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Abstract
Objectives  To determine the feasibility of case-tracking 
methods in documenting client journeys at primary 
healthcare (PHC) services in order to investigate the 
comprehensiveness of service responses and the 
experiences of clients.
Design  Prospective pilot study. Quantitative and 
qualitative case management data were collected from 
staff via questionnaire or interview.
Setting  Five Australian multidisciplinary PHC services 
were involved including four South Australian state-
managed and one Northern Territory Aboriginal 
community-controlled PHC service.
Participants  Clients using services for depression (95) or 
diabetes (185) at the PHC services were case tracked over 
a 12-month period to allow construction of client journeys 
for these two conditions. Clients being tracked were 
invited to participate in two semi-structured interviews 
(21) and complete a health log.
Results  Though a number of challenges were 
encountered, the case-tracking methods were useful in 
documenting the complex nature of client journeys for 
those with depression or diabetes accessing PHC services 
and the need to respond to the social determinants of 
health. A flexible research design was crucial to respond 
to the needs of staff and changing organisational 
environments.
Conclusions  The client journeys provided important 
information about the services’ responses to depression 
and diabetes, and about aspects unique to comprehensive 
PHC such as advocacy and work that takes into account 
the social determinants of health.

Introduction
A client journey is a map of the steps a client 
takes as he or she progress through different 
stages of a disease, often capturing diag-
nosis and management and interactions with 
health professionals.1 The idea of a client 
journey has become widespread as the prev-
alence of chronic illnesses has  increased in 
frequency.2 The result has been a change in 
the way people interact with health services, 
from relatively ‘short and sharp encounters’ 
to more people commencing journeys that 
may take years or decades of care.2 There is 
increasing recognition that the healthcare 

journey itself, not only at the beginning 
(first symptoms, seeking help, getting a diag-
nosis) but also the process and experiences 
along the way, is important for healthcare 
outcomes.3 4 

Despite the increased attention to mapping 
client journeys, the concept varies and 
different terms tend to be used interchange-
ably.5 Common terms used are ‘patient 
journey’, ‘patient pathway’, ‘referral pathway’ 
and ‘patient care pathway’. These terms 
differ from ‘integrated care pathways’ and 
‘care pathways’, which outline an agreed plan 
developed by a multidisciplinary team and 
may include client or carer involvement of 
anticipated care or client satisfaction feed-
back.5–7 In this paper, we use the term client 
as this research took place in services based in 
the community where the term client journey 
is used.8

Case-tracking methods allow the construc-
tion of client journeys by tracking individuals 
for a period of time from commencement at a 
service to when they finish or for a determined 
period of time. It involves the use of multiple 
methods, using quantitative and qualitative 
data from a number of sources.9 Case-tracking 

Strengths and limitations of this study

►► This pilot study trialled multi-method case tracking 
that potentially provides a more thorough picture of 
the client journey that includes service data, client 
perspectives and health logs.

►► A strength of the case tracking was its ability to 
be applied to the varied size of the organisations 
studied.

►► The study was limited to tracking clients within one 
primary healthcare service rather than across mul-
tiple organisations due to the complex service de-
livery structures that make up the Australian health 
system.

►► The case tracking was not able to include health 
outcome measures but does have the potential to 
provide a strong contribution to evaluations of ser-
vice models.
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methods have been used to understand case management 
of child protection,9–13 and in health settings, including 
in hospitals,14 following hospital discharge15 and outpa-
tient clinics.16 Common methods include the use of one 
or more of the following sources: auditing electronic 
records; interviews with clients, carers and health profes-
sionals; direct observation and health logs. Using a combi-
nation of these methods has been termed ‘walking the 
patient journey’14 and presents a comprehensive picture 
of what is happening for clients as well as practitioner 
perspectives. However, studies most often rely on single 
sources of information;  for example, Oliver et al17 used 
client recall through telephone interviews to map the 
journeys of clients with rheumatoid arthritis and Richards 
et al18 extracted data from local National Health Service 
sites to describe pathways through stepped care services 
for clients with depression and anxiety.

We sought to examine the applicability of multi-method 
case tracking to understand client journeys in primary 
healthcare (PHC). Use of multiple methods achieves a 
more thorough picture of the client journey that includes 
service data, client perspectives and health logs. The 
results are potentially very valuable, as there is generally a 
lack of evidence about the experiences of people receiving 
multidisciplinary PHC services over time. Mapping the 
client journey through multi-method case tracking that 
includes gathering client perspectives through qualitative 
interviews may be a useful way to understand client expe-
riences in PHC and has the potential to improve health 
services.

