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ABSTRACT

Objectives The lalidating Outcomes by including
Consumer Experience (VOICE) project is developing patient
reported experience measure (PREM) tools to collect
consumer feedback for Indigenous primary healthcare
(IPHC) services’ accreditation and quality improvement
processes. This study aimed to explore the views of

health service staff about: (1) optimising the feasibility of
collection, analysis and interpretation of findings; and (2)
resourcing requirements for implementation of the PREM.
Design A participatory action research qualitative study
design, guided by an Indigenous advisory group. Our team
of Indigenous and non-Indigenous researchers conducted
semistructured focus groups and individual interviews with
IPHC staff. Focus groups and interviews were recorded,
transcribed and thematically analysed. Multiple sense-
making meetings were conducted with the Indigenous
advisory group.

Setting Eight partner IPHC services across four Australian
states and territories.

Participants All staff were eligible and invited to
participate in the study via purposive and snowball
sampling. Administrative staff (eg, receptionist, programme
facilitator), clinicians/practitioners (eg, general practitioner,
nurse, Aboriginal and Torres Strait Islander health workers
and practitioners) and service managers (eg, CEO, practice
manager) from partner health services participated.
Results 63 staff participated; 44 attended across 13
focus groups, with the remainder participating in individual
interviews. The majority of participants were between

35 years and 55 years old (52%), female (66%) and
working in frontline IPHC service delivery roles (56%).
Equal numbers identified as Indigenous (50%) and non-
Indigenous (50%). Many had worked in the Indigenous
health and well-being sector for over 10 years (40%).
‘Culturally safe care’ and ‘accountability’ were identified as
primary themes and key reasons for gathering consumer
feedback. Subthemes identified were ‘Relationships’, ‘trust
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STRENGTHS AND LIMITATIONS OF THE STUDY

= This study was conceived through discussions
with Indigenous primary healthcare (IPHC) services
and policy partners and initiated at their request
to design and implement a PREM to appropriately
capture Indigenous consumer perceptions of their
healthcare.

= The study embodied the principles of co-design
and Indigenous data sovereignty. All data collec-
tion, analysis and feedback processes were led by
Indigenous research team members in collaboration
with the Indigenous advisory group.

= The inclusion of participants from diverse geograph-
ical settings with extensive experience working in
the IPHC sector added richness to the findings and
may be generalisable to wider health service deliv-
ery contexts.

= There may be some selection bias, as purposive
sampling and snowballing were used in an existing
network to recruit participants from IPHC services
partnering in the VOICE Project.

= Social desirability bias cannot be ruled out, as par-
ticipants were asked to share their perspectives
from their experience of working with the partner
health services.

and respect’, ‘communication about consumer feedback’,
‘timing and frequency of requesting consumer feedback’,
‘health service systems’, ‘health service and staff
capacity’, ‘staff skills’ and ‘structure and administration

of the PREM’. All themes and subthemes need to be
considered for the successful design and implementation
of PREMs in IPHC settings.

Conclusion Many of the issues identified are not currently
considered in the process of collecting PREM data for
accreditation yet, if addressed, would likely improve the
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quality and relevance of data collected. The findings from this study will
inform the co-design and validation of Indigenous-specific PREM tools
to collect consumer feedback. Critically, service and community input
will ensure the PREM tools meet service needs for continuous quality
improvement and accreditation and reflect the priorities and values of
Indigenous peoples.

INTRODUCTION

Australia is home to the oldest continuing cultures
on Earth,' where Indigenous knowledge systems have
survived for more than 60000 years. As Indigenous
knowledge, including that of health and well-being, is
holistic and relational, the environment (land, sea and
sky) and people’s place within where they live are inter-
twined.” Consequently, the experiences of healthcare
for Indigenous peoples are shaped by historical, social,
environmental and cultural factors.”* The ongoing inter-
generational trauma resulting from the legacies of coloni-
sation, disruption of family and kinship, loss of language
and culture, dispossession of lands and social marginalisa-
tion continues to impact the experiences and well-being
of Indigenous peoples globally, including Aboriginal and
Torres Strait Islander peoples in Australia (hereafter respect-
fully referred to as Indigenous Australians).” For Indigenous
Australians, good health is not just a matter of having
access to biomedical services or the absence of a disease,
but also the holistic well-being of the community and the
environment, essential for strong kinship and culture.’®

Increasing engagement of Indigenous communities
with comprehensive primary healthcare (PHC) is critical
in addressing health disparities between Indigenous and
non-Indigenous Australians.” Better patient experiences
of care are associated with improved engagement and
health outcomes, efficient use of healthcare resources and
fewer adverse events.'”'* Continuous quality improve-
ment (CQI) processes, informed by patient reported
experience measures (PREMs), enable services to identify
and act on areas in need of improvement and to monitor
changes over time.

