detail extended to identifying who was responsible for 
ensuring the outcome was achieved.  

One of the CRPs examined did, however, vary from the others reviewed. This CRP only provided 
outcomes directly against measures, while outcomes were generally poorly articulated and not 
measurable. 

Each of the reviewed CRPs acknowledged the reporting requirements against the framework’s 
standards and indicators, including the reporting vehicle, (the QoCR). One CRP noted when each of 
the outcomes would be reported against, which was not necessarily annually resulting in the health 
service reporting progress against the actions..  

Regional health services 

Three of the CRPs reviewed provided detailed outcomes against each measure and sub-measure of 
the framework, and progress against the outcomes could be measured (although no targets were 
provided).  

The remaining CRPs expected outcomes were generally poorly outlined and limited in scope. In one 
CRP it was not clear how the outcomes were aligned to the framework.  

Rural health services 

Reporting requirements against the framework were noted in three of the CRPs reviewed. The 
expected outcomes outlined in the CRPs addressed the measures directly, but in most cases were not 
measurable. For example “Increased CALD knowledge amongst staff” was outlined as one outcome. 
In only one CRP was it noted that outcomes were generally broader than the specific requirements of 
the framework, with outcomes being more measurable.  

In one of the CRPs reviewed, the CRP stated that cultural diversity was not significant in the 
community served by the health service, implying that  the CRP was tailored to the service’s 
community. 

One of the CRPs only described actions required, without noting what the expected outcomes would 
be. However, the actions covered a broad range of areas relevant to people with diverse needs, and 
went beyond individuals from culturally diverse backgrounds, including individuals with a disability.  
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3.5.5 Discussion 

The review of sampled CRPs revealed that all health services defined outcomes and actions that 
sought to improve the delivery of health service for people from CALD backgrounds. Given that the 
majority of CRPs specifically addressed all standards, including Standard 4 which is directly relevant 
to consumer participation, it is reasonable to argue that the CRPs also facilitate consumer 
participation from individuals with diverse backgrounds.  

Apart from two of the documents provided for review, all CRPs followed the template provided within 
the framework. As a result, CRPs were generally consistent in their construction, and in most cases 
directly addressed the measures and sub-measures of the framework. Although this generally 
resulted in CRPs providing comprehensive coverage of the expected outcomes of the framework, it 
meant that there was limited evidence of health services outlining “stretch” outcomes, beyond what 
was expected in the framework.  

The metropolitan CRPs were more comprehensive than those of regional and rural health services. 
The outcomes outlined in metropolitan CRPs were more measurable than those in regional and rural 
CRPs and, in some cases, provided targets that the health service should attempt to achieve.  

The majority of CRPs noted the reporting requirements associated with the framework. This 
suggested that a lack of awareness of reporting requirements is not a contributing factor to the lack 
of reporting contained within QoCRs, as noted in Section 3.2.2. 

3.5.6 Lines of enquiry 

Findings from this section informed three of the seven lines of enquiry developed to guide this 
evaluation:  

1. Has the policy/framework provided adequate supports to health services to engage with 
consumers? 

Given that most CRPs utilised the template outlined in the framework, it would suggest that 
health services used the support documents provided by the Department to assist in the 
completion of their CRPs. It is unclear what supports were provided by the Department to health 
services to complete their CRP, in addition to the guidance provided within the framework. As the 
CRP is expected to act as the document that guides engagement with consumers from diverse 
backgrounds, the evidence from the review of CRPs suggests that they utilised the framework’s 
support/guidance.  Further evidence is required to confirm this finding.  

2. Has the policy (framework) been implemented as planned? 

The production of CRPs by health services suggests that the basic requirements of the 
implementation of the framework have been met. Further, given that most health services 
outlined actions and outcomes against the measures and sub-measures as outlined in the CRP, 
overall, the specific framework requirements had been met by the majority of the health services 
reviewed as part of this evaluation. This would suggest that the CRP had been implemented as 
planned (based on the implementation requirements outlined in the framework itself). 

4. What impact has each of the key elements of the framework had on the anticipated outcomes 
of the policy? 

Given that CRPs outline only health service’s intended actions and outcomes, the review of these 
plans can only provide commentary on how outcomes might impact the anticipated outcomes of 
the framework if they were achieved, and not actual impacts.  
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Each of the CRPs identified actions that would improve cultural responsiveness and consumer 
participation outcomes by addressing the measures and sub-measures contained within the 
framework. As the standards contained in the framework and the policy are strongly aligned, if these 
actions were carried out successfully by health services, it would be expected that consumer 
participation outcomes would improve, which in turn would positively influence the outcomes of the 
policy.  
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3.6 Diversity related documents 

This sub-section outlines the results of the review of a selected number of Disability Action Plans (five) 
and ICAP program reporting contained with QoCRs. It identifies where there is alignment between 
these documents, the policy and the framework. 

Summary findings 

• DAPs are driven by disability legislative requirements, which incorporate some principles of 
consumer participation. 

• The ICAP program is driven by the need to improve care for Aboriginal people, and aligns with 
parts of the framework. 

• Reporting against ICAP program areas was particularly variable in QoCRs. 

• DAP reporting was generally well structured and consistent with legislative requirements. 

• Although there were areas of overlap between DAP, ICAP, the policy and the framework, given 
the different drivers and aims of the plans and program, and the unique needs of these 
consumers,  A new policy would need to address the specific needs of these diverse groups 
and allow for current/legislative and policy guidelines. 

3.6.1 Disability Action Plans 

The Disability Action Plans in the provided sample were reviewed to determine the extent to which 
they reflected the policy and the framework. As noted in the methodology, a sample of five DAPs 
were reviewed. Of these DAPs, three were incorporated into other plans produced by the health 
service, including CPPs and Regional diversity plans. In this sub-section, where “consumer” is used, 
this refers to consumers with a disability.  

Each of the DAPs are driven by legislative directives, which include:  

• the Disability Act 2006 

• the Disability Discrimination Act 1992 

• the Equal Opportunity Act, 2010. 

Each of the DAPs examined was tailored to ensure that these legislative requirements were met. The 
plans were further tailored to the specific needs of people with a disability that utilised the health 
service, and the environment in which the health service operated.  

Review findings 

• Review of the plans revealed that the primary focus of the plans was the inclusion in, and 
improved access to, health services for people with a disability. The incorporation of consumer 
participation principles was variable between services. Two of the health service DAPs made a 
limited connection between the DAP requirements, the  Disability Act 2006 and the policy. 

The DAP that most heavily aligned with the policy was one that had been incorporated into a CPP, by 
one of the health services sampled. In this document, each of the policy standard statements had 
been adapted to reflect the needs of people with a disability, and were accompanied by action 
statements as to how the identified actions would be achieved. As an example, specific reference was 
made to including people with a disability on CACs within the health service.  
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The remaining two DAPs reviewed made reference to including consumers in organisational planning 
in one DAP, while the other DAP identified that disability support groups would be used to facilitate 
engagement with consumer participation groups where appropriate. 