We trialled the case-tracking method to generate client 
journeys within multidisciplinary PHC services as part 
of a larger project examining ways to evaluate the effec-
tiveness of comprehensive PHC services. Comprehen-
sive PHC is an approach to service delivery and health 
promotion underpinned by a social view of health, 
community participation, empowerment, social justice, 
equity and action on social determinants of health.19 20 
Hence, comprehensive PHC services would be expected 
to engage in a wider set of activities with clients that not 
only includes clinical care, but also incorporates health 
promotion groups, advocacy and community develop-
ment. We were interested in how comprehensive our 
case study PHC services were in practice, and sought to 
expand existing case-tracking methods to include exam-
ination of this range of comprehensive PHC strategies. 
Two key chronic conditions were selected as example 
health issues: diabetes and depression.

Chronic diseases such as diabetes and depression pose 
significant health problems, and both require ongoing 
care and management. Comprehensive PHC offers a 
valuable approach to addressing diabetes and depression 
given its holistic, whole of sector approach emphasising 
principles of promotion, prevention and early inter-
vention, multidisciplinary team work and community 
participation.

Health services have a central role in developing and 
supporting self-management skills of individuals with 

these conditions to enhance health and well-being 
outcomes. The ability to self-manage is heavily dependent 
on the broader social and economic context of peoples' 
living circumstances.21 Health services have been urged 
to take social determinants of health into consideration 
including social support, financial resources and housing 
that all influence self-management,21 and comprehensive 
PHC holds promise as a model for achieving this. Analysis 
of client journeys provided a means of examining how 
this philosophy of care and health promotion played out 
in practice for users of comprehensive PHC services. This 
paper focuses on the feasibility of using multi-method 
case tracking and discusses key learnings from its applica-
tion. These key lessons on how to research client journeys 
can be used to examine different service models. They 
also potentially lead to a better understanding of the 
gaps in quality of care and may inform efforts to improve 
service delivery. This pilot sought to answer the following 
research questions:
1.	 How can case-tracking data be feasibly collected from 

PHC services, including client perspectives, and used 
to construct client journeys for people with depression 
and diabetes, in order to capture the range of work 
comprehensive PHC may engage in with clients?

2.	 What can be learnt from client journeys for depression 
and diabetes about the care received and experiences 
of clients, and how can this inform the evaluation of 
PHC service delivery for these two health issues?

Methods
Case study services
Case-tracking methods were piloted to track the journey 
of clients that accessed care for depression and diabetes 
at five case study Australian PHC services. These sites 
were an Aboriginal community-controlled health organ-
isation, Central Australian Aboriginal Congress Aborig-
inal Corporation, Northern Territory (‘Congress’), which 
requested to be named in publications; and four PHC 
services funded by the South Australian government 
(A, C, D—an Aboriginal health team—and E), which 
requested service anonymity. Service B (also a South 
Australian government funded PHC service) withdrew 
from the study due to significant organisational change 
when the case-tracking methods were being negotiated. 
These case study sites were chosen as they represent both 
long-standing and emerging models of PHC delivery in 
Australia, and are described in more detail elsewhere.22 23 
In brief, the services were multidisciplinary teams ranging 
from 10 (service A) to 320 staff (Congress). The variation 
in size of the sites was indicative of the nature of PHC 
services in Australia with there being no standard publi-
cally run services.

This research took place while there was considerable 
change in the Australian healthcare system. During the 
period of research, there was a restructure and rapid 
reorientation of PHC services from a broad approach to 
a narrow interpretation of PHC with a focus on physical 
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chronic conditions. These changes are documented 
elsewhere,24 and made the research context particularly 
challenging.

Overview of case-tracking and client interview methods
We adapted Tomison and Goddard’s9 case-tracking 
methods to track the journeys of clients that accessed 
care for depression or diabetes at each of the services 
over a 12-month period. Tomison and Goddard9 devel-
oped this case-tracking method in their study of the Victo-
rian child protection system where child protection case 
management and decision-making models were devel-
oped. One key difference was that Tomison and Goddard 
tracked cases across multiple organisations, whereas we 
could track only clients seeing multiple professionals 
at one service. We looked at what referrals were made 
to other services but we were unable to track clients at 
these services. This was largely due to the complex service 
delivery structures that form the Australian health system 
with a mix of public and private funds shared between 
the states, federal and local governments that made 
tracking across multiple organisations not possible and 
beyond the scope of this study. While the general prin-
ciple of Tomison and Goddard’s case-tracking method 
was followed, we developed our own questionnaires 
with open-ended and close-ended questions to answer 
our research questions on comprehensiveness of care, 
and provided a range of flexible options to collect these 
data from staff. As client perspectives were central to our 
research questions, client interviews and client health-
care logs were added to complement the case tracking 
(stage 2). This log was adapted from health diaries used 
by Veale25 in her research investigating general practice 
utilisation in Australia. Health logs were a useful way of 
supplementing data captured during client interviews 
and have been used in other studies documenting client 
journeys.15 This multi-method design was used to provide 
the multiple perspectives necessary to ‘walk the client 
journey’.14 Table 1 lists the stages of data collection and 
the case-tracking tools used at each service.