A PREM is often questionnaire-based and defined as a
‘measure of a patient’s perception of their personal expe-
rience of the healthcare they receive’."” Patient-reported
indicators are increasingly valued by policymakers
for decision-making, benchmarking and value-based
purchasing and are also used by healthcare organisa-
tions to measure health systems' performance and service
delivery.'* ' Therefore, healthcare experiences of Indig-
enous Australians are critical to understanding and
redressing existing healthcare inequities.'® The benefits
are also optimised when the experience data collected
reflect the gaps in what care is delivered by health services
and how patients/clients (hereafter ‘consumers’) experience
care and provide ‘actionable’ information to support
CQL

Routine collection and use of PREMs is a policy goal and
a mandatory accreditation requirement within the Royal
Australian College of General Practitioners’ (RACGP)
Standards for general practices.'” Hence, Australian PHC

services, including Indigenous PHC (IPHC) services that
choose to be accredited against the RACGP Standards,
are required to collect consumer experience data to
comply with national health quality and safety standards.
However, the currently mandated PREM used by IPHCs
contains no questions that address cultural security or
experiences of racism or discrimination. It is known that
culturally unsafe practices and racism are commonly
experienced by Indigenous Australians in healthcare
settings'® and are associated with disengagement from
health services, poor chronic disease management and
poorer mental and physical health.” ' Various PREM
tools are available to measure consumer experiences in
different healthcare settings, including Australia."” 2 *!
They are generally underpinned by Western healthcare
service models and do not capture the complexity and
diversity of IPHC settings.”* Consequently, the tools do
not adequately capture important holistic experiences
of care of Indigenous Australians, nor return infor-
mation that is meaningful for improving IPHC service
delivery.” ** Recently, frameworks have been developed
for Indigenous-specific PREMs that privilege Indigenous
voices, practices and values.” ™ Some of these frame-
works identify the foundations of Indigenous health and
well-being. Others offer protocols and guidelines for
framing survey questions. None of these frameworks has
yet been tested in Australian IPHC settings.

The ‘Validating Outcomes by Including Consumer
Experience (VOICE)’ Project was conceived through
discussions with IPHC services and policy partners in
Australia and initiated at their request to address this
vital gap and develop new PREM resources.” The VOICE
Project recognises that self-determination and commu-
nity control of health services, including input to service
design and delivery, are important for individual and
community well-being.” * *' ** Indigenous consumer and
health service participation in the VOICE Project will lead
to the development of a community-led PREM tool that
can inform practice and enhance the quality of health-
care delivery locally.”®

This article addresses one of the aims of the VOICE
research project, to engage with IPHC service staff in
Australia to determine their views on the new PREM that
is being developed, including how to: (1) optimise the
feasibility of data collection, analysis and interpretation of
findings in this unique setting; and (2) resource require-
ments for the PREM’s implementation.” Findings about
consumer views on the PREM will be published separately.
The Standards for Reporting Qualitative Research™ have
been followed to report on the results of our engagement
with staff members from partner health services across
Australia.

METHODS

Overview of research approach and design

This study is one of the foundational studies within the
larger VOICE Project, which uses a participatory action
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research design and draws on research approaches
from both Indigenous and Western knowledge
systems.® ** Recognising the need for mechanisms for
community-led healthcare improvement, the VOICE
Project was conceived through discussions with IPHC
services and policy partners and initiated at their request.
We undertook cyclical data collection, analysis and
dissemination of the findings in several phases for this
study. Each participating service was initially visited by
the research team prior to any data collection to opti-
mise community and staff engagement. Meetings were
held with key service staff, the service board (or other
relevant advisory group) and with other community Iders
and groups consistent with local protocols and cultural
norms. To maximise benefit to communities and services,
local site feedback mechanisms were established to share
and consider findings at several points throughout data
collection and dissemination. The learnings from this
process will be further enhanced through a combined
‘service learning” workshop in early 2026, where services
will consider and respond to commonalities and differ-
ences across the sites.

An Indigenous advisory group, comprising Indigenous
staff members from partner IPHC services and their peak
bodies, and community members from each project site,

v

Figure 1

provided cultural governance and contributed to data
analysis and interpretation. The advisory group met
quarterly online and in person once a year to discuss the
study progress and advise on community engagement
and participant recruitment, determine research ques-
tions and methodologies to be applied and disseminate
findings. The advisory group was also engaged in data
analysis and interpretation of the findings. Members
welcomed and appreciated the opportunity to bring their
lived experience, practical knowledge and community-
first approach, and contributed meaningfully to the
ongoing success of the study. A project management
group provided operational oversight. The detailed
study protocol of the VOICE Project has been published
elsewhere.”’

Context and settings

The VOICE research project builds on over 20 years of
applied quality improvement research involving IPHC
providers, policymakers and researchers in Australia.”
Figure 1 below shows the locations of projectsites depicted
by circles on the Australia map. The eight sites are in New
South Wales (NSW), Queensland (QLD), South Australia
(SA) and the Northern Territory (NT). Sites include

Location of VOICE Project sites across Australia. VOICE, Validating Outcomes by /ncluding Consumer Experience.
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Table 1 Types of partner health services involved in the VOICE Project.

Service Service type Location State/territory
1. Indigenous community controlled Remote town with outreach clinics NT

2. Indigenous community controlled Remote town with outreach clinics QLD

3. Government managed Remote isolated community NT

4. Indigenous community controlled Remote isolated community NT

5. Indigenous community controlled Metropolitan SA

6. Government managed Metropolitan QLD

7. Indigenous community controlled Regional town NSW

8. Indigenous community controlled Regional town NSW

NSW, New South Wales; NT, Northern Territory; QLD, Queensland; SA, South Australia; VOICE, Validating Outcomes by Including Consumer

Experience.

community-controlled and government-managed IPHC
services in remote, regional and metropolitan settings.

Additionally, refer to table 1 for the types of partner
health services involved in the VOICE Project.

Population and sampling strategy

Purposive and snowball sampling techniques were
applied to recruit participants. All staff members involved
in consumer interaction, health service accreditation,
management and research and evaluation were eligible to
participate. Administrative staff, clinicians/practitioners,
research and evaluation officers and service managers
from partner health services were invited to engage in
focus groups or individual interviews, according to their
preference. Potential participants were sent an open invi-
tation by local study champions at our partner health
services, emphasising that participation was entirely
voluntary. Different approaches to recruitment were used
in different settings, consistent with local organisational
norms.

