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ABSTRACT
Background: the benefits of patient involvement in clinical care and research is
well described in the literature; but there is little evidence to suggest that
involving patients in the planning and delivery of healthcare projects is
beneficial to the outcomes of the project.

Purpose: this study explores the perspectives of staff who were specifically
employed to lead and manage healthcare projects in Western Australian (WA)
public hospitals and health services, regarding patient involvement in their
projects and the perceived benefits and barriers of this involvement.

Study design: the study was designed using a sequential mixed method
approach in three phases : Phase 1 was the quantitative phase which
comprised a survey ; Phase 2 was the qualitative phase using a semi-structured
focus group; and Phase 3 was the data synthesis phase where data from
previous phases were reviewed and analysed to check for convergence or
divergence.

Methods: an internet-based questionnaire was distributed via email to project
staff working in five public health services in Western Australia (n=100).
Themes were generated which formed the questions for the focus group
discussion (n=10).

Results: Thirty project staff participated in the questionnaire (n=30) and four
project staff attended the focus group (n=4). Project staff perceived that patients
do add value to healthcare projects; although, the findings indicate that they
were not involving patients in all projects and there is no guiding framework for
practice. The level of the project staff in the organisation, based on position title,
had an association as to whether they involved patient in their projects or not
(n=27; p=0.046) ; and consequently the number of patients that were involved
(n=18; p=0.035).
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There was also an association found between Six-Sigma qualified project staff
and patient involvement (100%), as well as project staff who used Six-Sigma
methodology in their projects (n=27; p=0.026).
Staff described the benefits and barriers of patient involvement, and although
they were confident to involve patients, they lacked the skills and training
required and some described a level of fear and anxiety with this approach.
Staff also described a genuine intent to measure and evaluate patient
involvement in their projects but lacked the reporting tools required to facilitate
this.

Conclusion: for health service providers to optimise and manage genuine
patient involvement in healthcare projects, they need to invest in staff and
patient training, and develop associated policies, frameworks, evaluation tools
and reporting mechanisms that are embedded into the organisational culture.
There is currently a gap between organisational intent to actively involve
patients in healthcare projects and translation of this into practice at a
meaningful level.

Key words: mixed methods; patient involvement; staff perspectives;
healthcare; healthcare projects.
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CHAPTER 1: INTRODUCTION
1.1 Background
The researcher worked as a Project Manager in public health services and was
also a Registered Nurse. The researcher observed that the corporate
environment of a health service is very different to, and distant from, the clinical
patient interface.

Whilst working in several different hospitals, the researcher noted a significant
reluctance from staff to involve patients in healthcare projects. It was unclear
why staff were reluctant to involve patients and what the perceived barriers
were, apart from anecdotal comments such as “patients are too sick to bother”,
or “a patient won’t know what we are talking about” and “we don’t need to ask
them, they just expect us to get on with it”.

There are national and local policies, which are discussed further in section 2.3,
suggesting that it is best practice to involve patients in healthcare projects;
however, it seemed there was a translational gap from policy to practice and a
lack of education around the process and the implications. In the WA public
health system, patient involvement in projects is not mandatory and if patients
are being involved, this rich source of data is not captured or collated and is
therefore performed at an unknown rate.

The researcher formed a guiding hypothesis (Punch, 2016), based on informed
opinion from personal workplace experience, that patients were not being
involved in all healthcare projects for a variety of reasons. It is important to
assess if patients are being involved or not, as the projects may be lacking
critical information and therefore not designing services that will meet the
patient’s needs. This study identified opportunities for improvement and
articulated barriers that may able to be resolved or mitigated, to enhance a
genuinely active patient involvement culture in healthcare organisations.
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This study gathered staff perspectives, thoughts and ideas which assisted to
refute or support the guiding hypothesis and answer the research questions.
The staff perspectives provided insight into the opportunities or challenges
arising when involving patients in healthcare projects.

Whilst patient and consumer perspectives are vitally important, this study
focused on the perspectives of the staff, as they are essentially the project
‘gate-keeper’, and in a pivotal influencing position when the decision to involve
patients (or not) arises.

The next section provides information about the public health system in WA,
project management and project methodologies, and the scope and purpose of
this study.

1.2 The WA Health system
The WA public health system (WA Health),consists of the Department of Health
(DoH), five health service providers (HSPs), and Health Support Services
(Government of Western Australia, 2016). The five HSPs include the Child and
Adolescent Health Service (CAHS), East Metropolitan Health Service (EMHS),
North Metropolitan Health Service (NMHS), South Metropolitan Health Service
(SMHS) and WA Country Health Service (WACHS) (Government of Western
Australia, 2016). Each HSP is responsible for the management of several
community, general, specialised or tertiary hospitals and community services
within their area.

As with any business, WA Health services should be informed by the actual and
potential users’ requirements of the service. Hospitals do have systems in place
for patients to lodge compliments or complaints about their care or service
provided, and there are external surveys performed regularly to evaluate patient
satisfaction (Rodne & Daly, 2007). An annual survey of patients is conducted
across WA Health HSPs by an external contractor (Press Ganey, 2018). The
survey asks generic questions about different aspects of the services delivered
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and the patient experiences of them (Department of Health, 2018c) ; rather than
questions specifically related to a patients involvement or experience in a
healthcare project.

In the last ten years, WA Health invested more than $7 billion in building new
hospitals and improving existing health facilities and infrastructure, with support
from the Commonwealth Government and other partners (Department of
Health, 2018b). Since 2008, WA Health has delivered some major infrastructure
projects with the commissioning of three new metropolitan hospitals and two
major regional health campuses; upgraded and expanded thirty regional sites;
created bigger and more responsive Emergency Departments in twenty-five
locations across the State; built a State Cancer Centre and Harry Perkins
Institute of Medical Research Centre and developed new and improved facilities
at six Perth hospitals and six regional locations (Department of Health, 2018b).

In addition to these large infrastructure projects, there are numerous other sitebased improvement projects occurring, of various size and complexity, often
initiated by the Health Service Board or senior administrative managers.

1.3 Healthcare projects
The term ‘healthcare project’ does not have a distinct definition in existing
literature. For the purpose of this study, a healthcare project means any activity
classified as a ‘project’, which has been delivered within a healthcare setting.
Healthcare projects can be small or large, involve one person or multiple
people, and can be completed in a short timeframe or take years to complete
(Schwalbe, 2013). Healthcare projects can range in complexity from new
hospital builds, new service developments, revising models of care, or patient
journey redesign i.e. improving patient flow from admission to discharge. For
the purpose of this study, the term ‘healthcare project’ does not include Quality
Improvement (QI) projects or research projects, but it does include executive
directed projects, innovation and improvement projects and WA Health
mandated projects.
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1.3.1 Definition of a project
The definition of what constitutes a ‘project’ is often linked to the project
management methodology in use, as there is no standard industry definition.
For example, the preferred project management methodology for WA Health
was ‘PRojects IN a Controlled Environment (PRINCE2®), which defines a
project as “a temporary organisation that is created for the purpose of delivering
one or more business products according to an agreed business case” (Murray,
2013, p. 3). PRINCE2® provides an overarching governance framework in which
to conduct and manage the project.

In contrast, the Project Management Institute (2017b) defines a project more
clearly on its website as “a temporary endeavour undertaken to create a unique
product, service or result”. Projects are unique, have a set beginning and end in
time, and defined scope and resources (Project Management Institute Inc,
2017b).