Prior to the case-tracking commencing, there were 
multiple meetings at each service to negotiate and gain 
feedback on the feasibility of the methods, health profes-
sional workloads and approval from managers for staff to 
be involved. A ‘champion’—a key contact person—was 
identified at each PHC service to liaise with researchers 
and help organise the research at their site. Once data 
collection had been established at each site, regular 
phone calls and meetings were held to discuss prog-
ress, monitor and negotiate workload issues and to keep 
staff informed about the research. The research team 
consisted of university researchers with considerable 
experience working in health service evaluation and with 
qualitative interview methods.

Patient and public involvement
The research was developed in partnership with some 
of the services (Congress, services B and C). While 
health professionals did not participate in the analysis 
or as authors, the case-tracking methods undertaken by 
researchers was co-designed with service managers, and 
health professionals provided data. Clients were not 
involved in the design of this project. The wider project 
engaged with the services through twice-yearly critical 
reference group meetings that included managers of 
the services and through regular site visits by the project 
manager to attend health professional meetings. Case-
tracking data were fed back to the services (managers and 
health professionals) through interim and final reports. 
Interview guides and health logs were piloted with a group 
of clients with depression and diabetes from another PHC 
service not involved in this project to gain feedback on 
these methods prior to their use. Diabetes and depression 
client journeys were not fed back to clients.

Stage 1: case-tracking methods
Health professionals seeing clients for depression or 
diabetes (one-to-one self-management support, coun-
selling and/or group work such as diabetes education 
groups) at the five sites were invited to participate in the 

Table 1  Overview of case-tracking tools at each service

Stage 1 Stage 2

Services A, B, C, D ►► Case-tracking questionnaire (see 
online supplementary A)

►► Client interviews and health log

Health professionals to complete a questionnaire 
for each client they see with depression or 
diabetes

Clients being case tracked are invited to participate 
in a semi-structured interview (online supplementary 
B) early on in their journey and maintain a health 
log (online supplementary C) for 6 months or until 
they stop coming to the service. A second interview 
(online supplementary D) is scheduled to discuss their 
experiences of the service and their health log

Congress ►► Research assistant accesses deidentified data 
for clients with depression or diabetes from 
Communicare (client database)

Health professionals complete a short reflective 
questionnaire (online supplementary E)
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study. Health professionals recorded the number of times 
per month they saw clients with depression or diabetes. 
Clients were tracked for a period of 12 months or until 
they stopped using the health service.

Health professionals agreeing to participate chose elec-
tronic questionnaires, mailed paper questionnaires or 
monthly interview where questionnaires were completed 
for all the clients seen for depression or diabetes in the 
last month. The questionnaires collected information on 
elements of comprehensiveness and drew on comprehen-
sive PHC literature, and a programme logic model which 
was developed to evaluate the PHC services against.26 
Both close-ended questions and open-ended questions 
were used to allow greater flexibility. The questions 
covered how the client came to use the service, relevant 
social determinants of health (eg, housing and employ-
ment), internal or external services health professionals 
were aware clients had accessed, referrals made (health 
or social determinants of health related) and any contact 
with internal or external professionals. A reflective 
section also captured how sessions went, what went well, 
what could have been done differently and any issues staff 
felt powerless to influence.

Health professionals and clients were deidentified by a 
code that was attached to questionnaires. When a referral 
was made within the service, the newly involved health 
professional also completed the questionnaire/interview 
each time they saw the client. This method captured 
when more than one worker was involved (either simul-
taneously or consecutively) and monitored the clients’ 
pathway through the service.

Each client’s journey was treated separately so indi-
vidual client pathways through the service could be exam-
ined. At the non-Aboriginal-specific services (C, A and E), 
who tended to see clients for a discrete period of time, 
the start of a clients’ journey was the date they started 
seeing a health professional for depression or diabetes. 
This was not necessarily the initial onset of their depres-
sion or diabetes. At the Aboriginal PHC services (service 
D and Congress) where there were GPs on site, clients 
were long-term users of the services and therefore those 
tracked were generally not new to the service.