Data collection methods and timing

All eight partner IPHC services were engaged in two
rounds of data collection between August 2022 and
November 2024. In Round 1, primary data were collected
through focus groups and/or individual interviews with
health services staff to ensure a comprehensive under-
standing of issues and that all participating services
were engaged. Data saturation was deemed to have been
reached after no new information emerged at the sixth
site. However, data saturation was re-assessed across the
sites to ensure that the data captured represented the
diversity of settings and contexts of participating services.
Following preliminary analysis, we returned to each
service in Round 2 between May and November 2024 to
share the results and check our interpretation of findings
(eg, are findings correct?, have we missed anything?).
This provided an opportunity for clarification, further
sampling and identification of additional issues, although
none emerged. The extended data collection and feed-
back period was necessary for meaningful engagement
between the research team, communities and health

services involved. The duration of site visits ranged from
2 days to 5days.

Obtaining participant consent: during the participant
recruitment campaign, service staff expressing interest in
participation were given a participant information sheet
(PIS), explaining the project and emphasising that partic-
ipation was voluntary and they could withdraw from the
studyatany time during data collection. The study purpose,
participant involvement and confidentiality agreement
were also explained, and questions were invited. At the
beginning of data collection, those interested were again
given a copy of the PIS with a verbal explanation by the
lead Indigenous research team members. They were
encouraged to ask questions to ensure clarity and under-
standing of the purpose, the process and expectations.
Written consent was sought from each participant using a
plain language consent form.

Data collection tools

Before commencing each focus group/interview, partic-
ipants completed a brief questionnaire about their age,
gender, cultural identity, length of time working in IPHC
and position in the organisation. A semistructured focus
group/interview guide was used to explore a PREM’s
meaningfulness and feasibility for the service’s CQI and
accreditation needs, and how to effectively implement
the proposed PREM. The questions in the guide were
brainstormed within the research team and trialled with
Indigenous and non-Indigenous research team members,
including those with experience in the IPHC sector. The
questions were slightly adjusted after the first data collec-
tion site visit based on the facilitation experience. All
focus groups and interviews were audio recorded and
transcribed verbatim using a cloud-based voice transcrip-
tion software, Otter Al (https://otter.ai/). The research
team de-briefed after each day of data collection, with
notes taken and used in data analysis.

Data processing

Focus group/interview transcripts were de-identified.
Research team members (AC, EW, MP, TP, VM and
NT) who were present during respective data collection
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sessions listened to one or more of the audio record-
ings and cross-checked/corrected transcripts to ensure
accuracy.

Data analysis

The data were analysed following Braun and Clarke’s
reflexive thematic analysis guidelines.”® * Reflexive
thematic analysis aided critical self-reflection while
engaging with the data to ensure true reflection of what
participants had said. All transcripts were read repeat-
edly by research team members (AC, EW, MP, TP, VM
and AFL) to familiarise themselves with the data. Then,
a hierarchical coding structure (see online supplemental
file Box S1) was developed, based on the research
questions, after reading through all the transcripts. A
deductive-inductive technique® was applied to code
the data line by line using NVivo qualitative data anal-
ysis software (Q.S.R. international, NVIVO V.11). In this
process, the parent codes and subcodes were generated
by capturing segments of raw data and organising them
into meaningful groups as per the preconceived coding
structure, which was reviewed iteratively throughout the
analysis. This process continued until no new codes were
identified. Any discrepancies were resolved through the
verification of transcript data and discussions among
research team members. Recurring data patterns and
themes were identified using the constant comparison
method.”™ Workshops were held to analyse the facilitator
team’s de-briefing notes, review the coded data, identify
and refine themes, identify illustrative ‘anchor’ quotes
and generate a visualisation of the interrelationships
between the themes. These interrelationships were anal-
ysed and interpreted together with the Indigenous advi-
sory group.

Patient and public involvement

Members of our Indigenous advisory group included
both staff and community people, all of whom are some-
times patients at participating services.

Researcher characteristics and reflexivity

Guided by the Indigenous advisory group, the research
team comprises Indigenous and non-Indigenous members
with extensive experience in mixed-methods Indigenous
health research. The Indigenous team members have
extensive lived community experience with deep cultural
knowledge, ensuring that the data collection, analysis and
dissemination are conducted in a culturally safe way that
reflects Indigenous worldviews. One of the authors (EW)
was formerly the practice manager and is currently on the
governing board of one of the participating services. She
was not involved in data collection or transcription for
this service, but, together with other team members, was
involved in the analysis of de-identified data. Collabora-
tive data analysis workshops provided an opportunity to
examine/address assumptions and experiences research
team members brought to the interpretation process.

Table 2 Round 1 participant characteristics.

Percentage

Characteristics  Variables Count (%)
Role/position Clinical 5 8
(n=61; two missing services
data) manager

Director/chief 3 5

executive

Frontline 34 55

health worker*

Other 15 25

managerial/

policy position

Programme 4 7

manager
Years of work <1 year 7 12
experience (Nn=61; 4_3 years 8 13
two missing data)

4-6 years 12 20

7-9 years 10 16

>10 years 24 39
Age (n=61; two 18-24 4 6
missing data) in 2534 10 17
years

35-44 17 28

45-54 15 25

>55 15 24
Gender (n=62; one Male 19 30
missing data) Female 41 66

Non-binary 1 2

| use a 1 2

different term
Cultural identity Aboriginal 29 48
(=6 ene miEsig Torres Strait 1 1
data) Islander

Both 1 1

Aboriginal and

Torres Strait

Islander

Neither 31 50

Aboriginal nor
Torres Strait
Islander

*Frontline workers include Aboriginal health workers/practitioners,
nurses, general practitioners/medical doctors, social and emotional
well-being workers, outreach workers, receptionists, quality
improvement facilitators, etc.