1.3.2 Definition of project management
It is important to distinguish the definition of a project and then how that project
will be managed, as they have different foci. In PRINCE2®, project management
is defined as “the planning, delegating, monitoring and control of all aspects of
the project, and the motivation of those involved, to achieve the project
objectives within the expected performance targets for time, cost, quality,
scope, benefits and risks” (Murray, 2013, p. 4).

1.3.3 Project methodologies
While PRINCE2® was the preferred project management methodology of WA
Health, it’s use is not mandatory and WA Health project staff may choose to use
other methodologies based on the project scope, size and complexity, and their
individual skills, qualifications and experience. For example, WA Health project
staff may decide to use the Project Management Body of Knowledge (PMBOK)
guidelines (Project Management Institute Inc, 2017a), which have a range of
practice standards and a guiding framework.
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PRINCE2® and PMBOK are internationally recognised project management
methodologies; however, there are also many other different methodologies
and tools that can be applied, especially for software or computing projects, i.e.
‘Waterfall’ and ‘Agile’ (Kassab, Lee, Mazzara, Succi, & Tumyrkin, 2016).

Project staff in WA Health also incorporate different techniques within their
projects, according to the problem or opportunity, and often utilise an adjunct
improvement methodology, such as Clinical Service Redesign (CSR)
(Department of Health, 2013), LEAN (Hakim, 2014), Six-Sigma (Hung, Wang,
Lin, Chen, & Su, 2015) or the Plan-Do-Study-Act (PDSA) model (Moule, Evans,
& Pollard, 2013).

The WA Health CSR methodology (Define, Measure, Analyse, Improve and
Control - DMAIC), is a combination of elements of LEAN and Six-Sigma from
industry settings, tailored specifically to the healthcare environment
(Department of Health, 2013). This five phase DMAIC approach provides a
framework and a logical, sequential methodology to follow in each phase.
Define is where the project charter is developed, the customer is defined and
the project objective is agreed. Measure involves gathering baseline data.
Analyse involves data analysis and determination of root cause(s) of the
problem. Improve is where solutions are generated to fix and prevent problems
and Control is where the solution is embedded into the business as usual
activities and monitored for sustainability. The CSR model is often used when
improving a process, redesigning patient flow or improving services.

LEAN originated from production of cars in Japan and has been incorporated
into healthcare projects since the 1990s (Hakim, 2014). The core idea of LEAN
is to increase the value of a service to a customer whilst reducing and
minimising waste (Lean Enterprise Institute Inc, 2000-2019). There is a five step
iterative process involved ; identify value for the customer; map the value
stream; create and improve process flow; establish pull from other value
streams and perfect the process until there is no waste (Lean Enterprise
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Institute Inc, 2000-2019). LEAN is often used for process improvement e.g.
admission of a patient or waste reduction projects such as stock control.

Six-Sigma is a method that provides organisations tools to improve the
capability of their business processes (Hung et al., 2015). An increase in
performance and decrease in process variation leads to defect reduction and
improvement in profits, employee morale, and quality of products or services
(American Society for Quality, 2018). Six-Sigma is highly statistical and often
used in projects where the improvement can be quantified in numbers i.e. key
performance indicators or dollar values.

The PDSA model is an iterative Quality Improvement (QI) cycle, which is used
primarily by staff conducting a small audit in one ward or department to check
compliance against standards and improve care or services as a result (Moule
et al., 2013). The ‘Plan’ stage involves identifying key measures, assigning
tasks and agreeing on the expected outcome. ‘Do’ involves implementing the
agreed plan. ‘Study’ involves studying the process and reviewing its success or
not. ‘Act’ involves developing the new standard of work and incorporating it into
daily practice for sustainability.

Depending on the scope and complexity of the individual project, these
improvement methodologies can be used in isolation, together or with an
overarching project management framework such as PRINCE2® for enhanced
rigour and governance. For example, a project can be managed in a PRINCE2®
governing environment with LEAN as the improvement methodology.

WA Health project staff may have had specific training in these and other
project and improvement methodologies, however, this information is not
available in a centralised database to enable this study to specify the use of one
methodology. Therefore, as this study is focused on staff perspectives of patient
involvement in projects, it is regardless of the project or improvement
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methodology that was utilised i.e. the inclusion criteria is not contained to
DMAIC projects only.

1.4 Purpose
The purpose of this study is to explore the perspectives of staff who are
specifically employed to lead and manage healthcare projects in WA public
hospitals and health services, regarding patient involvement in their projects
and the perceived benefits and barriers of this involvement.

1.4.1 Definition of project staff
The term ‘project staff’ refers to any staff member specifically employed within
WA Health to lead and manage healthcare projects (e.g. Project Manager).
There were many different position titles attributed to project staff working in WA
Health, however the five main groups in order of seniority were: Project
Director; Project Coordinator; Project Manager; Senior Project Officer and
Project Officer.

While it is not compulsory, project staff may also possess a clinical background
such as nursing, medicine or allied health. Project staff perspectives were
defined as their “attitude towards or way of regarding something; a point of
view” (Oxford English Dictionary, 2016). Whilst many other healthcare staff may
have been involved in leading or managing projects, there is no specific register
to obtain their details from; therefore, people employed by WA Health in one of
the five groups stated above were chosen as the target participant audience, as
they were specifically employed to manage projects, and their details were
available on a global staff address list.

1.4.2 Inclusion / Exclusion criteria
Project staff who are specifically employed to lead and manage healthcare
projects in WA public hospitals and health services were included in this study.
Age, gender, position and experience were not excluding factors.
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Categories of staff that were excluded from this study were WA Health staff who
were ‘managing’ projects but were not specifically employed in a project role;
such as ward staff managing local QI initiatives, as it was not the focus of their
job to manage projects, although they may be expected to participate in
improvement activities as a component of their employment.

Other staff working in WA Health projects that were not employed by WA Health
or worked on a fee for service or contract basis, such as external consultants,
were excluded as there was no central registry to obtain their details from.
These contracted staff may have had different perspectives from those of
employed project staff that will not be captured.

1.5 Aims and objectives
The main aim of this study was to further explore the researchers hunch or
‘guiding hypothesis’ (Punch, 2016), that ‘patients were not being involved in all
healthcare projects for a variety of reasons’, by developing general and specific
research questions.

To challenge the first component of the guiding hypothesis that ‘patients were
not being involved in all healthcare projects’, the general research question
was:

Are project staff involving patients in WA public healthcare projects, and if so, in
what ways and what types of projects?

To challenge the second component of the guiding hypothesis ‘for a variety of
reasons’, the specific research questions were:

What opportunities or challenges have project staff encountered when
involving patients in public healthcare projects?
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Are WA Health project staff receiving specific training in how to involve
patients in public healthcare projects and do staff feel confident to involve
the patients?

How do project staff measure the value of patient involvement in public
healthcare projects?

1.6 Summary
Chapter 1 has provided the necessary background information regarding health
services in WA and an insight into the world of healthcare project management.
The thesis is now structured into five ensuing chapters and appendices.
Chapter 2 documents the structure of the literature review and findings; Chapter
3 discusses the theoretical perspective, the research design, method and
subsequent data collection and analysis; Chapter 4 details the findings in each
of the three phases; Chapter 5 further discusses the findings and Chapter 6
details conclusions and recommendations for future practice.