For the depression case tracking, 13 of the 17 staff 
across all South Australian services agreed to participate. 
It was estimated that  services A, C and E saw approxi-
mately 10 new clients with depression per month. Eleven 
health professionals seeing clients with depression agreed 
to meet with the researcher monthly to administer case-
tracking questionnaires. The remaining two health 
professionals completed paper questionnaires.

The diabetes case-tracking methods varied as the 
number of new clients seen per month with diabetes was 
much larger compared with the depression numbers. At 
the non-Aboriginal services (C, A and E), all 29 health 
professionals invited agreed to participate. Similarly, at 
service D, all four health professionals who were involved 
in diabetes management were invited and they agreed 
to participate. The number of new referrals for diabetes 

was estimated between 25 and 100 per month. It was not 
feasible to track all these clients, therefore the first 10 
new clients per month were selected by administrative 
staff to track for a 12-month period. The administrative 
staff notified health professionals of case-tracked clients 
and conducted audits to monitor completeness in terms 
of matching client appointments to a record of question-
naires completed and followed up any staff who had ques-
tionnaires outstanding.

At Congress, the approach to case tracking differed 
as health professionals reported considerable existing 
research data collection burdens. Health professionals 
were not invited to participate; instead, deidentified data 
for diabetes and depression clients were obtained from 
Communicare, an electronic client record system used 
at this health service. To complement the routine data 
collected, health professionals were asked to complete a 
short qualitative questionnaire, reflecting on their prac-
tice. The range of health professionals employed at the 
five sites is shown in table 2).

Analysis of client journeys
Case-tracking questionnaires were imported into Excel 
and grouped by deidentified client codes. Flowcharts in 
Microsoft Word were constructed, and qualitative reflec-
tions and comments from health professionals were 
added as annotations on the client journey diagrams. 
Client journeys were analysed against an evaluation 
framework of questions developed to examine evidence 
for the different comprehensive PHC attributes such as 
accessible, mix of treatment, prevention and promotion, 
multidisciplinary care, intersectoral collaboration, advo-
cacy and cultural respect and action on social determi-
nants of health. Analysis of client journeys was guided by 
Miles, Huberman and Saldana27 approach to developing 

Table 2  Health professionals employed at each 
primary healthcare service in 2013

Health 
service Practitioners employed

Service A Diabetes nurse educator, primary healthcare 
nurse, dietician, exercise physiologist, 
podiatrist, social worker, psychologist, speech 
pathologist, physiotherapist

Service C Primary healthcare nurse, dietician, exercise 
physiologist, psychologist, social worker, 
podiatrist

Service D General practitioner, nurse, Aboriginal health 
worker, Aboriginal primary mental health 
support worker

Service E Social worker, dietician, primary healthcare 
nurse, exercise physiologist

Congress Medical officer, Aboriginal health worker, 
dietician, podiatrist, psychologist, diabetes 
nurse/nurse educator, renal primary healthcare 
nurse, other nurses, pharmacist, dentist, 
optometrist, specialist physician
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matrices with defined rows and columns which were used 
to compare service responses to depression and diabetes 
and alignment with the evaluation framework. The use 
of matrices enabled us to condense data into a few pages 
that could be easily viewed and enabled detailed anal-
ysis of response patterns that were examined within and 
between the services. Within-case and cross-case analyses 
were applied where the range of responses provided by the 
services to participants were documented using compre-
hensive PHC attributes of the evaluation framework. 
Cross-case analysis then followed with thematic analysis 
applied across cases. Matrices were used to compare and 
contrast themes and interpret short-term and long-term 
consequences as well as the extent of comprehensive 
PHC implementation among these PHC services.

Stage 2: client interviews and healthcare log
Health professionals invited a selection of clients being 
tracked to participate in (1) a semi-structured inter-
view early on in their journey, (2) to maintain a log of 
healthcare received for 6 months—from the PHC service 
or other services, (3) a second interview covering their 
experience of receiving healthcare in the intervening 
6 months. Six months was chosen to allow a significant 
period of time to study clients’ experiences, while not 
wanting to reduce data completeness, or participant 
engagement and retention that a longer time frame may 
have risked. Health professionals purposefully sampled to 
maximise diversity to aim for a range of age, gender and 
living circumstances when inviting clients with diabetes 
to the interview component of the research. Due to the 
lower than anticipated number of clients with depression 
accessing the services, health professionals were asked to 
invite all clients with depression who were being tracked 
to participate in the interviews. At the first interview, 
clients were provided with a healthcare log to complete 

each time they saw a health professional. Different options 
such as an electronic log, pen and paper and a pictorial 
log were given to allow for low English literacy. Clients 
were contacted monthly by researchers as a reminder to 
complete the log which was then discussed at the second 
interview.