RESULTS

Table 2 shows participant characteristics. In Round 1,
63 staff members participated in data collection. The
majority were women (67%), aged 35-64 years (74%)
and in frontline roles (56%). There were equal numbers
of Indigenous and non-Indigenous participants. Almost
40% of participants had worked in IPHC for over 10 years.

Chakraborty A, et al. BMJ Open 2025;15:¢101210. doi:10.1136/bmjopen-2025-101210

5

'salfojouyoal Jejiwis pue ‘Buiurel) |y ‘Buluiw erep pue 1xa1 01 pale|al sasn Joj Buipnjoul ‘1ybluAdoos Agq paloslold

AlISIaAluUn ueMOD Ylip3 e 5202 ‘62 Jaqualdas uo jwod fwg uadolwagy:diy woly papeojumoq ‘520z laquaidas Gz uo 0TZT0T-S202-uadolwaasTT 0T se paysiignd isui :uado NG


https://dx.doi.org/10.1136/bmjopen-2025-101210
https://dx.doi.org/10.1136/bmjopen-2025-101210
http://bmjopen.bmj.com/

Box 1 Primary and subthemes

Primary themes:

1. Culturally safe care

2. Accountability

Subthemes:

Relationships

Trust and respect

Communication about consumer feedback
Timing and frequency of requesting consumer feedback
Health service systems

Health service and staff capacity

Staff skills

Structure and administration of the PREMe

O NDORE WD

On average, 8 staff per site (range: 3-18) participated in
Round 1 focus groups/interviews.

In Round 2, a total of 95 staff members from partner
health services were engaged in the feedback sessions
of preliminary findings; two of these sessions comprised
approximately 30 staff members each.

Themes

We identified two primary themes, supported by eight
underlying subthemes (see Box 1). The definitions of the
themes (online supplemental Table S1), with llustra-
tive ‘anchor quotes’ (online supplemental Table S2), are
presented in the Supplementary File. Brief illustrative quotes
are also included in the main body of text in this article.
All identified themes were relevant to ensuring the feasi-
bility of collecting and interpreting consumer feedback;
seven also related to resourcing requirements. Where
data are related to more than one theme, they have been
presented within their dominant theme.

Primary themes

Culturally safe care

Culturally safe care was the ultimate goal of services. Staff
perceived PREM tools as a mechanism to improve the
delivery of culturally safe care and that it was important
to capture consumer experiences in a culturally safe way.
Languages spoken by consumers and English literacy
were considered important, along with the availability
of Indigenous interpreters and survey facilitators. Staff
commonly suggested that questions about culturally safe
care should consider different aspects of the service envi-
ronment, including a welcoming physical environment/
safe space, and the interpersonal or relational skills of
staff members.

The need for a PREM to capture all aspects of Indig-
enous holistic comprehensive healthcare (not solely
medical care) was also identified, with a need for ques-
tions relating to access, belongingness and inclusivity.
Examples included asking whether consumers are aware
of the services available to them; whether they feel the
service is part of the community and whether they were
asked about preferred types of services to meet their
cultural needs.

1 think after that it would be like, how we can make our ser-
vices celebrate Aboriginal culture, rather than just making
bare minimum safety, you know? How can we make our ser-
vices ... like, people want to engage, and they feel respected
and celebrated in them. — Staff focus group, remote.

Accountability

Accountability to consumers and the wider community
was identified as important across staff focus groups/inter-
views. Participants reiterated that as service providers they
need to know what they are doing well or not doing well,
and what changes need to be made. Participants talked
about consumer feedback being used to strengthen
organisational systems and processes supporting CQI
and to assess the ongoing impact of the care provided.
In addition to CQJI, identified uses of a PREM included
health services’ goal setting, meeting accreditation and
reporting requirements, informing work reviews and
programme and services evaluation.

Some staff felt that acting on the results of a PREM could
help to develop and uphold community confidence and
trust in the health service and support consumer empow-
erment. Participants also talked about a PREM acting as
a mechanism for clients to understand their rights and
choices, and for services to understand why clients do/
do not attend services and how to improve access. Several
participants highlighted the importance of timely feed-
back to consumers and communities and of managing
expectations about outcomes following a survey. Showing
that the service is accountable to family and community
means people can associate improved clinical outcomes
with their experience as consumers.

[...] you always want them to have the power to give the
voice, you know? So if we’re not doing something right, tell
us. And tell us how you think we can do it better too. — Staff
focus group, regional.

Subthemes

Relationships

Participants commonly expressed the importance of
positive relationships between services/staff and commu-
nity members for the successful implementation of a
PREM. Relationship-building was identified as neces-
sary for engaging under-serviced groups (eg, men,
LGBTQIASGBB+people, people with disabilities), those
who have disengaged from services and particular groups
(eg, Elders, mums and bubs, youth). Conversely, the use
of a PREM was perceived to facilitate consumer engage-
ment and strengthen community-health service rela-
tionships. Knowledge of the community was considered
crucial when seeking consumer feedback.

For local Indigenous staff, relationships and account-
ability to family and community were associated both with
their cultural obligations and their day-to-day roles within
the health service. Importantly, the hierarchy in services
and the power imbalances between consumers and
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service staff were seen to strongly impact what consumers
feel comfortable expressing in their feedback to services.

I think building, having that rvelationship with patients
first, because if you go to them and say, ‘Oh, look, do you
want to do a survey?’, they just back off straightaway. —
Staff interview, regional.