3.6.2 Improving Care for Aboriginal People 

The ICAP program aims to improve identification of, and the quality of care for, Aboriginal people3. 
Four key outcome areas are identified in this program, which are reported against in health services’ 
annual QoCR. These include:  

• Key result area 1: Establish and maintain relationships with Aboriginal communities and services. 

• Key result area 2: Provide or coordinate cross-cultural training for hospital staff. 

• Key result area 3: Set up and maintain service planning and evaluation processes that ensure that 
the cultural needs of Aboriginal people are addressed when referrals and service needs are being 
considered, particularly in regard to discharge planning.  

• Key result area 4: Establish referral arrangements to support all hospital staff to make effective 
primary care referrals and seek the involvement of Aboriginal workers and agencies. 

While not directly related to consumer participation initiatives or the framework, some of the key 
result areas reflect the requirements of the framework, and to some extent the policy. For example, 
Key result area 2 aligns strongly with Standard 6 of the framework, which states that “Staff at all levels 
are provided with professional development opportunities to enhance their cultural responsiveness.” 
Further, Key result area 3 aligns with Standard 4 in the policy, noting that “consumers, carers and 
community members are active participants in planning, improvement and evaluation of services and 
programs on an ongoing basis.”  

As a result of this alignment, ICAP outcomes, as reported in QoCRs, have been reviewed.  The sample 
of QoCRs is consistent with those reviewed in Section 3.2 and 3.3, and as in Section 3.2 and 3.3, have 
been reviewed according to metropolitan, regional, rural and community health service categories.  

Metropolitan health services 

Each of the sampled metropolitan health services provided evidence of Aboriginal health initiatives, 
and three of the QoCRs provided specific evidence of Aboriginal participation in health service 
delivery.  

One of the health services had an Aboriginal reference group, which includes representation from the 
Aboriginal community. The purpose of the group was to provide advice to the health service on how 
best to improve Aboriginal health. Two other health services reported that Aboriginal people were 
included in advisory committees that contributed to health service planning. Further, two QoCRs 
directly referenced culturally appropriate education initiatives and Aboriginal patient centred care 
initiatives.  

Three of the QoCRs reported directly against the ICAP program key areas, while a further QoCR made 
reference to the ICAP program. Only one of the QoCRs made no reference to the ICAP program. Three 
of the health services provided evidence of their collaboration with the Aboriginal community in their 
catchment area.  

3 Victorian Department of Health (2009) Improving care for Aboriginal and Torres Strait Islander Patients (ICAP). 
Victorian Department of Health 
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Regional and large rural health services 

Regional QoCRs provided detailed evidence of Aboriginal involvement in health services, including 
initiatives to improve participation from Aboriginal people in the delivery of health services. Reporting 
generally focused on the range of health initiatives targeted at the Aboriginal community. 

One QoCR specifically noted the recruitment of Aboriginal people to their CACs, while another noted 
the participation of Aboriginal people in health reference groups. One health service has committed 
to ensure that there is full participation of Aboriginal people, and their representative bodies, in all 
aspects of their health care needs, suggesting a strong commitment to participation of Aboriginal 
people in the delivery of health services. A further health service also outlined the training provided 
to improve Aboriginal specific cultural competency amongst staff. 

ICAP outcomes were not specifically addressed by most of the regional QoCRS, and in two cases the 
ICAP program was not referenced at all.  

Rural 

Reporting of initiatives for Aboriginal people was extremely limited in the sampled rural QoCRs. The 
majority of the rural QoCRs reviewed did not reference Aboriginal specific initiatives, with only two 
QoCRs making mention of the ICAP program. Of the two QoCRs that reported on Aboriginal initiatives, 
one noted that the health service’s diversity plan acknowledged the key areas of the ICAP, while the 
other acknowledged collaboration with Aboriginal communities. Minimal further detail was provided 
in the reports, therefore, it is unknown if the health services that did not report on Aboriginal specific 
initiatives do not have Aboriginal communities.  

Community health services 

It is noted that the ICAP program is a program for hospitals and that CHS’s are requested in the QoCR 
guidelines to refer to partnerships with Aboriginal communities and organisations. Community health 
QoCRs that were sampled were particularly variable in their reporting of Aboriginal specific initiatives. 
Three QoCRs did not report on any aspects of Aboriginal initiatives. however, as per rural health 
services it is unknown if this is a reflection of the local community. Two QoCRs described extensive 
initiatives aimed at their diverse communities, but did not make specific reference to Aboriginal 
communities. 

A number of the reports reviewed provided evidence of initiatives in place aimed at improving 
Aboriginal health. Two of the reports specifically outlined collaboration with Aboriginal communities 
to assist in the delivery of community health services, noting that Aboriginal health services were 
encouraged to provide input into how community health services were planned and delivered in a 
culturally acceptable manner. 

Two QoCRs noted the importance of providing training to staff to improve cultural awareness and the 
delivery of culturally appropriate services. One of these QoCRs noted the importance of employing 
Aboriginal people within their service.  

Although many of the reports provided evidence of Aboriginal specific initiatives, the majority of these 
were aimed at improving Aboriginal health and inclusion in the broader community, and beyond the 
points noted above, did not explicitly note participation of Aboriginal people within these initiatives. 

3.6.3 Discussion 

The findings in this section demonstrate that the relevant legislative requirements (Disability), or 
programs (ICAP) drive the actions enacted by health services to meet the needs of individuals from 
these groups. Increasing consumer participation from these groups in the delivery of health services 
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is included in the actions of health services where it aligns with the drivers of the program/plan, but 
is not the primary outcome of the plan/program in itself. Only one of the DAPs reviewed provided 
evidence that the policy had an impact in the delivery of initiatives for people with a disability, while 
there was no specific evidence of the policy impacting delivery of health services for Aboriginal 
people. 

In contrast, many of the actions outlined by health services to address the key areas of the ICAP 
programs align with the standards outlined in the framework, despite specific sections relating to 
ICAP and/or Aboriginal health initiatives not mentioning the framework. It would appear that there is 
a level of duplication between the expected outcomes against the key areas of ICAP, the framework 
and, in some cases, general health service initiatives. However, given the unique needs of this 
particular cohort, it may not be possible, or desirable, to consolidate aspects of the ICAP program 
with the framework to reduce duplication. Rather both groups need to be specifically identified within 
any overarching policy and incorporate their unique strategies and tailored outcomes. 

Reporting against the ICAP program, and evidence of Aboriginal health initiatives more broadly, is 
particularly variable in the QoCRs reviewed. The lack of responses against the ICAP program may 
reflect the lack of mandatory reporting requirements, and that the ICAP program is not directed by 
legislation. Rural and community health services’ QoCRs were the most variable in the information 
reported, however, metropolitan and regional health services were also inconsistent. It is unclear 
from the documents reviewed what contributes to this variability.  

In contrast, although the presentation of DAPs was variable (i.e. in some cases combined with other 
plans), the information contained within, and the outcomes identified by, health services were 
generally consistent, and were aligned with content requirements of the DAP. As discussed in 
previous sections, the lack of reporting may not be a true representation of the activities undertaken 
across health services. To determine whether this is the case, further evaluation activities are 
required.  
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3.7 Quantitative data analysis 

This section outlines the results of the quantitative analysis of VPSM data and the National Safety and 
Quality Health Service Standards accreditation data provided by the Department. 