The appendices contain relevant material for reader reference such as approval
letters, the participant information sheet, the questionnaire tool and consent
form used in the focus group.
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CHAPTER 2: LITERATURE REVIEW
2.1 Introduction
This chapter seeks to provide background information into the available
evidence regarding patient involvement in healthcare projects and the staff
perspectives of this approach.

2.1.1 Building the search strategy
Searches were conducted in the following evidence databases: CINAHL,
Cochrane Library, MEDLINE, ProQuest, Trip, and Trove. Furthermore, local,
national and international websites were accessed: in WA , the Health
Consumers Council (2017) and the Consumer and Community Health Research
Network (2018); in New South Wales, the Agency for Clinical Innovation (2016)
and the Clinical Excellence Commission (2018); in the United Kingdom the
National Institute of Health Research (2016) and the National Institute for
Health and Care Excellence (2017); in Canada the Health Quality Ontario
(2018) and in America the Institute for Healthcare Improvement (2018) and the
National Quality Forum (2018); and globally, the World Health Organisation
(2013).

Searching the evidence posed many challenges and was not straightforward.
Non-standardised terminology is used and there is inconsistent use of a wide
variety of keywords in the literature (Barber et al., 2012). Table 1 details the
initial search terms and criteria used to develop the original research proposal in
2016.

Term

Table 1 : Search Terms
Criteria

Staff perspectives

“staff perspectives” AND

Patient involvement

“patient involvement” AND

Healthcare projects

“healthcare projects”

Date ranges

1996 - 2016

Language

“English”
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Table 2 details the results of the initial search completed in 2016 using the
criteria set in Table 1. However, during 2017 and 2018, the researcher
constantly added to the thirty-four articles initially found in 2016 (Table 2), by
applying filters and alerts on various databases (SMHS Library, Trip, Trove,
ResearchGate) to enable email notification of new published articles. This
iterative approach was used to constantly refresh the reference material and to
check for any emerging findings. For example, the most recent articles
referenced in this study were published in 2018.
Table 2 : Search Results 2016
Search

Criteria

Publications

1

“patient involvement”

1,280,217

2

“staff perspectives” AND “patient involvement”

112,908

3

“staff perspectives” AND “patient involvement” AND

238

number

“healthcare projects”
Studies removed as not meeting criteria:
•

Patients involved in research projects not healthcare projects

139

•

Patients involved in clinical decision-making rather than projects

26

•

Patients involved in clinical outcomes measurement or reporting,

24

rather than projects

•

Patients involved in health partnering rather than projects

Total number of studies remaining

15

34

The evidence specifically regarding staff perspectives of patient involvement in
healthcare projects is minimal; therefore, literature regarding staff perspectives
of patient involvement in research projects was also reviewed to ascertain any
learnings or comparisons from research studies that could be applied to this
study.

Most of the evidence was derived from international sources, predominantly
United Kingdom (UK) based, and nationally from New South Wales in
Australia.The UK based National Institute for Health Research (2016) hosts a
website containing a database of published and unpublished research projects
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that have or plan to actively involve members of the public in research. An
evidence bibliography from this website (National Institute for Health Research,
2014a), was also reviewed, using the same search criteria as Table 1, which
provided a further eight articles for review, raising the total to forty-two relevant
articles.

To summarise, there is a dearth of research evidence on patient involvement in
healthcare, although the bulk of the literature focuses on patient involvement in
their clinical care or research projects rather than healthcare projects. While
patient involvement in healthcare projects and research projects may be
different, there are overlaps which means that this area of evidence was worthy
of review. Thus, the following sections describe the findings from the literature
review specifically based on healthcare projects and appropriate references
found from searching patient involvement in research projects.

2.2 Definitions of patient involvement
Harris et al. (2015) found that patient involvement is defined by some authors
but the involvement can be varied, at different stages in the project and with
different purposes. Patient involvement as proposed by Tritter (2009), includes
‘indirect involvement’, such as information gathering and seeking patient views,
or ‘direct involvement’, where patients are involved in actual decision making.
Different project management methodologies also include varying levels of
patient involvement, such as voice of the patient questionnaires, telephone
surveys, patient interviews and patient stories or story telling (Clinical
Excellence Commission, 2018; Health Quality Ontario, 2018; Taskforce, 2008).
Definitions of ‘patient involvement’ is inconsistent in the literature as many
different terms are used, such as ‘engagement’ or ‘participation’ (SarramiForoushani, Travaglia, Eikli, & Braithwaite, 2012).

Patient and public involvement in research is defined as “doing research ‘with’
or ‘by’ people who use services rather than ‘to’, ‘about’ or ‘for’ them” (National
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Institute for Health Research, 2016). This suggests a level of participation and
involvement that is different from day to day treatment and clinical care.
In many of the healthcare research articles, the term ‘patient’ seems to be used
less and words such as customer, community, client or consumer are being
used more frequently. The Australian Commission on Safety and Quality in
Health Care (ACSQHC) definition of a ‘consumer and/or carer’ is “members of
the public who use or are potential users, of healthcare services” (2012b, p. 5).
Most HSPs have their own Consumer Advisory Councils / Committees (CACs)
who provide a consumer perspective on initiatives, policies and projects which
impact on consumers (Department of Health, 2018a); however, a consumer or
consumer representative may not have used the service which the project is
aiming to improve, therefore their input may be limited and not reflect the actual
patient experience. For this reason, the term consumer was not used as a
definition in this study, as the researcher was interested in actual patient
involvement, and their ‘lived experience’ (Manafo, Petermann, Mason-Lai, &
Vandall-Walker, 2018). A supporting statement by Cook & Miller (2012), noted
that having knowledge of a patients’ direct experience is a unique source of
information which is vital to service development.

The literature search was further hampered by the lack of Medical Subject
Heading (MeSH) terms for patient involvement (Brett et al., 2014), and varied or
inconsistent definitions of involvement (Marston & Renedo, 2013; Mockford,
Staniszewska, Griffiths, & Herron-Marx, 2012). This is further complicated by an
absence of clarity about what involvement actually is (Marston & Renedo,
2013), and no international standard format for reporting, describing or
capturing the impact of patient involvement or the ability to track decisions
made as a result of this involvement (Mockford et al., 2012; Pearson, 2012;
Staniszewska, Brett, Mockford, & Barber, 2011).

A systematic review by Shippee et al. (2013), concluded that the literature
surrounding the topic of patient and service user engagement (PSUE) is nonstandardised and non-empirical, creating difficulties in analysis, comparison and
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review of the available evidence. The authors found the terminology used in this
field varied considerably and proposed a template for researchers to use
including structured indexing and reporting when involving patients and service
users, which also identifies the phase or stage of their involvement, which
should also be reported in the research article or publication.

Due to an absence of a standard definition used in project management, and
inconsistency of definitions in the literature, ‘patient involvement’ in this study
was defined as a patient (actual service user) who participates in a healthcare
project, either ‘directly’ (involved in decision making or in the project team) or
‘indirectly’ (provides viewpoint or information).

2.3 Policies / frameworks
During the literature search, it was noted that policy development in patient
involvement identified international, national and state based sources, which
are discussed in the following sections, that advised, suggested or directed that
patients or consumers are involved in all aspects of healthcare and service
design or redesign.