Trust and respect
Many staff reported that consumers did not currently
trust the process for providing feedback, including having
concerns about confidentiality—how the data would be
used and who would see the data. Some staff thought
that knowing who is analysing and interpreting data, and
feeling confident that feedback is understood, would
help people trust the process. Some believed consumers
would be concerned that their data might be used by
government agencies (eg, children’s services), with nega-
tive repercussions, or would impact the services and
benefits they receive, including being treated differently
by service staff. Understanding how history affects Indig-
enous people’s responses was perceived to be important
for those who facilitate consumer feedback processes.
Considerations relevant to trust and respect for devel-
oping and conducting feedback processes included:
(1) anonymity versus needing help to complete written
surveys, (2) one-on-one yarn versus community group
session, (3) written feedback versus verbal feedback and
(4) alocal Indigenous person facilitating and explaining
questions versus needing to retain anonymity in the
community. Adherence to local protocols and clear expla-
nations about the purpose of the survey and how the data
will be used were considered to enhance consumers’
trust that their data and feedback will be used for service
improvement.

I think it would be important who’s delivering it, like who’s
asking, because it couldn’t be just another white person. It
has to be someone they trust, someone they feel comfortable
with. — Staff focus group, remote.

Communication about consumer feedback

Communication was commonly identified as either an
enabler or a barrier to collecting consumer experience
feedback, as well as reporting back to the community.
Staff frequently discussed the need for clear communi-
cation at the outset with stakeholders such as consumers,
the governing board and health service staff about the
PREM’s purpose, the process for collecting feedback,
the analysis of data and how data will be used. Similarly,
clear and timely sharing of the results with stakeholders
was considered paramount for engendering trust and
empowering clients in effecting service change.

Many participants also thought that results from the
PREM survey should be communicated to the commu-
nity and individual consumers in appealing ways, and
be tailored to the local context using multiple modali-
ties. Some spoke about the role of the feedback process

in affirming consumers’ rights, demonstrating respect
for their experiences through messages that are direct,
concise and without jargon (eg, “80% of our clients
said...”).

“So, little things like theyve been waiting too long in the
clinic, and then you straightaway address that, and the next
time they come in, then it’s just a flow. ‘Oh, my God, they
heard me.” So just a little thing, to them is a big thing. —
Staff focus group, metropolitan.

Timing and frequency of requesting consumer feedback

Staff highlighted that consumers need to be respected
and asked for feedback at appropriate times, as they are
often busy with other priorities (eg, caring for family).
Moreover, some may not understand the purpose or see
the benefit of the survey, while others may want time to
think about the answers and give considered responses.
Many staff held the view that convenience for consumers
should be a priority—for example, surveys completed
while waiting for an appointment, received as an SMS
with a link to the survey after an appointment or under-
taken at the point of care. Some participants thought that
consumer feedback captured immediately after service
provision is likely to be accurate, notwithstanding that
high-quality feedback sometimes requires considerable
thought.

Staff stated that larger services might have the capacity
to administer surveys at their different clinics at different
times, with the collection of feedback spread over several
days. Some reflected on the merit of frequent short surveys
compared with in-depth feedback at longer intervals.
Most staff suggested that consumer feedback be collected
more frequently than is currently done in response to the
3yearly accreditation cycle, somewhere between monthly
to every 6 months. Overall, most staff indicated a need for
ongoing consumer feedback that can be used for CQI
purposes. A mechanism to track who has completed a
survey was suggested so that regular service users do not
get asked to provide feedback at each appointment.

I’d probably aim for no morve than quarterly. So people aren’t
seeing this link and just go, it’s another one of these, I'm
ignoring it.” Because ... lots of places are looking for feed-
back all the time, you might not see it as meaningful. — Staff
interview, regional.

Health service systems

Organisational systems and processes that can enable
or hinder the smooth implementation of a consumer
experience survey were identified. Enablers were ease of
access and administration and fitting with existing CQI
and risk management systems. A dedicated position to
manage the process was suggested for larger services. An
automated system that can ‘flag’ in the client chart when
consumer feedback is due and a modular approach incor-
porating options to capture feedback across the range of
services were recommended.
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A key barrier identified was inadequate database
management systems to collect and process survey data,
including automated information technology (IT)
programmes that can bring together and analyse data and
run reports. Voice recognition or artificial intelligence
(AI) tools were recommended for managing verbal data.
It was suggested that the cost of automated data manage-
ment systems may be offset by increased efficiency in data
processing.

1 like the programmes like Qualtrics, where it just collates all
the information for you, and it comes back to you. So, I guess
we want some paper-based face-to-face stuff that can easily
translate into some sort of database. There’ s always going to
have to be data entry to make that work. — Staff interview,
regional.

Health service and staff capacity

Many staff highlighted the lack of service capacity to
manage consumer feedback survey data. The issue was
identified because services experience critical staff short-
ages and high workloads, particularly in remotely based
health services. Most services have administrative staff
who can enter data, but not designated staff who can
process, analyse, interpret and report the data in different
ways. Few services have the capacity to record and analyse
verbal data. Larger services, regardless of remoteness,
may have the capacity to fund external consultants to do
this work. It was clear from the conversations that services
need a dedicated position or team employed to specif-
ically assist with the survey implementation, including
collection, processing and analysis of data.

Some suggested employing Indigenous people external
to their clinic to facilitate or interpret the survey because
staff were already overburdened. Staff spoke about the
greater reporting demands in IPHC settings compared
with other services while acknowledging the potential for
feedback to be used for common reporting purposes and
building evidence for funding applications and advocacy.
Organisational capacity also influences services' ability to
connect with their full catchment area and target people
who miss appointments.