Analysis of interviews
Client interview data were analysed by researchers in 
QSR Nvivo using thematic analysis guided by a number 
of key service qualities and mechanisms that underpin a 
comprehensive PHC approach. Analysis of client inter-
view data was guided by the ‘Framework’ method.28 Anal-
ysis started with familiarisation and identifying a thematic 
framework. During this stage, meetings were held with 
the research team to reach an agreement on emer-
gent themes. 'Indexing’ or coding of the whole dataset 
then took place according to the thematic framework. 
Charts were developed where data were ‘lifted’ from the 
transcripts to a table in Microsoft Word with headings 
according to core themes and based on the research ques-
tions. Interpretation and mapping then took place where 
client perceptions and experiences at the PHC services 
were compared and contrasted. Charts where interpreted 
alongside the client journeys to seek explanations and 
interpret the dataset as a whole. Clients were given pseud-
onyms to assure anonymity.

Results
A total of 95 depression client journeys in the five PHC 
services were documented and 28 participants were inter-
viewed (see table  3). The majority were female (76%) 
and the average age was 45 years (range 23–67 years). 
For the non-Aboriginal-specific services, the majority of 
clients were new to the health services and had recently 

Table 3  Number of depression clients case tracked and interviewed at each primary healthcare service

Health Service Service A Service C

Service D
(Aboriginal 
health team) Service E Congress All sites

Male 1 (8%) 6 (17%) 6 (33%) 3 (15%) 4 (44%) 20 (23%)

Female 12 (92%) 29 (83%) 12 (67%) 17 (85%) 5 (56%) 75 (76%)

Average age and 
range

51 (38–66 years) 46 (23–67 years) 38 (24–64 years) 43 (29–65 years) 47 (33–72 years) 45 (23–67 years)

Total number 
tracked

13 35 18 20 9 95

Number agreed 
to participate 
in qualitative 
interviews

5 7 6 3 7 28

Could not be 
contacted

0 0 2 1 0 3

Withdrew/declined 
to participate

1 0 4 3 2 10

Clients interviewed 
at least once

5 7 6 3 5 26
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started using services for depression. This included 
receiving one-to-one services for depression and for some, 
accessing promotion and prevention services to assist 
them to prevent their depression reoccurring. Promotion 
and prevention services were offered in small groups on 
a range of topics such as healthy eating, exercise, mind-
fulness, meditation, domestic violence, smoking cessa-
tion and parenting before funding cuts to these services 
occurred halfway through data collection. Interviews with 
clients across the sample strongly emphasised benefits 
such as the skills they gained and improved social connec-
tion from attending these groups.

There were 185 diabetes client journeys across five PHC 
services (table 4), and 46 clients were interviewed. Due 
to the lack of monitoring of clients by the PHC services, 
we were unable to examine whether clients dropped out 
of the case tracking. It was unknown why clients stopped 
coming, whether they had dropped out or had received 
the services they needed and did  not require further 
appointments. There were some clients who participated 
in an initial interview and started completing health logs 
and then did not continue. For both the depression and 
diabetes case tracking in South Australia, there was a 
95% completion rate with one client with diabetes and 
one client with depression unable to be contacted for the 
second interview. At Congress, there was a 50% comple-
tion rate for the depression case tracking where three 
clients disengaged from the service and were unable to 
be contacted, and a 58% completion rate for the diabetes 
case tracking where five clients either moved away or ill 
health prevented them attending the second interview.

Overview of depression and diabetes client journeys
Overall, the client journeys highlighted a range of 
different pathways for clients accessing services for 
depression at the PHC services. Clients had different 
levels of need that was reflected in the client journeys. 
There were greater referrals and communication to 
external services at service D and Congress, which may 

reflect greater level of need and/or a more comprehen-
sive, integrated approach to service delivery. The client 
journeys from service D and some from service A showed 
some comprehensive aspects prior to health system 
reforms that occurred halfway through the study.