2.3.1 International policies / frameworks
Internationally, there are many broad based consumer engagement frameworks
or patient and public involvement strategies available (Forum, 2018; K Carman
et al., 2013; Kingston Hospital NHS Foundation Trust, 2013; National Institute
for Health and Care Excellence, 2017; National Institute for Health Research,
2014b; Popay 2014). The World Health Organisation (2013) recognises the
value of patient engagement in improving the safety and quality of healthcare,
and provides tools for engaging patients in surgical safety, hand hygiene and
mother and baby checks. In Canada, there is an innovative program called
‘Patient Partnering’ (Health Quality Ontario, 2018), which places the patient and
their family at the centre of healthcare and provides tools and resources to
enhance and enable patient engagement.

14

2.3.2 National policies / frameworks
In Australia, there are also national frameworks and strategies available for
guidance on patient or consumer involvement in healthcare (Austin Health,
2013; Australian Government, 2005; Cancer Australia and Cancer Voices
Australia, 2011; NHMRC, 2016). However, these documents are very broad and
generalisable, and are not specific to patient involvement in healthcare projects.

The Australian Commission on Safety and Quality in Health Care is a
government agency that leads and coordinates national improvements in safety
and quality in healthcare (ACSQHC, 2016). The importance of consumer
engagement in healthcare in Australia is supported by the following documents
developed by the ACSQHC: the Australian Charter of Healthcare Rights (2014);
the Australian Safety and Quality Framework for Health Care (2010) and the
Australian Safety and Quality Health Service Standards (2012a).

There is a specific ACSQHC national standard for consumer involvement in
healthcare; Standard 2: Partnering with Consumers (2012b). Section 2.5.1 of
this standard provides recommendations that “Consumers and/or carers
participate in the design and redesign of health services”, (2012b, p. 23). As
discussed by Lewis (2014), several key QI initiatives were implemented with
patient involvement in a private hospital to comply with National Standard 2
(2012b); such as white boards installed in ward areas to display information on
hospital performance and at the patient bedside to improve communication
between patients and staff. However, there was no reference to the staff
perspectives and experiences of recruiting and involving patients in these
quality initiatives, and the value add of this approach (Lewis, 2014).

The Safety and Quality Improvement Guide (Australian Commission on Safety
and Quality in Health Care, 2012b), describes positive benefits of partnering
with consumers, and provides some implementation strategies, toolkits and
references. The standard states that health professionals need training to
deliver consumer centered care and achieve partnerships and highlights the
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importance of thorough documentation when staff are involving consumers. The
Australian Government Stakeholder Engagement Framework describes five
levels of consumer engagement, which are to “inform, consult, involve,
collaborate, or empower” (2005, p. 6). This framework provides a guide as to
how consumers can be engaged in different ways in an organisation but is not a
definitive decision support tool.

A discussion paper describes how patient centered care improves the patient
experience, reduces adverse incidents and improves multiple key performance
indicators, (Australian Commission on Safety and Quality in Health Care, 2011).
The paper states that there is a link between improved employee satisfaction
and retention rates when hospitals implement patient centered care. Patient
involvement in design and redesign of healthcare was highly valued, and
‘Experience Based Co-Design’ which places staff and patients on an equal
partnership footing, is described as a good approach. However, there are
limited practical tips on implementation, and no reference as to measuring the
value of patient inclusion or staff perceptions of this approach in the document.

The National Health & Medical Research Council have developed a statement
on involving consumers and the community in research (NHMRC, 2016). This
statement describes the various levels and stages of the research that
consumers and the community can be involved in and that this involvement
benefits the public, researchers, institutions and the quality and direction of the
research. Many grants and funding bodies now expect consumer involvement
to be documented in the research protocol and consumer involvement is now
becoming a mandatory criterion in research studies.

National Standard 2 (Australian Commission on Safety and Quality in Health
Care, 2012b) , states that it is best practice to involve patients (or consumers/
community members) in healthcare projects, although this is not mandatory for
project managers to comply with. There is no compliance checking, auditing or
reporting, except for the external accreditation process, which evaluates an
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organisations overall, not specific, evidence towards meeting all national
standards, including Standard 2 (The Australian Council on Healthcare
Standards, 2018).

2.3.3 State policies / frameworks
Locally, WA Health Networks are involving patients in clinical pathway design
and policy development to improve services and promote self-management of
patients chronic conditions (Department of Health, 2017a). The purpose of the
Health Consumers Council in WA is to raise awareness of and advocate for
health consumers’ rights and to support health consumers to be active partners
in health policy, planning, review and research (Health Consumers Council,
2017). In WA, there is also an organisation dedicated to involving consumers
and the community in research, who advise that at least two consumers or
community members are involved in each research project, and offer several
different methods to implement this approach (Consumer & Community Health
Research Network, 2018). In SMHS, there is a broad policy for engaging
consumers, carers and community partners (Department of Health, 2014). WA
Health have a stakeholder engagement framework (Department of Health,
2005), and have recently developed a consumer, carer, community and clinician
engagement framework (Department of Health, 2017b).

2.4 Staff perspectives of involving patients
There is research available which is specifically aimed at gathering patient
perspectives of their involvement in the delivery of healthcare (Mende &
Roseman, 2013; Pomey, Hihat, Khalifa, Lebel, & Neron, 2015; Todd &
Nutbeam, 2018).The perspectives of the staff leading and managing projects
where patients are involved is limited (Barber et al., 2012). This section
provides an overview from the literature which specifically discusses whether
the articles sourced included actual perspectives or quotes from the staff
involved.
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Staff perspectives are important as their experience and attitude plays a key
role when implementing innovations in healthcare service delivery (Collier et al.,
2016), and their real world experiences are essential to fully understand the
situation (Wutzke, Benton, & Verma, 2016); which also highlights the
importance of conducting this study. It is crucial for staff to regard patient
involvement as an integral part of their role, rather than an additional workload
or task (Fisher, 2011), as several challenges exist in normalising patient
engagement (Manafo et al., 2018).

In WA Health, project completion reports were accessible from a Medical
Service Improvement Program (MSIP) internal database, which had one
hundred and sixteen projects listed from 2009 to 2013 (Department of Health,
2016a). This program is designed to support junior doctors to lead CSR projects
in hospitals, as it was recognised that frontline clinical staff are active drivers of
service improvement (Micallef & Straw, 2014). Many of the MSIP projects
described voice of the patient or voice of the staff surveys, which are routinely
conducted as part of the CSR improvement methodology, called DMAIC
(American Society for Quality, 2016). The junior doctors described their
personal satisfaction of completing the program, such as realising the results of
their change management efforts, increased skills and knowledge and
increased networking opportunities and relationship building; however, there
was no reference as to how they managed patient involvement in their projects,
or indeed if patients were actually involved (Micallef & Straw, 2014).

In New South Wales (NSW), there is a government agency who “work with
clinicians, consumers and managers to design and promote better healthcare”
(Agency for Clinical Innovation (ACI), 2016). The ACI provide improvement and
innovation training and publish details of healthcare projects on their website.
There were two hundred and sixty-two projects listed and thirty-two results
retrieved when searching for patient involvement, and only six when searching
for staff perspectives and patient involvement. Only a few of these project
reports specifically describe staff perspectives of involving consumers;
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although, these are mostly abridged comments by the authors rather than
actual staff views, as discussed in the next sections.

The Roads to Recovery project involved twenty-one staff and twenty patients in
surveys, interviews and process changes and the development of a mural to
depict the patient’s pathway to recovery. Two staff perspectives were
mentioned; how team members struggled with reporting consumers’ symptoms
in the presence of the consumer; and an audit of care plans which suggested
tensions between consumer and staff goals (Agency for Clinical Innovation
(ACI), 2016).