. we're large enough to have a team, you know, quality
safety reporting team, that they can support the organisation
with this sort of activity and what they do with that feedback
and facilitating some of those conversations. — Staff focus
group, metropolitan.

Staff skills

Further to capacity, it was highlighted that many health
services lack the staff skill set to collect, process, analyse
and interpret survey data. For example, staff seeking
verbal feedback need skills and confidence to motivate
individuals to participate, to ask questions in a culturally
appropriate way, to engage clients who are shy or lack
confidence to speak up and to manage dynamics when

seeking feedback in group settings. Many believed local
community members to be skilled in these areas.

So, [pseudonym] and [pseudonym] are our local community
people who work here as the receptionist or receptionist [cum]
driver. I think if we could give them the skill set and the
ability to have conversations with [consumers], I think we'd
get a better response that way, because they probably feel more
comfortable being honest with them. — Staff focus group,
remote.

Structure and administration of the PREM

Participants were asked for suggestions about PREM
constructs (eg, questions and format) that would aid
implementation. Most called for a survey that is prac-
tical, flexible, useful (to both service and consumers) and
adaptable to the local context, with a limited number of
precise, non-repetitive questions that use plain language
with no jargon. A ‘free text’ option would allow people
to explain why they answered in a particular way, thereby
supporting interpretation and CQI. Some participants
discussed how a feedback survey should not merely record
consumer experiences during an episode of care but
capture the care journey and changes to health outcomes
over time. Asking the right questions in the right way
would enable people to tell their care stories.

Many staff talked about needing a range of mechanisms
for collecting feedback from a cross-section of consumers.
For example, older people might prefer paper-based
surveys, and younger people might prefer online surveys.
Suggested options for meeting consumer preferences
were the use of an iPad, an app or QR code access, phone
calls, paper-based (scannable), a survey link sent electron-
ically via email or short text messages and a suggestion
box in the reception area. It was felt that a face-to-face
approach using an informal ‘yarning’ style® * could
encourage some consumers to share their experiences.

Participants advised the need to consider client health
literacy and languages when designing and implementing
the survey, especially in remote communities where
English may be the third or fourth language spoken.
Translation of the tool into local languages and facilita-
tion by local language speakers or interpreters may be
necessary for fully understanding the survey questions.

Some suggested including generic questions in the
PREM that apply to all services and programmes, with
the flexibility to accommodate changing service envi-
ronments and circumstances (eg, COVID-19, flood
recovery). General questions could include whether: the
care provided was kind, compassionate and thorough; the
consumer was happy with the consult; they felt respected
and listened to; they felt empowered, with some control
of the conversation; the clinician communicated in a way
that was understood; whether the person felt supported
on their care journey; and whether the family was appro-
priately involved in care. The use of visual scales (eg,
expressive faces) was suggested for adapting the survey
for children and youth.

8

Chakraborty A, et al. BMJ Open 2025;15:¢101210. doi:10.1136/bmjopen-2025-101210

'salfojouyoal Jejiwis pue ‘Buiurel) |y ‘Buluiw erep pue 1xa1 01 pale|al sasn Joj Buipnjoul ‘1ybluAdoos Agq paloslold

AlsIaAlun uemod Yyiip3 1. 6202 ‘62 Jaquaidas uo jwod fwagruadolwg//:dily woly papeojumod ‘G20z Joqwaldas Gz uo 0TZT0T-G20z-uadolwg/oeTT 0T Se paysiignd 1s41) :uado rNg


http://bmjopen.bmj.com/

Having a mechanism for follow-up if the respondent
chooses to give their contact details was suggested. Several
participants identified strategies for collecting feed-
back from underserved groups (eg, men), for example,
attending community events or offering incentives
such as morning tea, shirts and gifts. Participants also
expressed concern that mechanisms used for collecting
feedback should ensure confidentiality and anonymity.
For example, consumers might not feel comfortable
dropping a feedback form into a ‘suggestion box’ in a
waiting room. Phone surveys could create confidentiality
and anonymity concerns where phones are shared among
family members, and some consumers feel uncomfort-
able being audio/video recorded.

It s got to be short, sharp and sweet. To get an accurate
response, it needs to be a very precise question. It needs to
be very simple, as in yes, no. Not maybe, could be, should
have been, might have been, it could have. The more choice,
the less you're going to get a response. — Staff focus group,
regional.

DISCUSSION
This paper reports IPHC service staff views on the design
and implementation of a PREM to appropriately capture
Indigenous consumer perceptions of their healthcare.
Conversations with staff members from eight diverse
IPHC services identified two primary themes: cultur-
ally safe care and accountability, and eight subthemes:
relationships; trust and respect; communication about
consumer feedback; timing and frequency of requesting
consumer feedback; health service systems; health service
and staff capacity; staff skills and structure and adminis-
tration of the PREM. Staff discussed the importance of
ensuring the value and relevance of the PREM feedback
within the local health service and community contexts.
We believe the ‘culturally safe care’ theme is an essential
consideration for the PREM design and implementation
across Australian IPHC services. Without Indigenous-
specific PREMs, health services operate in an information
vacuum, unable to know whether they are building or
eroding trust, healing or harming, aligning with commu-
nity priorities or missing the mark. Our findings are
supported by a recent Canadian study which concluded
that the administration of a PREM with Indigenous
consumers should prioritise community preferences,
as well as cultural ways of connecting and communi-
cating.”® Indigenous consumers often feel unwelcomed
and experience negative attitudes and judgments from
PHC providers, stemming from a lack of understanding
or disregard for colonial history, and the ongoing impact
on socioeconomic and political circumstances of Indig-
enous peoples.” We acknowledge that cultural safety
frameworks have been promoted for years in health
settings, but the integration of cultural safety into PREMs
is still developing. Therefore, tool developers must
reflect on cultural, historical and power differentials and

ensure that PREMs are designed and administered using
culturally appropriate methods.” ** ** This approach
can include meaningful processes of informed consent,
engaging an Indigenous interviewer if the survey is being
done verbally, and in the spirit of respect and reciprocity,
ensuring patients are acknowledged for the time spent in
sharing their experience.”