Summary findings 

• Metropolitan health services recorded the highest number of “met with merit” ratings against 
the National Safety and Quality Health service standards, particularly Standard 2. 

• Rural health services recorded the most number of “not met” ratings. 

• Health services generally recorded very high levels of “not met” ratings against the consumer 
participation actions in Standard 9. 

• Consumer Participation Indicator (CPI) scores taken from the VPSM demonstrate a small 
improvement trend over time. 

• CPI scores are highest amongst rural health providers. 

3.7.1 National Safety and Quality Health Service Standards  

This section outlines the 2013 accreditation process results of Victorian health services against the 
National Safety and Quality Health Service Standards. The Department undertook an exercise that 
maps the relevant standards and actions according to their relevance to consumer participation. 
Mapping of standards included:  

• Standard 1 (Governance for Safety and Quality in Health Service Organisations): 19 actions. 

• Standard 2 (Partnering with Consumers): 15 actions. 

• Standard 3 (Preventing and Controlling Healthcare Associated Infection): two actions. 

• Standard 4 (Medication Safety): five actions. 

• Standard 6 (Clinical Handover): one action. 

• Standard 7 (Blood and Blood Products): four actions. 

• Standard 8 (Preventing and Managing Pressure Injuries) two actions. 

• Standard 9 (Recognising and Responding to Clinical Deterioration in Acute Health Care): seven 
actions. 

• Standard 10 (Preventing Falls and Harm from Falls): two actions.  

Results presented in this Evidence Report are based on the Department’s mapping exercise, with only 
those action items that have been mapped presented. The results are grouped according to 
metropolitan, regional, subregional, rural and dental services in community health services. 
Standards 1-3 form a mid cycle survey and Standards 1 -10 form a full survey for metropolitan, 
regional, subregional and rural health services. Dental health services in the community are required 
to meet Standards 1-6 only. 

The standard of most relevance to consumer participation is Standard 2: Partnering with Consumers. 
Given the relevance of this standard, all results against Standard 2 actions are presented in the 
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following figures, (as per the mapping exercise). For a full list of the standards and actions as identified 
in Figure 2, Figure 4 and Figure 5 , please refer to Appendix D. 

Each health service is given a rating (by the agency undertaking the accreditation survey) according 
to how well they met the requirements of the standard and the action. The rating categories are 
described below:  

• Not met: the actions required have not been achieved 

• Satisfactorily met: the actions required have been achieved 

• Met with merit: in addition to achieving the actions required, measures of good quality and a 
higher level of achievement are evident. 

Figure 2 outlines the total percentage of health services that have been assigned the above ratings, 
broken down by metropolitan, regional and subregional, rural and community health services.  

Metropolitan health services 

Figure 2: Action ratings – metropolitan health services (n=7) 

 
Source: Victorian Department of Health 

Metropolitan health services demonstrate the highest percentage of health services recording 
“met” or “met with merit” ratings against the actions/standards (compared to regional and 
subregional, rural and community health services). For Standard 2, there are a particularly high 
number of health services that have recorded “met with merit” ratings, and for two actions (2.2.1 
and 2.4.1) the number of health services meeting the standard with merit exceeded 50 per cent. 
Except for Standard 9, only four actions were recorded by metropolitan health services as ‘not met’ 
– action 1.16.2, action 1.18.4, 2.6.2, and 2.9.2. All metropolitan health services recorded a “not met” 
rating against Standard 9 actions, except for action 9.8.1 and 9.8.2. All of the Standard 9 actions 
rated as ‘not met’ were developmental actions and as such were not required to be met for 
accreditation to be awarded.  
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Regional and subregional health services 

Figure 3: Action ratings – regional and subregional health services (n=7) 

 
Source: Victorian Department of Health 

Regional and subregional health services present with a lower number of “Met standard with merit” 
ratings, but demonstrate compliance with most patient experience actions overall. These health 
services performed well against Standard 2, with a number of “met standard with merit” ratings 
achieved. There were a number of organisations that received a “Not met” rating against action 2.6.2 
(consumers and/or carers are involved in training the clinical workforce), and as with all other health 
services, there was a much higher percentage of health services that received “not met” ratings 
against Standard 9 patient experience actions. 

Rural health services 

Figure 4: Action ratings – rural health services (n=25) 

 
Source: Victorian Department of Health 

Rural health services received higher levels of “Not met” ratings. The “not met” rating is particularly 
prevalent in Standards 2, 3, 4 and 9. Against Standard 2, the actions with the highest “Not met” rating 
for rural health services were 2.3.1, 2.6.2 and 2.9.2 (33 per cent of health services did not comply for 
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each action). Action 4.14.1 ‘Develop a medication management plan in partnership with patients and 
carers’ received the highest “Not met” overall, with 38 per cent. 

Dental services in community health services 

Figure 5: Standard ratings– community health (n=9) 

 
Source: Victorian Department of Health and KPMG 

For all actions except 2.8.1, dental services in community health services met the requirements of the 
action. The actions with the highest number of ‘met with merit ‘ratings for dental services in the 
community were Standards 2.1.1, 2.1.2 and 2.5.1. The lack of results against actions for Standards 7, 
8, 9 and 10 reflect that dental services in community health services are not required to report against 
these actions and standards. 

3.7.2 VPSM data 

The Consumer Participation Index (CPI) is the data item from the VPSM that is relevant to this 
evaluation. The CPI is calculated from three individual survey items within the VPSM, and measures 
the degree to which consumers have been involved in making decisions about their care (further 
information is contained in Section 3.1.1). CPI data was supplied by the Department for all acute and 
subacute health services, from Wave 17 (first half of 2009) to Wave 24 (first half of 2013), and is 
presented in Figure 6. 

Figure 6: Average CPI, Wave 17 to Wave 24 

 

 

Source: Victorian Department of Health 

The data was broken down by location of the health service based on the categories of metropolitan, 
regional and large rural health services and small rural health services. Across all health services 
examined, a small upward trend of average CPI scores is observed between Wave 17 (79.89 in July to 
December 2009) and Wave 24 (82.87 in January to June 2013).  

Small rural health services on average recorded a higher CPI score than their counterparts in other 
settings throughout the reporting period. Metropolitan health services recorded the lowest CPI scores 
for the period, below the overall average, while regional/large rural health services recorded similar 
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CPI scores to the overall average. All health services within each category demonstrated a similar 
small, but increasing, trend of CPI scores over the period (no noticeable deviation from the general 
trend was observed for each individual health service).  

3.7.3 Discussion 

The analysis of the data provided by the Department reveals that, against the National Safety and 
Quality Health Service Standards, rural health services are less compliant in comparison to 
metropolitan and community health services. This reinforces findings from Section 3.3 and 3.4, where 
reviews of reports and plans suggest that rural health services do not have the same level or number 
of consumer participation initiatives as metropolitan health services. This may suggest that for rural 
health services, the level of reporting in QoCRs reflects the level of consumer participation activities 
in place within the health service. One consideration is that 11 out of the total 15 actions in Standard 
2 are considered ‘developmental’ and as such were not required to be met for the purposes of being 
awarded accreditation, at the time of undertaking this evaluation. 