The Tweed Opioid Treatment Program worked with twenty-seven clients, and
their clinicians and case workers to define a single set of criteria to assess when
clients are eligible to receive take home medications. The authors state that the
project was a major lesson for staff in accepting and using the clients’ own
opinions and insights to develop and implement solutions, but with no specific
commentary or insights provided from the staff (Agency for Clinical Innovation
(ACI), 2016).

There were three other ACI projects that demonstrated a high level of consumer
engagement; however, they did not detail how staff managed this engagement,
or valued the engagement, which seems to be a missed opportunity. The first
was a Culturally and Linguistically Diverse Engagement Strategy project where
twenty women from Arabic and Chinese speaking communities were invited to
an art workshop to visually express their feelings about breast screening
(Agency for Clinical Innovation (ACI), 2016). The women produced powerful art
works and story boards as a form of communication. There were no staff
perspectives documented to articulate the challenges and opportunities faced
with the participant involvement, and any cultural or language barriers that they
encountered.
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The second was a Transdisciplinary Approach to Brain Injury Rehabilitation
project, aimed at reducing unwanted duplication of clinical assessment
associated with Occupational Therapy, and included patient and family
feedback, individual consultations, clinical notes audit and surveys (Agency for
Clinical Innovation (ACI), 2016). The authors noted increased motivation and
workplace satisfaction amongst staff but provided no description as to how staff
perceived the value add of the patient involvement.

The third project was Supporting Dementia and Delirium Care with Volunteers,
which was a project to train volunteers in person centered dementia care and
intervention (sixty four patients) and compare outcomes with a control group
(fifty three patients) (Agency for Clinical Innovation (ACI), 2016). Most staff
(96%) thought that the program was worthwhile and should continue as they
recognised improvements in patients’ emotional care, nutrition and safety.
However, there was no description of the patient and / or carer involvement and
the staff perception of the value add of this approach.

The experiences and views of managers who were involved in a large scale
CSR program were gathered via individual semi–structured interviews (Masso,
Robert, McCarthy, & Eager, 2010). The article does contain direct quotes from
the managers regarding their concerns with the program, although involving
patients was not raised as an issue; sustainability of the improvements were the
managers biggest concern (Masso et al., 2010).

Research staff perspectives of their experience with involvement of consumers
and the community in research projects was the focus of a qualitative report in
WA, containing excerpts of actual staff statements (McKenzie, Bulsara , Haines,
Hanley, & Alpers 2016). The author found eight barriers, such as time and
funding (McKenzie et al., 2016) and three benefits such as increased relevance
and appropriate ways to disseminate findings (McKenzie et al., 2016).This
report provided unique insights into the perspectives of research staff when
involving consumers.
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Staff who were involved in an action research project in a renal unit, stated that
due to patient involvement they had an increased awareness of the importance
of patient perspectives, appreciated how patient involvement enhanced health
outcomes, and patients educated staff about some myths and impacts of living
with a chronic condition (Blomqvist, Theander, Mowide, & Larsson, 2010).
However, the article had no descriptions of the actual direct perspectives from
staff as to this inclusive research approach.

Matthews et al. (2010), involved patients in two case study projects in chronic
disease management and found that project teams were less likely to make
assumptions about what patients need when they involved patients; however, it
was stated that the motivation and confidence of staff to involve patients and
the public on an everyday basis varied. Lessons learnt were highlighted, but the
actual perceptions of staff and the challenges they faced were not included in
the article. Van Duijn et al. (2013) stated that staff felt positive and satisfied
about patient involvement in an electronic health innovation project, but
remained unsure as to the degree of involvement required to achieve patient
friendly, effective outcomes. There were no direct quotes available from staff to
elicit actual staff perspectives.

According to Roberts et al. (2016), there was a new era of healthcare in which
the individual would be an engaged and active consumer, with an enhanced
maturity and increasing technological expectations, which healthcare providers
needed to embrace. This article described the patient as a person who is an
equal partner in their healthcare. However, there were no indications or
suggestions as to how staff can change organisational attitudes, cultures and
perspectives to involving patients in healthcare projects, to ensure that
organisations are ready for the challenge of this new era.

There were many documented healthcare improvement projects involving
patients or consumers in the literature, but little commentary or opinion
documented from actual staff quotes about the value of this involvement or the
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barriers that were faced. The literature seemed to be lacking in regard to staff
perspectives (positive or negative) of involving patients; this may be due to the
organisations not wanting to disrupt patient involvement if negative experiences
have occurred, or a lack of priority about staff experiences in this area. It may
also be viewed as politically incorrect to report negative findings, as the policies
and frameworks were only advising of perceived benefits of this approach.
Patient involvement was usually described in a positive manner, as negative
impacts may be politically difficult to report and may have disengaged patients
and staff (Staniszewska et al., 2011).

2.5 Barriers to patient involvement
Many barriers to successful patient involvement were evident in the literature
and can be broadly described in terms of having an unclear purpose, differing
capacity of stakeholders, insufficient staff skills, irrelevant issues being
discussed and the failure to review or evaluate the involvement strategy
(Australian Government, 2005). Other barriers found are discussed in the
following sections.

2.5.1 General recruitment
There were challenges evident with recruiting patients and the ongoing
management of those patients during the project lifecycle. Mende & Roseman
(2013) noted several challenges with consumer recruitment such as threshold
levels for representation of the broader patient group, ability to reflect diversity
of the patient cohort, unwillingness of staff to refrain from use of technical
jargon, staff resistance to consumers and an unequal voice for consumers
within meetings. They concluded that both staff and the consumer need
preparation prior to being involved on any committees or research projects.

Brett et al. (2014), conducted a systematic review of patient and public
involvement across the continuum of research, from 1995-2009, stating several
other challenges such as low consumer attendance rates at meetings, conflict
between research design and user ethical perspectives, and researcher
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struggles with relinquishing control, causing conflict. Lord & Gale (2014),
conducted semi-structured interviews with multiple stakeholders across three
National Health Service Trusts, stating that there was little consensus in how to
involve patients in service redesign initiatives. Stakeholders and executives
regularly cited that patient centered care and patient involvement was
important; however, there was an identified gap between these values and
reported practice.

Finding the right people (McKenzie et al., 2016) was a major barrier to involving
consumers and community members, as well as power imbalances between
patients and staff (NHMRC, 2016). To achieve positive partnerships with
patients, it was important to identify the right patients and recruit them to fill the
right roles within the project (Mende & Roseman, 2013; Pomey et al., 2015).
Recruitment of patients and hard to reach user groups into research projects
can be complex and difficult, and require organisations to develop specific
recruitment processes and policies (Brett et al., 2014; Garfield et al., 2015; Lord
& Gale, 2014; Robinson, 2014). Patient involvement in quality committees was
also very complex and required careful planning (Pomey et al., 2015).

2.5.2 Cultural challenges
There were cultural challenges noted with consumer input that organisations
and staff need to be aware of to embrace a culture of positive consumer
involvement. Some staff may have felt that patients were not qualified or trained
in health matters enough to effectively contribute to the project or service
redesign activity (Garfield et al., 2015; Lord & Gale, 2014; Robinson, 2014).
Healthcare culture, although centred around the patient, has not historically
valued the input of the consumer, as it is the professionals who are highly
skilled and trained, whereas patients are not (Mende & Roseman, 2013).