In terms of ‘accountability’, staff in our study empha-
sised that consumers appreciate the ‘feeling of being
heard” when they are informed about actions taken in
response to their feedback. The findings from a PREM
survey can also be used for improved funding, advocacy
for more services and keeping the health service account-
able to its client base. These findings are supported by
other research suggesting that PREM findings should be
shared and used to inform changes to care delivery that
are communicated to consumers.*’

Our findings show that ‘relationships and ‘trust and
respect should be central to any PREM survey develop-
ment and implementation with Indigenous communities.
In the health services sector, consumers may not see the
same service providers on every visit.*” These fragmented
relationships appear more prevalent in rural and remote
contexts where PHC providers are often transient, and
their recruitment and retention are challenging.** In addi-
tion to the impacts on continuity in clinical care, the lack
of sustained relationships between consumers and service
providers can adversely affect consumer engagement in
surveys, especially in light of power differences. Also,
intergenerational trauma and distrust of government
and bureaucracy stemming from historical and ongoing
colonial processes result in Indigenous consumers being
reluctant to trust organisations in relation to confidenti-
ality, use and sharing of data.*

Staff highlighted the importance of establishing rela-
tionships, trust and respect between consumers, commu-
nity, health services and other stakeholders (eg, funding
agencies, policymakers) before implementing the PREM
survey. Such an approach would likely enable greater
consumer participation and opportunities for reporting
survey outcomes. Other studies acknowledge that PREM
administrators should invest adequate time and resources
to build, sustain and nurture mutually trusting relation-
ships.?® ** Developing trust in the health system is funda-
mental to creating healthcare experiences that encourage
Indigenous consumers to actively seek care and share
their experiences and concerns with staff.'®*!

Our findings confirm effective ‘communication’ as an
essential prerequisite for the implementation of any
PREM survey. This is consistent with a study that high-
lighted the need to define and communicate the purpose
of surveys and the value of using consumer experience
feedback to inform reflective team-based learning in
general practice settings.”’ Culturally appropriate care
and clarity of communication by healthcare professionals
are key contributors to positive consumer experiences
and engagement that minimises the power differentials
between Indigenous clients and the healthcare system.*' **
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‘Yarning’ style conversations in a relaxing informal envi-
ronment allow Indigenous consumers to feel more
comfortable by fostering cultural dynamics.'®

Our findings recommend the use of interpreters,
especially in remote settings. Engaging local Indigenous
people and translating PREM questions from English to
local languages enable the capture of accurate and thor-
ough client feedback. In line with these findings, a recent
evidence synthesis assessing approaches for enhancing
PREM collection with ethnically diverse communi-
ties consolidated several methods: engaging bicultural
workers, translation and community outreach to access
and support communities at one or more stages of PREM
design or administration.”’ Other scholars recommended
hiring and training local Indigenous community members
to translate or facilitate the administration of the PREM
survey to support collaboration, exchange of knowledge
and strengthening of capacity.”* However, challenges
in achieving equivalence of meaning when adapting a
survey for different language groups have been well docu-
mented.”” Therefore, a collaborative approach engaging
local cultural and language experts working with IPHC
service staff and researchers has been strongly advocated
for all stages of planning, development, implementation
and evaluation of a PREM feedback tool.*

‘Organisational capacity and ‘staff skills for providing
support to consumers when experience questions are
asked should also be considered while implementing
PREM surveys.”® Employing local Indigenous commu-
nity members can help to reduce the power differential
between the community and service providers, leading7
to gathering more accurate data for the community.*
Consistent with our findings, a lack of resources, IT infra-
structure, capacity building and sustained funding have
been identified as barriers to implementing consumer
feedback surveys in mainstream general practice.”

Our findings relating to the ‘structure and adminis-
tration of the PREM’ identified the need for a range of
tool features. Relevant research reports similar find-
ings. The most commonly researched approaches
for measuring consumer experience include surveys,
interviews and consumer stories, with tools adapted to
local contexts and consumer characteristics.”® Studies
with Indigenous consumers report a preference for a
face-to-face conversational approach, using the Indige-
nous language that enables the sharing of detailed and
nuanced accounts of care experiences and what needs
to change.” * The mode of data collection and loca-
tion also appeared to influence the completion rates
of PREM surveys. For example, surveys with higher
response rates (>70%) were completed verbally and
face-to-face, a survey with the highest response rate of
95% included only three items, and the lowest response
rates (<30%) were for paper-based or postal surveys.”!
However, in a hospital-based development and vali-
dation of a parent-proxy health-related quality of life
survey for Indigenous Australian children, participants
indicated that shortening the survey instrument was not

a priority for them, as all the content in the survey was
relevant and appropriate.”