The diabetes client journeys indicated a range of inten-
sity of healthcare provision and social supports that were 
provided, from a  single support session with a diabetes 
nurse educator and dietician (figure 1) through to clients 
who saw different health professionals, for example, 
‘Callista’ (figure 2; whose client journey was similar to the 
diabetes client journeys found at the other PHC services) 
where there were referrals, treatment and communica-
tion between practitioners within and outside the service. 
At Congress, clients sometimes accessed over 10 different 
professionals. Both the diabetes and depression journeys 
indicated that many clients experienced complex living 
circumstances, including housing issues, mental health 
issues and family and carer responsibilities. Figure  2 
captures how the workers tried to take into account the 
clients’ social determinants of health in their clinical 
care, the referrals and advice they made around these 
issues and their concern about their capacity to address 
them fully.

Cross-case analysis of case-tracking data uncovered 
different models of service delivery among the PHC 
services. There were different approaches to multidisci-
plinary teamwork and co-location of services seemed to 
support multidisciplinary care. At service D and Congress, 
having a GP within the health service meant clients’ 
physical and mental health needs were considered as 
evidenced by the high number of referrals made within 
these services. In comparison, health professionals at the 
non-Aboriginal PHC services rarely collaborated with GPs 
even though there was a GP clinic co-located or adjacent to 
these PHC services. Internal collaboration and communi-
cation was a strength of service D and Congress with client 
journeys showing the way GPs worked with allied health 

Table 4  Number of diabetes clients case tracked and interviewed at each primary healthcare service

Health service Service A Service C

Service D
(Aboriginal 
health team) Service E Congress All sites

Male 26 (38%) 37 (60%) 6 (30%) – 15 (50%) 84 (45%)

Female 42 (62%) 25 (40%) 14 (70%) – 15 (50%) 96 (56%)

Average age and range 57 (19–85) 58 (25–87) 53 (27–81) – 55 (21–81) 55.75 (27–81)

Total number tracked* 71 63 21 – 30 185

Number of qualitative 
interviews

13 9 5 3 16 46

Could not be contacted 4 1 1 0 0 6

Withdrew/declined to 
participate

0 1 0 0 4 5

Clients interviewed 9 7 4 3 12 35

*Service A: three clients' gender not recorded; Services C, D: one client gender not recorded.
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staff, including mental health staff, the integral role of 
diabetes nurse educators, PHC nurses and a number of 
staff collaborations internally and externally to the health 
services. For example, there were regular meetings and 
case conferences with other support services working with 
clients to coordinate service delivery. Groups were also a 

feature for some client journeys, including diabetes infor-
mation groups, supermarket tours, nutrition and cooking 
skills, exercise groups and mindfulness and meditation.

Figures 3 and 4 show example depression client jour-
neys of how these two health services worked with clients 
providing insights into their responsiveness to clients, 

Figure 1  Example of diabetes client journey—service D: ‘Desiree’. GP, general practitioner.

Figure 2  Example of diabetes client journey—service C: ‘Callista’. GP, general practitioner; PHC, primary healthcare.
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Figure 3  Example of depression client journey—Congress: ‘Cassie’. GP, general practitioner.

Figure 4  Example of depression client journey—service D: ‘Robert’. GP, general practitioner; PHC, primary healthcare.
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which was a strength at these services. Figures  3 and 4 
are snapshots of these journeys and show how ‘Cassie’ 
received counselling, regular review of medications, 
transport to attend a local hospital and a referral to see 
a psychiatrist for a review of her depression. ‘Robert’ 
was provided assistance with accommodation and home 
visits by the Aboriginal Health Worker and Mental Health 
Nurse. Within-case analysis of client journeys at service D 
and Congress revealed many examples of ways in which 
these services tailored service delivery so that it was 
based on clients’ individual needs and considered their 
social and economic circumstances. This included trans-
portation to financial counselling, home visits, housing 
support such as linking clients to support services, advo-
cacy on behalf of clients, for example, to the police and 
welfare, and encouraging attendance at health promo-
tion/support groups to promote community connection. 
‘Allan’ (figure 5) attended appointments with the GP and 
Aboriginal Mental Health Workers. Referrals were made 
to a mental health clinic and Aboriginal Legal Rights. The 
services tried to tackle social determinants by advocating 
on his behalf with regard to social issues such as housing, 
welfare and support. Advocacy and help with social issues 
among the PHC services was particularly an emphasis 
at service D and Congress showing this is an important 
aspect of their work (figures 3, 4 and 5).

At services A, C and E, the client journeys showed a 
partially implemented PHC approach that did not match 
comprehensive PHC ideals of holistic care and intersec-
toral collaboration (see figure  6 ‘Aden’). Service E was 

the only service to refer clients to health promotion and 
support groups in the community. Overall, PHC workers 
(commonly social workers or psychologists) at services A, 
C and E mostly worked one-to-one with clients in isola-
tion from other professionals at the service with only a 
few examples of internal referrals and communication 
within these health services and external health referrals 
and communication with other agencies.