Radiologists Raman, Horton and Fishman (2015) planned to lead a project to
improve their services but realised that despite their medical knowledge, they
had no expertise in patient experience improvement, nor understanding of what
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patient needs were from a service perspective. They consulted experts in
people and customer service from other industries and business, to educate
staff and engage with patients to provide input and improve their services. They
implemented a patient experience advisory service and are yet to publish
outcome results; however, this was an example of staff having insight into their
limitations whilst attempting to change the culture of the organisation.
Organisations may not appreciate the skills required to successfully involve
patients in projects. Not all organisations had adequate policies, processes and
protocols in place to support staff with patient involvement (Brett et al., 2014;
Garfield et al., 2015; Lord & Gale, 2014; McKenzie et al., 2016; NHMRC, 2016;
Robinson, 2014). Ford & Bowness (2012) described how organisations needed
a deeper focus in order to successfully involve patients and reduce barriers, as
some staff remained unclear as to why patient involvement was useful and
important.

2.5.3 Training / skills
Lack of staff training, skills and knowledge features heavily in the literature as
significant barriers to optimising and managing patient involvement (Barber et
al., 2012; Harris et al., 2015; NHMRC, 2016; Pearson, 2012; Pomey et al.,
2015; Raman et al., 2015). Matthews et al. (2010), involved patients in two case
study projects in chronic disease management and found the motivation and
confidence of staff varied. Staff may also avoid involving patients due to
apprehensiveness, especially if they have no prior experience (Fairbrother et
al., 2013). In a mixed methods Delphi study, the authors discussed the lack of
knowledge regarding the effects of public involvement on the researchers, and
the perceived threat to their professional skill and knowledge (Barber et al.,
2012).

Another barrier found was that patients also require training prior to their
involvement to ensure that all parties are aware of their roles and
responsibilities, and to increase their confidence (Barber et al., 2012; Consumer
& Community Health Research Network, 2018; Fairbrother et al., 2013; Todd &
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Nutbeam, 2018). Todd & Nutbeam (2018) interviewed twenty consumer
volunteers in Sydney about their perspectives of being involved in research
projects, and although the sample size was noted as small, they concluded that
investment in education for consumers about research would change the way
that research is conducted and shift the way researchers interact and draw on
the experiences of consumers.

2.5.4. Time, cost and workload
The cost of patient involvement was also cited as a significant barrier, not only
the daily rate paid to the patient, but the cost of increased staff time and effort to
organise and manage the patient (Brett et al., 2014; Fairbrother et al., 2013;
Garfield et al., 2015; Manafo et al., 2018; NHMRC, 2016; Norman, 2012;
Robinson, 2014; Van Duijn et al., 2013). Time, effort and funding were the
major key barriers to consumer and community involvement in research
projects (McKenzie et al., 2016). Staff also need time to adjust to receiving and
responding to patient input, as an equal partner in the project, as staff may not
be used to this (Fairbrother et al., 2013). This increased workload and time
imposition may lead to a form of negative stress for staff (Arnetz, Zhdanova, &
Arnetz, 2016a).

2.5.5 Tokenism
Tokenistic involvement was an issue when involving patients or consumers
(NHMRC, 2016), and was frequently cited in many articles. Patients may be
involved for externally influenced reasons, such as compliance with standards,
local policy, project approvals, or ‘ticking a box mentality’, rather than a genuine
desire to gain valuable patient perspectives (Garfield et al., 2015; Robinson,
2014). This tokenistic approach may place staff and patients in an
uncomfortable situation, rather than in a partnership, and may have some
impact on negative staff perspectives of patient involvement (Brett et al., 2014).
A systematic review by Shippee et al. (2013), suggested that current
approaches are more tokenistic, rather than real patient and service user
integration. Garfield et al. (2015) described how involving lay persons in data
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collection in research projects can reduce tokenism but advised to proceed with
caution as there was a potential to professionalise lay people (Garfield et al.,
2015). Robinson (2014) discussed how researchers may want to tick a box to
state that they have involved a consumer, primarily as this is a stipulation of a
grant or funding body, but have no meaningful involvement plan. Patients may
also think that their involvement is a token gesture, so their involvement has to
be carefully managed to avoid any misperceptions (Robinson, 2014).

2.6 The value of patient involvement
The value of patient involvement is multi-faceted and may be perceived
differently by staff, patients, consumer / community groups and the
organisation. Value is difficult to define and evaluate; mostly due to inconsistent
reporting and terminology and is sometimes referred to as success measures,
positive outcomes, benefits or opportunities. The success of patient involvement
has also been described mainly in terms of the collaborative relationship that is
formed between patients and professionals, rather than merely outcomes or
improved performance indicators (Marston & Renedo, 2013). The complexities
and differences within each project make it difficult to generalise the impact of
patient involvement , or predict where the greatest impact will be (Popay 2014).

2.6.1 Staff and patient benefits
There were multiple benefits evident for staff when patients were involved in
projects or research. Face to face encounters with patients can be
transformative, inspiring and revelatory to staff, which can ultimately effect
positive change and improvements (Locock et al., 2014). Staff can better
understand patient perspectives when patients are involved, and listen to their
patients rather than tell them what to do (Locock et al., 2014; Tsianakas et al.,
2012). Staff can make assumptions about what patients want or need, but by
involving patients in the project, the outcome is more likely to meet the patients’
needs and improve their care (Matthews et al., 2010). Involving patients can be
fulfilling and induce a positive stress response in staff (Arnetz et al., 2016a),
and increase staff enthusiasm for the change effort (Pizzo, Doyle, Matthews, &
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Barlow, 2014). Consumer input may assist to change professionals attitudes
towards consumer involvement (Consumers Health Forum of Australia, 2015).

Patients offer their unique voice to service development as they are experts by
experience (Fereday, 2016, p. 5). Fairbrother et al (2013), conducted a
feasibility trial to investigate self-telemonitoring of blood pressure by patients.
The researchers noted three main benefits of involving patients in this research:
patient communication issues were resolved; practical technology use was
enhanced; and set up of the trial and research study was more patient focused.
Patients also added extra credibility to their qualitative research component as
several factors would have been overlooked had they not been involved.
Mullins, Abdulhalim & Lavalee (2012), stated that success hinges on patients
being interested, emotionally involved and understanding of their role.

Consumers, carers and members of the community may feel a greater sense of
ownership of health service design, delivery and evaluation when they are
engaged to participate (Department of Health, 2017b). Consumer input can
improve existing services, assist to create new services, and improve
communication and consumer information (Consumers Health Forum of
Australia, 2015). The unique perspectives and relevance that consumers and
the community members bring to research projects are key benefits along with
the ability to foster long-term beneficial relationships (McKenzie et al., 2016).

Gillard et al. (2012), completed a mixed method cohort study of one hundred
and twenty new users of adult Mental Health services, aimed at critical
reflection on patient and public involvement. Participants completed qualitative
and quantitative interviews on commencement at the service and nine months
later. The article described how team members who were not from research
backgrounds i.e. consumers, challenged academic conventions, which led to
complex findings that would have otherwise been missed. This led to reevaluation of the data as another layer of interpretation was revealed by
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patients. The authors stated that a limitation of this study was its retrospectivity,
however future prospective studies were encouraged.

2.6.3 Project / organisational outcomes
Patient involvement may lead to improved health outcomes, or non-health
outcomes, such as co-designed healthcare leaflets which improve
communication with the general patient population (Ansari & Andersson, 2011;
Marston & Renedo, 2013). Patients add positive new perspectives, especially
with communication and improvements to study design (Garfield et al., 2015).
Although patient and public involvement requires careful planning, time and
effort it can positively influence the development of research questions and
outcomes (National Institute for Health Research, 2014b). Interestingly, Pizzo,
Doyle, Matthews and Barlow (2014) stated that an increase in patient
involvement in decisions leads to project sustainability.