The difference between a complaints system and a
PREM, and between CQI and accreditation processes,
should also be understood by staff. It was clear from
our conversations that some staff do not understand
these distinctions and processes and may have diffi-
culty informing consumers and communities about a
PREM survey. Additionally, a PREM can act as a conver-
sation starter that may lead to more detailed comments
or complaints that would also be very valuable to action
in real-time with health service management. Concerns
about existing PREM tools available in Australia include
the focus on care delivered by individual clinicians (eg,
General Practitioner and nursing staff) rather than multi-
disciplinary teams, failure to return ‘actionable’ informa-
tion and inability to support benchmarking or tracking
of improvement in comprehensive healthcare delivery
over time. Flexibility and modular aspects built into the
PREM would enhance feasibility and usability for effec-
tively capturing holistic consumer experience feedback.

The findings presented demonstrate an inherent
tension between the desire of services and their staff to
collect regular, meaningful feedback in culturally safe
and appropriate ways, and the capacity of the services to
achieve this. The demands of collecting PREM data for
accreditation may override the preference for attending
to the cultural appropriateness of the process. Where
there is capacity to do this well and integrate with CQI
processes, PREM data can enable services to identify
and act on areas in need of improvement and monitor
changes over time, enhancing patient-centred care.”
Consideration should be given to which of the issues
identified by this study should be prioritised in PREM
development and administration, as it might be difficult
to develop a tool that addresses all the issues raised while
being acceptable, practicable/feasible to implement and
report on. The core themes of ‘culturally safe care’ and
‘accountability’ should be the starting point for ensuring
the integrity and value of the process. In order to keep
the tool short and acceptable to consumers, the proposed
PREM should consider a core set of questions that reflect
consumer priorities, with additional optional questions
that reflect either the maturation of the service or the
diversity of the health service model. A parallel VOICE
study with consumers is identifying their concerns and
will confirm the content of the tool.”

Our findings suggest that, if done well, there is poten-
tial for an Indigenous-specific PREM to have a profound
impact, where services will gain real-time insights into
what matters to their patients and identify areas for cultur-
ally responsive improvements from the patient point of
view. Furthermore, patients will become active partici-
pants in their care, not passive recipients, thus fostering
trust, improving communication and even leading to
better health outcomes through improved engagement.
Communities will be empowered to lead quality improve-
ment in partnership with services and feel heard and safe
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when accessing the care they need. When combined with
data from patient reported outcome measures, services
and policymakers will have additional patient-level data
collected through PREM tools to inform service perfor-
mance evaluations and drive funding and accountability
decisions.

Strengths and limitations
The key findings of this study must be interpreted in the
context of a number of strengths and limitations.

The VOICE project responds to a sector-driven need
and was initiated at the request of PHC services and
policy partners.”® PHC staff in various roles in rural,
remote and urban-based services contributed to under-
standing the diverse contexts and issues that affect Indig-
enous consumers' experiences of care and how best to
capture those experiences. These staff perspectives have
been instrumental in the design of culturally safe PREM,
currently being co-designed by the VOICE Project. Most
participants had been working in the Indigenous health-
care sector for over 10 years, with 50% bringing an Indig-
enous staff perspective. The inclusion of participants
from diverse geographical settings adds another layer of
richness to the findings, as it allows for a more nuanced
understanding of how location may impact healthcare
experiences. A 20-member Indigenous advisory group is
supporting the VOICE Project with ongoing cultural and
expert oversight in all stages of the PREM survey devel-
opment, providing a strong base for the acceptability of
the tool.

A limitation of this study is that many of the partici-
pants had not previously been involved in collecting
consumer feedback and were not familiar with the
accreditation process. Therefore, their views could be
considered hypothetical and not based on experience.
Another limitation is that health services face many
competing demands, and the majority are not resourced
to participate in research activities. Consequently, the
services’ capacity to effectively coordinate, engage or
‘make available’ staff to participate in this study may have
been limited by competing demands, that is, potentially
some staff who could have contributed well did not get
the chance to, for various reasons. Additionally, primary
data were collected through in-person and virtual focus
groups/individual interviews; however, data were not
analysed and synthesised comparing these data collec-
tion modes. This may have omitted some distinct findings
and depth of data collected, which could be assessed in
future studies. Although the invitation to participate in
the study was open to all staff involved in interaction with
consumers, health service accreditation and manage-
ment and research and evaluation, it may be that we
have missed a sample who would have dissenting views.
Furthermore, social desirability bias cannot be ruled out,
as participants were asked to share their perspectives
from their experience of working within the partner
health services.

CONCLUSIONS

The primary themes of ‘culturally safe care’ and ‘account-
ability’ identified through this study emphasise the need
for a PREM tool that meaningfully captures the care expe-
riences of Indigenous peoples accessing IPHC services
in Australia, while the subthemes provide guidance for
tool development. Many of the issues identified are not
currently considered in the process of collecting PREM
data for accreditation yet, if addressed, would likely
improve the quality and relevance of data collected. The
findings from this study will inform the co-design and
validation of Indigenous-specific PREM tools to collect
consumer feedback. Ciritically, service and community
input will ensure the PREM tools meet service needs
for CQI and accreditation and reflect the priorities and
values of Indigenous peoples.

Additionally, our findings suggest a PREM needs
to be relevant to the community-controlled context,
supporting the PHC service delivery for the Indigenous
communities they are designed to serve. Capturing
consumer experience in Indigenous community contexts
requires careful planning and execution with an appro-
priate facilitator and/or data analyst collecting the data
and processing it. How the data are used and how results
are fed back to consumers and the community will also
require adequate attention in PREM implementation.
Clear communication needs to be in place regarding the
purposes of the PREM—not just to capture complaints or
meet the requirements of health services’ accreditation
standards, but also for supporting CQI processes, and
ultimately improving the health and well-being of Indig-
enous communities. For this process to be meaningful
and impactful, services will need appropriate skills and
resourcing, including funding.
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