Analysis of the accreditation results reveal that health services record a higher level of “met with 
merit” ratings against Standard 2 than any other Standard. As Standard 2 relates to consumer 
participation, this suggests that a number of health services have strong consumer participation 
processes in place. However, the data cannot explain why certain actions and standards receive 
greater levels of ratings (either met with merit or not met) than others (including Standard 2), and 
further evidence is required to explain these findings.  

In contrast, CPI results suggest that rural health services perform better compared to metropolitan 
health services. It is not possible to determine what leads to the level of discrepancy noted from the 
evidence assessed. It may be that the differences in results could be attributed to the perception of 
consumers, (consumer participation at the individual level) as the CPI is constructed from consumer 
responses to survey questions, whilst the ratings against the NSQHS are assessed at a department 
and/or organisational level by independent accreditors, who review information and practices 
provided by the health service to provide action ratings4.. Consumers may be less likely to negatively 
judge the health service, especially in rural areas, as consumers may be influenced by the 
relationships they have formed with health service providers. Stakeholder consultation may provide 
further understanding of both results.  

  

4 Inter-rater reliability of accreditation surveyors is unknown, and therefore accreditation assessment may not be 
consistent 
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3.8 Summary of findings from the desktop review 

This sub-section provides a synthesis of the evidence findings from the desktop review. Findings have 
been grouped according to key themes and are outlined below.  

Implementation 

It is clear from the review of documents that health services have implemented a range of initiatives 
to improve and sustain consumer participation in the delivery of health services. The review of 
evidence also demonstrates that health services have produced CPPs and CRPs as required through 
the implementation of both the policy and the framework. 

However, what is less clear is the extent to which health services have implemented the detail of the 
policy and the framework, or where consumer participation initiatives have been driven by the policy 
or the framework. The review of evidence revealed that, in many cases, health services were not 
reporting against the standards and indicators as outlined in both the policy and the framework, and 
also revealed that some health services had made no reference to the policy or the framework in the 
discussion of their consumer participation initiatives.  

There are a number of legislative and other accountability requirements that are likely to be driving 
implementation of the policy, or aspects of the policy. For example, the Health service Act requires 
that public health services must have a CAC, which will drive consumer participation within the health 
service. Other enablers require health services to report against specific aspects of consumer 
participation, such as the requirement of the Victorian Health Services Monitoring Framework, which 
states that health services must report CPI results. Evidence from the review suggests that strong 
accountability  requirements in the policy may have resulted in higher levels of implementation of 
parts of the policy – for example, the policy standard with the highest level of reporting was Standard 
2, which utilises the CPI indicator.  

To determine the effectiveness of the implementation of the policy, further evidence is required from 
stakeholder consultations and survey results.  

Drivers of consumer participation 

Although the review of evidence noted that there were a number of consumer participation initiatives 
in place within health services, in most instances, it was unclear from the documents what was driving 
the introduction of these initiatives. For health services that provided no reference to the policy or 
the framework in the documents reviewed, it is not possible to attribute any impact from the policy 
or the framework to those initiatives. Where there is reference to the policy and the framework, it is 
still possible that other drivers, such as the National Safety and Quality Health Care Standards, may 
be key  drivers of consumer participation initiatives.  

The introduction of the National Safety and Quality Health Service Standards (in 2011, following 
endorsement by Australian Health Ministers) is also likely to be a significant driver of consumer 
participation initiatives. The national standards have significant incentives for health services to meet, 
as they form part of the accreditation process, which can result in substantial consequences if not 
met. Standard 2 is associated with consumer participation, and the mandatory requirements 
associated with the policy in the Victorian health policy and funding guidelines and, the impact of the 
national standards will need to be considered in terms of future policy development and as a key 
driver of consumer participation initiatives. 
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Further evidence from stakeholder consultations is required to determine what the key drivers of 
consumer participation are within health services, and what the contribution of the policy and the 
framework has been. 

Reporting 

The review of documentation revealed that the reporting requirements of the standards and 
indicators of the policy and the framework were not met by many health services. It is not clear from 
the review of evidence what has contributed to the poor standard of reporting, however it is possible 
that health services do not report against the standards and indicators because:  

• it is not mandatory 

• they do not have the resources to meet the reporting requirements 

• reporting is not seen as useful to the health service 

• the health service does not deliver consumer participation initiatives that address the standard 
or indicator.  

Further evidence is required to determine the cause of the lack of reporting against the standards and 
indicators of the policy and the framework.  

Variation in health services  

Rural and regional health services made substantially less reference to the policy and the framework, 
and consumer participation initiatives more broadly, than metropolitan health services in their 
QoCRs. Reporting compliance against standards and indicators was also poorer at a rural and regional 
level. This may suggest that rural and regional health services:  

• do not develop consumer participation initiatives as well as metropolitan health services (if at all) 

• do not report on their consumer participation initiatives as well as metropolitan health services 

• are not aware of the requirements of the policy and the framework to the same extent as 
metropolitan health services.  

The accreditation results from the National Safety and Quality Health Service Standards also reveal 
that rural health services record a much higher level of “not met” ratings against actions that are 
relevant to consumer participation. Combined with the evidence above, this suggests that rural health 
services have not instituted consumer participation initiatives to the same level or breadth as 
metropolitan health services.  

Despite this finding, VPSM results demonstrate that rural health services have higher CPI scores, a 
measure of successful consumer participation, contradicting the above conclusion. Consultation with 
stakeholders will explore and validate this evidence. 

The review of evidence also suggests that community health services are not driven by the policy or 
the framework to the same extent as acute and subacute health services (if at all). QoCRs produced 
by community health services made minimal to no reference to the policy or the framework, however, 
there was substantial information provided within these reports (in most cases) to suggest that 
community health services have instituted a substantial number of initiatives to either improve or 
sustain consumer participation. Stakeholder consultation will identify and explore in more detail 
these drivers. 
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Policy levels 

The evidence reviewed in this report revealed that consumer participation initiatives are driven at the 
departmental, organisational and individual level. Limited evidence was found that suggested a 
significant involvement at the program/department (within health service) level. Findings from 
consultation and the results of the survey analysis will be used to explore this further.  

Diversity drivers 

The review of evidence identified that the framework has a role in driving consumer participation for 
people from diverse backgrounds. It requires that each health service produce a CRP, which outlines 
how health services will address consumer participation requirements for people from diverse 
backgrounds. The CRP in almost all health services was developed from the framework template, 
suggesting that the framework was the primary source for the CRPs and was the driver for addressing 
the needs of this cohort.  