Discussion
This study sought to answer how feasible it is to collect 
case-tracking data from PHC services that include staff 
and client perspectives to construct client journeys for 
people with depression and diabetes. The pilot case-
tracking methods were judged to be effective in construc-
tion of client journeys for clients accessing PHC services 
as multiple data sources were able to be condensed into 
one visual map which provided valuable information 
about how services responded to clients with depression 
and diabetes and highlighted important elements such as 
referral pathways, collaboration with workers within and 
outside the service, advocacy and how the service staff 
took into account the social determinants influencing 
clients’ health. Additionally, the journeys showed the 
complexity of the lives of some participants, the factors 
that contributed to their ability to manage their depres-
sion or diabetes, such as housing issues, discrimination 
and racism, low income, extent of family support and 
social connectedness.

Figure 5  Example of depression client journey—service D: ‘Allan’. GP, general practitioner; PHC, primary healthcare . 
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This focus on the social determinants of health reflects 
a key principle of comprehensive PHC with the aim of 
reducing health inequities. The client journeys generated 
highlighted the broader work the services carried out to 
support clients such as client advocacy. This included 
representing the interests of clients such as help to access 
food and financial assistance, support letters and assis-
tance finding housing, support and promoting client’s 
rights during joint meetings with other services that were 
also working with clients, and assisting clients to access 
legal services and attending court hearings together with 
clients. Gaps were also highlighted such as a lack of refer-
rals to other services in the community. These data were 
helpful as there is a lack of evidence about experiences 
of people receiving care at PHC services over time, and 
health service research focusing on clinical aspects and 
outcomes of care may overlook the role played by clients’ 
social determinants of health. For example, there was no 
mention of the social determinants of health in patient 
pathways generated by Trebble et al14 and Richards et al,18 
which both had a clinical focus and emphasised efficiency 
and effectiveness of health services. Having an under-
standing of client experiences is important in enhancing 
the quality of care and to inform service planning and 
practice.

What worked well with the case-tracking method
There were a number of important aspects of the appli-
cation of the case-tracking method that increased its 
successful application (see box 1 for a list of lessons for 
the application of this method in other settings). The 
wider project in which this research sat was developed in 
partnership with some of the services (Congress, services 
B and C). This engagement supported the relationships 

needed with health professionals to collect data and invite 
clients for interviews, and assisted the validity, credibility 
and relevance of the findings. As per Guba and Lincoln’s29 
criteria, credibility, transferability, dependability and 
confirmability were used to assess the trustworthiness of 
the case-tracking methods. In particular, collecting data 
through different methods according to context and 
participant preference enhanced the confirmability of 
the data. For example, client journeys were confirmed 
by clients during interviews, data were gathered via case-
tracking questionnaires with health professionals as well 
as yearly audits conducted at each site that collected 
service data on workforce, resources, changes in funding, 
activities and services provided, client numbers and the 
partnerships and collaborations with other agencies. 
As a result, the triangulation of these data enabled an 
examination of the service responses to depression and 
diabetes over the care trajectory.

Figure 6  Example of diabetes client journey—service A: ‘Aden’. DNE, diabetes nurse educator; GP, general practitioner.

Box 1  Key lessons for the application of case-tracking 
methods in other settings

►► Case-tracking methods co-designed and developed in partnership 
with health services.

►► Being flexible in how data are collected depending on participant 
reference and broader context.

►► Support of administrative staff to follow-up with health profession-
als about clients being tracked. A memorandum of understanding 
with partner services to reimburse services for administrative staff 
time.

►► A key contact person at each service is important to liaise with 
health professionals in the communication of the methods and stag-
es of data collection.
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For the depression case tracking, completing the 
questionnaires through meeting face-to-face with health 
professionals was effective in yielding rich qualitative 
reflections on how the sessions went, what went well, what 
could have been done differently. This section was also 
useful in highlighting barriers such as clients’ complex 
adverse social determinants that they felt were beyond 
their control and health system barriers to comprehen-
sive PHC provision, such as chronic conditions being 
prioritised over mental health, and pressure to limit the 
number of sessions they provided to clients. Tomison and 
Goddard9 also found that interviews yielded richer quality 
data than paper-based questionnaires. Following up with 
health professionals to complete questionnaires was a 
time-consuming task. Tomison and Goddard9 used the 
strategy of regularly visiting staff to keep them motivated, 
which served as a reminder to complete questionnaires; 
however, in our study resources did not allow this.