Patient involvement in quality improvement projects utilising the PDSA
methodology provided unique perspectives from patients that staff had not
thought about and assisted them to deliver better project outcomes; such as a
patient physical health plan for mentally unwell patients that met the needs of
the patient (Fereday, 2016). Involving consumers and the community in
research may enable better ways to disseminate findings and gain wider
community support (McKenzie et al., 2016) and may also improve
organisational culture (Consumers Health Forum of Australia, 2015).
Organisations may see increased efficiency with an associated reduction in
costs when consumers are engaged (Department of Health, 2017b).

Crawford et al. (2002) conducted a systematic review of papers involving
patients in the planning and development of healthcare, which scanned the
literature from 1966 to 2000. Only forty-two of the three hundred and thirtyseven studies sourced specifically described the effects of patient involvement.
Interestingly, two large-scale decisions regarding hospital closures were
overturned when patients were involved, and the hospitals remained open. The
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authors found minimal evidence supporting the tangible effects of patient
involvement in the planning and delivery of health care, except for some
qualitative research and case study evidence ; concluding that there needs to
be a better evidence base of the effects of patient involvement (Crawford et al.,
2002).

2.6.4 Measuring the value
There was no agreed mechanism for measuring the value of the consumer
contribution (Consumers Health Forum of Australia, 2015). Mockford et al.
(2012), conducted a systematic review from 1997-2009, also concluding that
there was no evidence base to understand the full impact of involving service
users, no reliable measurement tool and no evidence of related costs. A further
systematic review by Shippee et al. (2013), suggested that current approaches
demonstrated limited evidence on tangible benefits. A systematic review
proposal by Harris et al. (2015), focused on patient and public involvement in
diabetic research, stating that there was evidence of the positive impact of
patient and public involvement in this research; however, the evidence to justify
the value of involvement was weak. Pearson (2012), also highlighted the mixed
success achieved with consumer participation in the health system and that
there was an evidence gap in the economic and health benefits of consumer
participation.

Barber et al. (2012), conducted a mixed method study including a Delphi panel,
including one hundred and twenty-four participants and fourteen interviews with
UK and international researchers. The results indicated that it was feasible,
appropriate and important to evaluate the impact of public involvement in
research. The value of public involvement was endorsed by participants.
However, the limitations of the study were a lack of international panelists;
researchers had a bias towards public involvement, and they had used a
simplistic approach to develop measurable impact issues. However, this article
confirms some belief that involvement can and should be measured and goes
some way to provide measurement criteria.
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Littlechild and Staley (2015) discussed the balance between the right of patients
to be involved outweighing any measurable value, as it was a moral or ethical
obligation to involve them in any aspect of healthcare. They questioned if the
value can be measured and compared, as all projects have different contexts,
purposes and outcomes. More evidence is required, from the staff who manage
patient involvement, as to date this has been insufficiently detailed and the
evidence was weak (Brett et al., 2014; Littlechild & Staley, 2015). Measuring the
value of patient involvement from a cost effectiveness approach is difficult, as
often the benefits are intangible or beyond economic value, and this remains to
be evidenced (Ansari & Andersson, 2011).

Before a project involving patients was agreed, staff requested evidence
(Barber et al., 2012) or known cost effectiveness of this approach, to convince
them that the effort was a worthwhile venture (Marston & Renedo, 2013).
However, due to a lack of standardised tools and reports the evidence was
difficult to quantify, to use as leverage or a supporting argument, linking back to
use of the ethical or moral viewpoint only. Patient involvement in healthcare
projects may be a fundamental human right (Public Involvement Impact
Assessment Framework, 2013), negating the need to measure the value of the
impact (Popay 2014). Gillard et al. (2012) stated that the impact of involving
patients and the public in research projects was hard to evaluate, and that
knowledge of co-production in health services research remains largely
unexplored. Public involvement was emerging as a new science where
evaluation is critical as the science surrounding patient engagement was weak
(Miller, Patton, Dobrow, Marshall, & Whitney, 2018).

2.7 Summary
It was evident that there was a plethora of research regarding the involvement
of patients in healthcare; however, the articles were mostly concerned with a
clinical intervention, research or clinical outcome, rather than process, patient
flow or environment redesign projects. The literature points to the concept of
patient involvement in design and redesign as being well regarded and agreed
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by researchers, staff and executives, however the execution from best
principles to practice was difficult and complex. Many of the articles provided
limited information about how and when patients were involved and what the
impact of this involvement was, which limits learning in this area (Staniszewska
et al., 2017).

There has been limited research on the perspectives and experiences of staff
managing patient involvement, and the effect that this involvement has on staff
(Barber et al., 2012; Thompson, Bissell, Cooper, Armitage, & Barber, 2014). An
improved understanding of staff perspectives may enhance patient involvement
and assist to remove any barriers caused by negative perceptions and previous
experiences (Arnetz, Höglund, Arnetz, & Winblad, 2008). Although there was
some evidence of the positive impact of patient involvement, there was limited
literature on the value of patient involvement (Harris et al., 2015; Van Duijn et
al., 2013).

There were many policies and frameworks guiding and encouraging staff to
involve patients, without an associated training package or organisational
process to assist with recruitment issues and general patient management. The
literature described a ‘tokenistic’ approach to document or report that a patient
had been involved, without the required infrastructure or organisational drive to
promote a genuine commitment to it.

There was a gap in the evidence regarding staff perceptions in this subject, the
rate of patient involvement and the documented value of patient involvement
which this study aims to provide. This study provides information and thoughts
directly from staff, who may or may not have involved patients in their
healthcare projects, to inform and enrich this poorly understood aspect of
patient involvement.
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CHAPTER 3: METHODOLOGY
3.1 Introduction
This chapter discusses the methodology used for this study including the
theoretical perspective, use of a mixed methods approach, the research design
and the ethical framework in which the study was conducted. It also discusses
the rationale for the design of the study and strategies employed to ensure
research rigour and validity.

Given that there is paucity of evidence in the literature regarding this topic, the
study is descriptive and does not, at this starting point, adhere to any particular
conceptual framework or theory (Miles & Huberman, 1994; Polit & Tatano Beck,
2014; Smyth, 2004). Therefore, the conceptual framework is emergent and
avoids adhering to existing theories in case these might mislead the researcher.
Thus, the conceptual framework emerged as the study evolved.

3.2 Research paradigm
When planning research, Punch (2014), described using either a paradigmdriven or a pragmatic approach. A paradigm-driven approach begins with a
paradigm, or a set of assumptions, then using appropriate techniques for
inquiry (Punch, 2014). A pragmatic approach starts with a research question or
problem that needs a solution and then chooses methods to provide answers
(Punch, 2014). The researcher defined the research questions and then applied
the strategy, design and methods to best answer the questions, using a
philosophical paradigm of pragmatism (Polit & Tatano Beck, 2014). Conducting
this study using a pragmatic approach informed the research and focused on
the outcome of the research, the ‘what’ and the ‘how’ (Creswell, 2013). A
paradigm-driven approach was not useful in this study as the issue originated
from a problem noted in the workplace, rather than an assumption about the
issue.
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3.3 Methodology
Mixed methods was the chosen methodology for this study, which provided
flexibility and enhanced validity by having multiple and complementary types of
data (Creswell, 2014). The research design was chosen to be sequential and in
three distinct phases; completing each phase methodically, then using the
findings to inform the next phase of the research. The researcher reviewed
explanatory versus exploratory design and due to the context of the study, felt
that more insight could be gained by completing the questionnaire first, and
then elaborating on issues arising from this during direct questioning in the
focus group. One aim of social science is to build explanatory theory about
people and their behaviours by completing a quantitative phase first, followed
by a qualitative phase (Punch, 2014). In reverse, exploratory design includes a
qualitative phase first, followed by a quantitative phase (Punch, 2014). For this
study, it would have been difficult to devise questions for the qualitative phase
(focus group) first, without the insights gained from the quantitative phase
(questionnaire).