In contrast, a large proportion of QoCRs did not report against the requirements of the framework, 
nor did they provide any evidence that the framework had driven the initiatives in place within the 
health service to cater for individuals from diverse needs and backgrounds. Given this evidence, 
further enquiry is required through consultations to determine the primary drivers in catering for 
people from diverse backgrounds and/or the degree to which the demographics of the community 
within the health service catchment area drive the demand for services that address consumer 
participation from diverse groups.  There are also a number of other drivers that contribute to 
consumer participation within diverse needs groups. For people with a disability, DAPs outline actions 
to be undertaken by health services to improve access to, and the quality of, the delivery of health 
services. Similarly, the ICAP program aims to improve health outcomes for people from an Aboriginal 
background. Although consumer participation is not the primary goal for DAPs or the ICAP program, 
consumer participation must be incorporated into the provision of services in many of the suggested 
actions to improve the outcome for the individual. Although this review was limited to examining 
evidence for two considered cohorts with diverse needs, this evidence suggests that there are a 
number of other drivers that contribute to improving consumer participation for people from diverse 
needs backgrounds beyond the policy and the framework.  

Accountability mechanisms and duplication 

The review of evidence identified that there are a number of areas of duplication relating to consumer 
participation, including: 

• Drivers of consumer participation: there are a number of drivers of consumer participation, 
including (but not limited to) the policy and the framework, the National Safety and Quality Health 
Service Standards, CAC requirements and organisational and individual drivers. It is noted that 
the policy was developed to provide guidance and bring together many of the drivers of consumer 
participation and the National Safety and Quality Health Service Standards were only 
implemented from January 2013. To ensure that each of the drivers remains relevant to the 
health service and that they do not counter each other, alignment of these drivers, and where 
possible removal of duplication, should be considered.  

• Reporting requirements: the policy, the framework, national standards and ICAP program all 
require reporting against actions and indicators that, in some instances, are very similar. 

• Completion of plans: health services must complete CRPs, DAPs, ICAP programs, CPPs and other 
plans aimed at addressing people from diverse backgrounds not contained in this report. 
Opportunity may exist to reduce the planning and reporting burden on health services where 
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obvious duplication is identified, however, in considering this opportunity consideration needs to 
be given to legislative and National Safety and Quality Health Service Standards reporting 
requirements. 

• Accountability requirements: in 2006 and 2009 the annual QoCR was the only mechanism of 
accountability to the community and to the Department. Since 2009, the Department 
incorporated the Overall Care Index and the CPI into the performance monitor reporting for public 
health services. With regard to the DAPs, no reporting is prescribed through the Disability Services 
Act 2006. Evidence suggests that the QoCRs have not been used as a consistent reporting 
mechanism for the policy and the framework. Given that the National Safety and Quality Health 
Service Standards, together with other national standards such as Residential Aged Care 
standards, form part of the Victorian Health Service Performance Monitoring Framework, 
consideration should be given to using the standards as the key accountability mechanism for 
consumer participation. 
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4 Summary 

As identified in Section 1, this report acts as an evidence base for the evaluation, and provides the 
findings from the desktop review.  

Findings from this report were validated with stakeholders through a series of consultations. 

Following completion of the consultation phase of this project, the findings from this report, the 
survey and the consultations were synthesised to inform the overall summative evaluation findings. 

These findings are described in a final discussion paper, together with a series of recommendations. 
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Appendix A: Policy and framework standards and indicators 

This appendix outlines the standards and indicators associated with the policy and the framework.  

Table 25: ‘Doing it with us not for us’ standards and indicators 

Standard Standard description Indicator 

Standard 1 

The organisation 
demonstrates a commitment 
to consumer, carer and 
community participation 
appropriate to its diverse 
communities. 

Numerator: The number of 
specified strategies implemented 
or in use 

Denominator: the eight specified 
strategies required 

Target for all Victorian public 
health services is 75 per cent  

Standard 2 

Consumers and, where 
appropriate, carers are 
involved in informed decision-
making about their treatment, 
care and wellbeing at all 
stages and with appropriate 
support. 

Consumer participation indicator 
score on the VPSM of at least 
75.(acute/subacute) 

Standard 3 

Consumers and, where 
appropriate, carers are 
provided with evidence-
based, accessible information 
to support key decision-
making along the continuum 
of care. 

Indicator 3.1  

Services rated “yes” on at least 
30 items of the checklist for 
assessing written consumer 
health information (Currie et al, 
2000); including at least five for 
section D when using this section 

Numerator: the number of new 
information resources produced, 
revised or adapted over the last 
year which met at least 30 of the 
40 items on the checklist for 
assessing written consumer 
health information (Currie et al, 
2000); including at least five for 
section D when using this section 

Denominator: the total number 
of new consumer, carer or 
community information 
resources produced, revised or 
adopted in last year 
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Target for all Victorian public 
health services is 85 per cent 

Indicator 3.2 

The rate of respondents to 
consumer and carer surveys who 
rate the information as being 
‘good’ to ‘excellent’ 

Numerator: the number of 
respondents who rate the 
written information on how to 
manage your condition and 
recovery at home. Question 20b 
on the VPSM as being good to 
excellent 

Denominator: the total number 
of respondents to question 20b 
on the VPSM 

Standard 4 

Consumers, carers and 
community members are 
active participants in the 
planning, improvement, and 
evaluation of services and 
programs on an ongoing basis. 

Indicator 4 

Numerator: the number of 
dimensions or specified activities 
where consumers, carers and 
community members are active 
participants 

Denominator: the six dimensions 
or specified activities 

Target is 75 per cent 

Standard 5 

The organisation actively 
contributes to building the 
capacity of consumers, carers 
and community members to 
participate fully and 
effectively. 

Descriptive reporting for all 
Victorian public health services 

Source: Victorian Department of Health, 2011, Doing it with us not for us: strategic direction 2010-13, 
Victorian Department of Health 

Table 7: Cultural responsiveness plan standards and indicators 

Standard Standard description Indicator 

Standard 1 A whole of organisation 
approach to cultural 

Four policies, guidelines and 
processes are implemented:  
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responsiveness is 
demonstrated 

• Service has developed a CRP 

• These standards are 
reported on in the QoCR 

• A functioning CAC, Cultural 
Diversity committee or other 
structure demonstrating 
CALD participation and input 

• Implementation of the DHS 
language services policy 

Standard 2 

Leadership for cultural 
responsiveness is 
demonstrated by the health 
service 

Indicator 2.1 

Numerator: the number of 
senior managers who have 
undertaken leadership training 
for cultural responsiveness 

Denominator: the total number 
of senior managers 

 

Standard 3 
Accredited interpreters are 
provided to patients who 
require one 

Indicator 3.1 

Numerator: number of CALD 
consumers/patients identified as 
requiring an interpreter and who 
received accredited interpreter 
services 

Denominator: number of CALD 
consumers/patients presenting 
at the health service identified as 
requiring interpreter services 

Indicator 3.2 

Numerator: number of 
community languages used in 
translated materials 

Denominator: total number of 
community language groups 
accessing the service 

Standard 4 
Inclusive practice in care 
planning is demonstrated, 
including but not limited to 
dietary, spiritual, family, 

Indicator 4.1 

Numerator: number of CALD 
consumers/patients who 
indicate that their cultural or 
religious needs were respected 
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attitudinal, and other cultural 
practices. 

by the health service (as good 
and above) 

Denominator: total number of 
CALD consumers/patients 
surveyed on the VPSM or other 
patient satisfaction survey 

 

 Indicator 4.2 

Policies and procedures for the 
provision of appropriate meals 
(vegetarian, halal, kosher etc) 
are implemented and reviewed 
on an ongoing basis 

Standard 5 

CALD consumer, carer and 
community members are 
involved in the planning, 
improvement and review of 
programs and services on an 
ongoing basis. 