Supportive administrative staff were critical to the 
success of tracking clients with diabetes at services A and 
C, where case tracking was most successful. The project 
had a memorandum of understanding with the partner 
services that included arrangements to reimburse services 
0.1 FTE of administrative staff time a year for partici-
pating in the research, and this proved crucial to gaining 
this administrative support at the sites. Successful case 
tracking also relied on having a dedicated key contact 
person at the services, such as a diabetes nurse educator 
or a social worker. It was also important that we were able 
to be flexible with health professionals’ workloads. For 
example, the addition of 10 new clients per month to 
the list of case-tracked clients with diabetes was paused 
at one site for a period of 4 months as workloads became 
too high, and was then resumed again when workloads 
reduced.

Being flexible with this pilot method was a key compo-
nent to its success as it was able to be adapted across the 
different sites which varied greatly in size and composi-
tion, a feature of the nature of Australian PHC. This was 
evident at Congress where the method was negotiated 
and varied to the other services. The benefits of using 
electronic case notes were that the notes obtained from 
Communicare were quite detailed, and there were no 
concerns of completeness or health professional’s work-
load. However, case notes did not include qualitative 
reflective data gathered at the other services.

Challenges in using the case-tracking method
The research occurred at a time of considerable restruc-
ture and reorientation of South Australian PHC,24 
affecting four of our five case study services (Congress 
being based in the Northern Territory). Such restruc-
turing is not uncommon in health services, but provides 
a threat to research in health services when service conti-
nuity is low, what is being studied is in flux and health 
professional turnover is high. Engaging health profes-
sionals in this research was at times difficult. Barriers 
included competing demands on their time, low morale, 

high levels of stress and turnover, with a number that 
worked part time or were on very short-term contracts 
(eg, 3 months). Health professionals were less motivated 
to be involved in this research and some, particularly part-
time staff, declined to participate in the study.

There were specific challenges in using this pilot case-
tracking method for clients with depression. Staff were 
reluctant to invite clients into the interview component 
of the study during initial appointments as clients were 
considered too vulnerable and often very distressed. At 
some services, the period of care offered to clients was 
quite short and delaying the invitation to participate 
sometimes meant it was too late; clients had often finished 
counselling or did not return to the service. At some 
services, particularly A and C, there were very few mental 
health workers employed, partly due to the reorientation 
of services towards physical chronic conditions which was 
part of the restructuring of services, and this reduced the 
ability to capture the work of a multidisciplinary team.

There were some limitations in this pilot application. 
Client journeys were restricted to individual PHC services 
as it was beyond the scope of this study to track clients 
across services. This is a reflection of the complex nature 
of health service delivery structures that constitute the 
Australian health system with a fragmented mix of public 
and private funds shared between the states, federal 
and local governments with poor centralisation records 
between state and federal governments. The research was 
envisioned as an action research project, but reorganisa-
tion at most sites meant it was difficult to provide any key 
research findings to the health services. Our case-tracking 
sampling was largely able to avoid selection biases, with 
all depression clients included, and techniques such as a 
random sample of 10 new clients per month. This was not 
possible for the client interviews, and selection biases may 
have been introduced by staff making judgements about 
which clients to ask to participate. Also, while health 
professionals did refer to client case notes to complete 
the case-tracking questionnaires, they also relied on 
memory so there may have been some underreporting of 
information such as referrals.

Conclusion
Despite some difficulties, the pilot case-tracking methods 
and client interviews were useful in generating individual 
depression and diabetes client journeys. It provided 
important information about the range of comprehen-
sive PHC actions services undertook to respond to these 
conditions, and on client experiences using comprehen-
sive PHC services through the care trajectory. The client 
journeys were successful in capturing important aspects 
unique to comprehensive PHC, such as addressing 
the social determinants of health through client advo-
cacy. This is important as details about the ways health 
services respond to the challenges of clients’ social deter-
minants of health are rarely reported in the literature, 
and the need for innovative ways of capturing advocacy, 
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cultural sensitivity and actions likely to promote equity 
has been noted by Levesque et al.30 These pilot case-
tracking methods proved feasible and can be applied by 
any health service of variable size wanting to examine 
the comprehensiveness of models of care, collaboration 
and communication among health professionals, refer-
rals to other services and possible gaps in care. In partic-
ular, this method is useful in highlighting the extent to 
which services are responding to clients’ needs through 
strategies such as advocacy and action on social determi-
nants of health, to inform service planning and practice, 
with the potential to improve health system integration. 
Future research could apply the method to other chronic 
conditions to examine client pathways and highlight gaps 
in service delivery and coordination with other services.
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