Indicator 5.1 

CALD consumer membership and 
participation is demonstrated in 
the CAC, the CDC or other 
specified structure 

Standard 6 

Staff at all levels are provided 
with professional development 
opportunities to enhance their 
cultural responsiveness. 

Indicator 6.1 

Numerator: number of staff who 
have participated in cultural 
awareness professional 
development 

Denominator: total number of 
employed staff within the 
current two year period 

Source: Victorian Department of Health, 2009, Cultural Responsiveness Plan, Victorian Department of 
Health 
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Appendix B: Quality of Care report assessment 

The tables contained in this appendix contain the health service ratings against each standard and 
indicator for Doing it with us not for us and the framework. 

Table 27: Doing it with us not for us assessment against standards and indicators 

Health 
Service 

Standard 1 Standard 2 Standard 3 Standard 4 Standard 5 

 Relevant 
indicator 

Indicator 
3.1 

Indicator 
3.2 

  

METROPOLITAN HEALTH 
SERVICES      

Metro 1 Y Y Y-TNM Y Y Y 

Metro 2 N Y-NR N Y-TNM Y-TNM Y 

Metro 3 Y Y Y Y-TNM Y Y 

Metro 4 Y N N Y-NR Y Y-NR 

Metro 5 Y Y Y N Y Y 

REGIONAL HEALTH 
SERVICES    

 
 

Regional 1 N N N N N N 

Regional 2 N N N N N N 

Regional 3 Y Y Y y Y Y 

Regional 4 Y Y Y-TNM Y-TNM Y Y 

Regional 5 N Y N N Y N 

RURAL HEALTH SERVICES      

Rural 1 N N N N N N 

Rural 2 N Y N N N N 

Rural 3 Y Y Y Y Y Y 

Rural 4 N Y N Y N N 

Rural 5 N Y-NR N N N N 

Rural 6 Y-NR Y Y-NR N Y-NR Y 

Rural 7 N N N N N N 

Rural 8 Y N N N Y Y-TNM 

Rural 9 N Y-NR N N N N 

Rural 10 N N N N N N 

COMMUNITY HEALTH 
SERVICES 

     

CH 1 N N N N N N 

CH 2 N N N N N N 

CH 3 N N N N N N 

CH 4 N N N N N N 

CH 5 N N N N N N 
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Health 
Service 

Standard 1 Standard 2 Standard 3 Standard 4 Standard 5 

 Relevant 
indicator 

Indicator 
3.1 

Indicator 
3.2 

  

CH 6 N N N N N N 

CH 7 N N N N N N 

CH 8 N N N N N N 

CH 9 N N N N N N 

CH 10 N N N N N N 

Source: KPMG 
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Table 28: the framework assessment 

Health 
Service 

Standar
d 1 

Standar
d 2 

Standard 3 Standard 4 Standar
d 5 

Standar
d 6 

Indicato
r 1.1 

Indicato
r 2.1 

Indicato
r 3.1 

Indicato
r 3.2 

Indicato
r 4.1 

Indicato
r 4.2 

Indicato
r 5.1 

Indicato
r 6.1 

METROPOLITAN HEALTH 
SERVICES       

Metro 1 Y Y-NI Y-NI Y-NI Y-NI Y Y Y-NI 

Metro 2 Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR N 

Metro 3 Y Y Y Y Y Y Y Y 

Metro 4 Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR 

Metro 5 Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR 

REGIONAL HEALTH 
SERVICES        

Regiona
l 1 

N N N N N N N N 

Regiona
l 2 

N N N N N N N N 

Regiona
l 3 

Y Y-NI Y-NI Y-NI Y-NI Y Y Y-NI 

Regiona
l 4 

Y Y-NI Y-NI Y-NI Y-NI Y-NI Y Y-NI 

Regiona
l 5 

N Y-NR Y-NR Y-NR N N N Y-NR 

RURAL HEALTH 
SERVICES        

Rural 1 N N N N N N N N 

Rural 2 N N N N N N N N 

Rural 3 Y-NR Y-NR N N N N Y-NR Y-NR 

Rural 4 Y-NR Y-NR N N N N Y-NR Y-NR 

Rural 5 Y Y-NI Y-NI Y-NI Y-NI Y-NI Y Y-NI 

Rural 6 Y N N N N N Y N 

Rural 7 N N Y-NR Y-NR N N N N 

Rural 8 N N N N N N N N 

Rural 9 N N Y N N N N N 

Rural 10 N N N N N N N N 

COMMUNITY 
HEALTH SERVICES        

CH 1 N N N N N N N N 

CH 2 Y-NR Y-NR N N N N Y-NR Y-NR 
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Health 
Service 

Standar
d 1 

Standar
d 2 

Standard 3 Standard 4 Standar
d 5 

Standar
d 6 

Indicato
r 1.1 

Indicato
r 2.1 

Indicato
r 3.1 

Indicato
r 3.2 

Indicato
r 4.1 

Indicato
r 4.2 

Indicato
r 5.1 

Indicato
r 6.1 

CH 3 Y-NR Y-NR Y-NR Y-NR N N Y-NR Y-NR 

CH 4 N Y-NR Y-NR N N N N Y-NR 

CH 5 Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR Y-NR 

CH 6 Y-NR Y-NR Y-NR Y-NR N N Y-NR Y-NR 

CH 7 N N N N N N N N 

CH 8 Y-NR Y-NR Y-NR Y-NR N N Y-NR Y-NR 

CH 9 N N N N N N N N 

CH 10 N N N N N N N N 
Source: KPMG

Page 71  
© 2014 KPMG, an Australian partnership and a member firm of the KPMG network of independent 

member firms affiliated with KPMG International Cooperative (“KPMG International”), a Swiss entity. 
All rights reserved.                                     

 KPMG and the KPMG logo are registered trademarks of KPMG International. 
 Liability limited by a scheme approved under Professional Standards Legislation. 



 

Doing it with us not for us Evaluation 
Evidence Report 

May 2014 
ABCD 

Appendix C: Lines of enquiry  
Table 29: Summative lines of enquiry 

Lines of enquiry 

Has the policy/framework provided adequate supports to health services to engage with consumers? 
• Does the policy/ framework provide clear direction on how to improve participation? 
• Does the policy/ framework provide adequate support to enable health services to engage 

consumers, carers and community members? Does adequacy vary by locations, in-scope services 
and levels? Where can this be improved? 

• Does the Department support measurement and accountability arrangements? Are measurement 
and accountability arrangements adequate across in-scope services and levels? 

Has the policy been implemented as planned? 
• What processes and strategies have been introduced as part of the policy/ framework? 
• Have the standards been implemented as planned? If not, why? 
• Have there been any differences in implementation by location, in-scope services or level? Why? 
• Have there been any differences in implementation by staff group? Why? 
• Has the Department advocated for the policy to be applied across the Department? Where could 

this have been improved? 
To what extent has the policy achieved the desired outcomes for each standard? 
• To what extent has the policy contributed to: 

- progressive outcomes (e.g. better support for staff, improved communication for 
consumers, participation of consumers, carers and community members’ participation 
within the quality and safety program); and 

- improvements in consumer, carer and community members’ participation in health policy 
planning, care and treatment and the wellbeing of all Victorians. 

• Have achievements varied according to location, in-scope services and level? 
What impact has each of the key elements of the framework had on the anticipated outcomes of the 
policy? 

• What has been the impact of each of the standards on participation? 
• Have certain elements offered greater value than others? 
• Have achievements varied according to location, in-scope services and level? 
Is there evidence that the policy has improved consumer outcomes through increased participation 
(across the four levels of the policy: individual, program and department, health service organisation 
and Department)? 
• How has consumer, carer and community members’ participation changed as a result of the 

policy? 
• What outcomes for consumers have been observed as a result of the policy/ framework? 
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Lines of enquiry 

In what ways can the policy and framework be improved to more effectively achieve their aims and 
objectives?  
• What changes have there been in the policy environment that could potentially enhance the 

policy? 
• What further work is required to achieve the key objectives of a new consumer participation 

policy? 
• Building on the experience to date and review of best practice, what are the opportunities for 

further reform? Why? 
Are there any issues emerging that are influencing the achievement of the policy and framework’s 
aims? 
• What key issues and barriers were experienced in implementing the policy and framework? Are 

these systemic issues or location specific? 
• What factors enabled the implementation?  
• What are the emerging examples of good practice? 
• Overall, what can be learned from the implementation of each element of the policy and 

framework?  
• How could barriers be addressed to improve the development of a new policy? 

Source: KPMG 
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Appendix D: National Safety and Quality Service Standards 
Table 30: National Safety and Quality Service Standards mapped against consumer participation 
undertaken by the Department of Health. 

Standard 1: Governance for Safety and Quality in Health Service Organisations 
Incident and complaints management: 
Patient safety and quality incidents are recognised, reported and analysed, and this information is 
used to improve safety systems. 
Criterion The criterion will be achieved by:   Action 
1.14 Implementing an incident 

management and investigation 
system that includes reporting, 
investigating and analysing 
incidents (including near misses), 
which all result in corrective actions 

1.14.1 Processes are in place to support 
the workforce recognition and 
reporting of incidents and near 
misses 

1.14.2 Systems are in place to analyse 
and report on incidents 

1.14.3 Feedback on the analysis of 
reported incidents is provided to 
the workforce 

1.14.4 Action is taken to reduce risks to 
patients identified through the 
incident management system 

1.15 Implementing a complaints 
management system that includes 
partnership with patients and 
carers 

1.15.1 Processes are in place to support 
the workforce recognition and 
reporting of incidents and near 
misses 

1.15.2 Systems are in place to analyse 
and report on incidents 

1.15.3  Feedback is provided to the 
workforce on the analysis of 
reported complaints 

1.15.4 Patient feedback and complaints 
are reviewed at the highest level 
of governance in the organisation 

1.16 Implementing an open disclosure 
process based on the national open 
disclosure standard 

1.16.1 An open disclosure program is in 
place and is consistent with the 
national open disclosure standard 

1.16.2 The clinical workforce are trained 
in open disclosure processes 
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Patient rights and engagement: 
Patient rights are respected and their engagement in their care is supported. 
Criterion The criterion will be achieved by:   Action 
1.17 Implementing through 

organisational policies and 
practices a patient charter of rights 
that is consistent with the current 
national charter of healthcare 
rights 

1.17.1  The organisation has a charter of 
patient rights that is consistent 
with the current national charter 
of healthcare rights 

1.17.2 Information on patient rights is 
provided and explained to 
patients and carers 

1.17.3 Systems are in place to support 
patients who are at risk of not 
understanding their healthcare 
rights 

1.18 Implementing processes to enable 
partnership with patients in 
decisions about their care, including 
informed consent to treatment 

1.18.1 Patients and carers are partners 
in the planning for their 
treatment 

1.18.2  Mechanisms are in place to 
monitor and improve 
documentation of informed 
consent 

1.18.3 Mechanisms are in place to align 
the information provided to 
patients with their capacity to 
understand 

1.18.4 Patients and carers are supported 
to document clear advance care 
directives and/or treatment-
limiting orders 

1.20 Implementing well-designed, valid 
and reliable patient experience 
feedback mechanisms and using 
these to evaluate the health service 
performance 

1.20.1 Data collected from patient 
feedback systems are used to 
measure and improve health 
services in the organisation 
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Standard 2: Partnering with Consumers 
Consumer partnership in service planning: 
Governance structures are in place to form partnerships with consumers and/ or carers 
Criterion The criterion will be achieved by:   Action 
2.1 Establishing governance structures 

to facilitate partnerships with 
consumers and/or carers 

2.1.1 Consumers and/or carers are 
involved in the governance of the 
health service organisation 

2.1.2 Governance partnerships are 
reflective of the diverse range of 
backgrounds in the population 
served by the health service 
organisation, including those 
people that do not usually 
provide feedback 

2.2 Implementing policies, procedures 
and/or protocols for partnering 
with patients, carers and 
consumers 

2.2.1 The health service organisation 
establishes mechanisms for 
engaging consumers and/or 
carers in the strategic and/or 
operational planning for the 
organisation 

2.2.2 Consumers and/or carers are 
actively involved in decision 
making about safety and quality 

2.3 Facilitating access to relevant 
orientation and training for 
consumers and/or carers 
partnering with the organisation 

2.3.1 Health service organisations 
provide orientation and ongoing 
training for consumers and/or 
carers to enable them to fulfil 
their partnership role 

2.4 Consulting consumers on patient 
information distributed by the 
organisation 

2.4.1 Consumers and/or carers provide 
feedback on patient information 
publications prepared by the 
health service organisation (for 
distribution to patients) 

2.4.2 Action is taken to incorporate 
consumer and/or carers feedback 
into publications prepared by the 
health service organisation for 
distribution to patients 
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Consumer partnership in designing care: 
Consumers and/or carers are supported by the health service organisation to actively participate in 
the improvement of the patient experience and patient health outcomes 
Criterion The criterion will be achieved by:   Action 
2.5 Partnering with consumers and/or 

carers to design the way care is 
delivered to better meet patient 
needs and preferences 

2.5.1 Consumers and/or carers 
participate in the design and 
redesign of health services 

2.6 Implementing training for clinical 
leaders, senior management and 
the workforce on the value of and 
ways to facilitate consumer 
engagement and how to create and 
sustain partnerships 

2.6.1 Clinical leaders, senior managers 
and the workforce access training 
on patient-centred care and the 
engagement of individuals in their 
care 

2.6.2 Consumers and/or carers are 
involved in training the clinical 
workforce 

Consumer partnership in service measurement and evaluation: 
Consumers and/or carers receive information on the health service organisation’s performance and 
contribute to the ongoing monitoring, measurement and evaluation of performance for continuous 
quality improvement 
Criterion The criterion will be achieved by:   Action 
2.7 Informing consumers and/or carers 

about the organisation’s safety and 
quality performance in a format 
that can be understood and 
interpreted independently 

2.7.1 The community and consumers 
are provided with information 
that is meaningful and relevant 
on the organisation’s safety and 
quality performance 

2.8 Consumers and/or carers 
participating in the analysis of 
safety and quality performance 
information and data, and the 
development and implementation 
of action plans 

2.8.1 Consumers and/or carers 
participate in the analysis of 
organisational safety and quality 
performance 

2.8.2 Consumers and/or carers 
participate in the planning and 
implementation of quality 
improvements 

2.9 Consumers and/or carers 
participating in the evaluation of 
patient feedback data and 
development of action plans  

2.9.1   Consumers and/or carers 
participate in the evaluation of 
patient feedback data 

2.9.2 Consumers and/or carers 
participate in the implementation 
of quality activities relating to 
patient feedback data 
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Standard 3: Preventing and Controlling Healthcare Associated Infections 
Communicating with patients and carers: 
Information on healthcare associated infection is provided to patients, carers, consumers and 
service providers 
Criterion The criterion will be achieved by:   Action 
3.19 Ensuring consumer-specific 

information on the management 
and reduction of healthcare 
associated infections is available at 
the point of care 

3.19.1   Information on the organisation’s 
corporate and clinical infection 
risks and initiatives implemented 
to minimise patient infection risks 
is provided to patients and/or 
carers 

3.19.2 Patient infection prevention and 
control information is evaluated 
to determine if it meets the needs 
of the target audience 

Standard 4: Medication Safety 
Communicating with patients and carers: 
The clinical workforce informs patients about their options, risks and responsibilities for an agreed 
medication management plan  
Criterion The criterion will be achieved by:   Action 
4.13 The clinical workforce informing 

patients and carers about 
medication treatment options, 
benefits and associated risks  

4.13.1 The clinical workforce provides 
patients with patient specific 
medicine information, including 
medication treatment options, 
benefits and associated risks 

4.13.2 Information that is designed for 
distribution to patients is readily 
available to the clinical workforce 

4.14  
 

Developing a medication 
management plan in partnership 
with patients and carers 

4.14.1   An agreed medication 
management plan is documented 
and available in the patient’s 
clinical record 

4.15 Providing current medicines 
information to patients in a format 
that meets their needs whenever 
new medicines are prescribed or 
dispensed 

4.15.1  Information on medicines is 
provided to patients and carers in 
a format that is understood and 
meaningful 

4.15.2 Action is taken in response to 
patient feedback to improve 
medicines information distributed 
by the health service organisation 
to patients 
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Standard 6: Clinical Handover 
Patient and carer involvement in clinical handover: 
Health service organisations establish mechanisms to include patients and carers in clinical 
handover processes 
Criterion The criterion will be achieved by:   Action 
6.5 Developing and implementing 

mechanisms to include patients and 
carers in the clinical handover 
process that are relevant to the 
healthcare setting 

6.5.1 Mechanisms to involve a patient 
and, where relevant, their carer in 
clinical handover are in use 

Standard 7: Blood and Blood Products 
Communicating with patients and carers: 
Patients and carers are informed about the risks and benefits of using blood and blood products 
and about the available alternatives when a plan for treatment is developed 
Criterion The criterion will be achieved by:   Action 
7.9 The clinical workforce informing 

patients and carers about blood 
and blood product treatment 
options, and the associated risks 
and benefits 

7.9.1 Patient information relating to 
blood and blood products, 
including risks, benefits and 
alternatives, is available for 
distribution by the clinical 
workforce 

7.9.2 Plans for care that include the use 
of blood and blood products are 
developed in partnership with 
patients and carers 

7.10 Providing information to patients 
about blood and blood product use 
and possible alternatives in a 
format that can be understood by 
patients and carers 

7.10.1 Information on blood and blood 
products is provided to patients 
and their carers in a format that is 
understood and meaningful 

7.11 Implementing an informed consent 
process for all blood and blood 
product use 

7.11.1   Informed consent is undertaken 
and documented for all 
transfusions of blood or blood 
products in accordance with the 
informed consent policy of the 
health service organisation 
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Standard 8: Preventing and Managing Pressure Injuries 
Communicating with patients and carers: 
Patients and carers are informed of the risks, prevention strategies and management of pressure 

injuries 
Criterion The criterion will be achieved by:   Action 
8.9 Informing patients with a high risk 

of pressure injury, and their carers, 
about the risks, prevention 
strategies and management of 
pressure injuries 

8.9.1 Patient information on 
prevention and management of 
pressure injuries is provided to 
patients and carers in a format 
that is understood and is 
meaningful 

8.10 Developing a plan of management 
in partnership with patients and 
carers 

8.10.1 Pressure injury management 
plans are developed in 
partnership with patients and 
carers 

 
Standard 9: Recognising and Responding to Clinical Deterioration in Acute Health Care 
Communicating with patients and carers: 
Patients, families and carers are informed of recognition and response systems and can contribute 
to the process of escalating care 
Criterion The criterion will be achieved by:   Action 
9.7 Ensuring patients, families and 

carers are informed about, and are 
supported so that they can 
participate in, recognition and 
response systems and processes 

9.7.1 Information is provided to 
patients, families and carers in a 
format that is understood and 
meaningful. The information 
should include: 
• the importance of 
communicating concerns and 
signs/ symptoms of deterioration, 
which are relevant to the 
patient’s condition, to the clinical 
workforce 
• local systems for responding to 
clinical deterioration, including 
how they can raise concerns 
about potential deterioration 

9.8 Ensuring that information about 
advance care plans and treatment 
limiting orders is in the patient 
clinical record, where appropriate 

9.8.1 A system is in place for preparing 
and/or receiving advance care 
plans in partnership with patients, 
families and carers 

9.8.2 Advance care plans and other 
treatment-limiting orders are 
documented in the patient clinical 
record 

9.9 Enabling patients, families and 
carers to initiate an escalation of 
care response 

9.9.1 Mechanisms are in place for a 
patient, family member or carer 
to initiate an escalation of care 
response 
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Standard 9: Recognising and Responding to Clinical Deterioration in Acute Health Care 
Communicating with patients and carers: 
Patients, families and carers are informed of recognition and response systems and can contribute 
to the process of escalating care 
Criterion The criterion will be achieved by:   Action 

9.9.2 Information about the system for 
family escalation of care is 
provided to patients, families and 
carers 

9.9.3 The performance and 
effectiveness of the system for 
family escalation of care is 
periodically reviewed 

9.9.4 Action is taken to improve the 
system performance for family 
escalation of care 

Standard 10: Preventing Falls and Harm from Falls 
Communicating with patients and carers: 
Patients and carers are informed of the identified risks from falls and are engaged in the 
development of a falls prevention program 
Criterion The criterion will be achieved by:   Action 
10.9 Informing patients and carers 

about the risk of falls, and falls 
prevention strategies 

10.9.1 Patient information on falls risks 
and prevention strategies is 
provided to patients and their 
carers in a format that is 
understood and meaningful  

10.10 Developing falls prevention plans in 
partnership with patients and 
carers 

10.10.1 Falls prevention plans are 
developed in partnership with 
patients and carers 
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