Therefore, this primary research used a sequential, explanatory design with a
quantitative strand priority (Polit & Tatano Beck, 2014); which does not suggest
that the qualitative aspects are inferior, or have less value (Van Griensven,
Moore, & Hall, 2014). Instead, the quantitative aspect utilising a questionnaire,
was completed and analysed first, which assisted to inform the themes and
questions for the qualitative focus group; thereby integrating the two
methodologies (Greenwood & Terry, 2012). Data synthesis was used as a final
step to review and compare results from both the quantitative and qualitative
data sets.

Figure 1 provides a visual overview of the research design and the three
associated phases.
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Figure 1. Research design

3.4 Research rigour
Research rigour is concerned with the authenticity, strength and credibility of
the research and its reliability and validity (both internal and external) to provide
a sense of trust and confidence in the research (Liamputtong, 2013). In order to
aid research rigour, as described by Van Griensven, Moore and Hall (2014), the
study used a large sample size for the questionnaire, followed by a small
sample size for the focus group. Quantitative and qualitative research have
different aspects of research rigour which are discussed in the following
sections.

3.4.1. Quantitative research rigour
There are four criteria to demonstrate research rigour in quantitative studies ;
internal validity, external validity, reliability and objectivity (Liamputtong, 2013).
In the quantitative phase of this study, internal validity was considered by
researching questionnaire tools, format and development, and then using
standardised response matrices in the form of set Likert scales. Content validity
was achieved by involving colleagues and supervisors in the drafting stage to
ensure that the questions measured only those aspects that were required to be
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measured. Face validity was achieved by pilot testing the final draft
questionnaire before distributing it to participants.

The questionnaire (Appx.6) was developed using Qualtrics Version 2017
(2017), and was specifically designed to answer the research questions as well
as some demographic and skill-based information regarding project staff, as this
was not readily available.

External validity was achieved by involving project staff from all WA Health
sites, therefore making data results potentially generalisable amongst differing
cohorts of healthcare project staff, and potentially non-healthcare staff.

Reliability was achieved by clearly documenting the process and definitions
used to promote reproducibility. Use of the Qualtrics  internet-based
questionnaire software tool not only ensured anonymity but reduced the
potential of secondary input data entry errors from the researcher or a third
party. The responses were directly entered into the software by the participants.
Qualtrics had standard and customised analytics and pre-programmed
functionality which may increase reliability of results. The questionnaire results
are presented as raw, tabulated and summarised data to demonstrate that the
research findings reliably match the data received.

Objectivity was assured during pilot testing of the questionnaire to ensure that
the questions were not leading participants or causing an inherent bias. Pilot
testing was conducted by both supervisors and three WA Health staff chosen at
random by the researchers’ line manager. The pre-formatted participant emails
were included as appendices in the research proposal, to ensure transparency
and objectivity when contacting participants. Following independent review of
the draft questions for the questionnaire, some questions were modified or
removed to reduce any biases inadvertently introduced by the researcher e.g.
do you have a clinical background and if so, state which profession?
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3.4.2 Qualitative research rigour
According to Liamputtong (2013), there are four criteria to demonstrate
research rigour in qualitative studies ; credibility, transferability, dependability
and confirmability. In the qualitative phase of this research project, credibility
was assured in the focus group by using an interview grid with pre-set questions
and audio recording the discussions. The researcher checked participant (or
researcher) understanding during focus group questioning as in the researcher
example below:
Researcher: “so when you say you can’t re-evaluate them is that because the patients will be
different?”
Participant: “the patients will be different. Yes”.

The researcher transcribed the audio recording discussions verbatim and then
asked the participants to review the typed transcript and assess if this was an
accurate representation of the discussions. Systematic data analysis followed in
NVivo Version 12 (QSR International, 2016), which is a specialised qualitative
analytics software program, and by employing a standardised analysis
framework ; thematic analysis (Braun & Clarke, 2006).

Transferability was achieved by selecting participants from one large health
service which manages tertiary and general hospitals, where project staff cover
a wide range of projects in different healthcare settings. This health service was
one of the largest in WA Health, with a high level of comparison to all the other
health services; therefore, the results may be applicable across WA Health. The
results may be transferable to other general healthcare settings where patients
are being involved in clinical decision making, clinical pathways or policy
development.

Dependability relates to the research proposal and research design. The focus
group aims were clearly articulated from the outset and although not a large
sample size, it is the rich narrative that the researcher was interested in, which
cannot be obtained from a questionnaire (O'Leary, 2014). The researcher also
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took field notes during the focus group to enhance the audio recording and note
any adverse issues or non-verbal cues that an audio recording would not
capture. The focus group discussions were clearly documented and imported
into a qualitative software system (NVivo) for further analysis.

Confirmability was assured by conducting a mapping exercise for gaps arising
from the questionnaire results and discussing the pre-set questions with the
supervisors to ensure that they were not leading or biased. The focus group
questions needed to be about the research questions rather than the
researcher perspectives. The researcher ensured transparency of purpose at
the start of the focus group, and summarised discussions at the end. The
results from the focus group were clearly linked to the data displayed and
discussed in the results section.

3.5 Phase 1 - Quantitative
This section describes the key processes undertaken during the quantitative
phase of this study.

3.5.1 Sampling
The population of project staff in WA Health fluctuated as many staff can be
hired on fixed term contracts for the duration of the project only. Some project
staff may have been permanently employed to deliver continuous improvement
or Clinical Service Redesign (CSR) projects on an ongoing basis.

However, to scope the study and set a sample size for the questionnaire, the
population size of project staff employed on fixed term or permanent contracts
in WA Health was checked, to provide a working baseline. External Consultants
were excluded as they do not appear on the WA Health global address list, and
there was no central repository that provides their details for review or contact.

An advanced search by job title was performed on the WA Health global
address list, comprising of the following position titles: Project Director or
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Program Director; Project Coordinator or Program Coordinator; Project
Manager or Program Manager; Senior Project Officer or Senior Program
Officer; and Project Officer or Program Officer.

The search was repeated for each of the titles above with the prefix ‘A/’ or
‘Acting’ to capture staff in temporary or short-term promotional positions.
Due to the contractual nature of project staff employment, and several highprofile projects due to close, the population size was reviewed at three different
time points during proposal development and prior to questionnaire distribution,
as documented in Table 3.
Table 3 : Population by Employment Title
Date

Project or
Program
Director

Project or
Program
Coordinator

Project or
Program
Manager

15/08/16
30/10/16
16/11/17

14
11
9

26
24
18

91
95
82

Senior
Project or
Program
Officer
102
117
84

Project or
Program
Officer

*Other

Total

127
139
85

47
45
28

407
431
306

Note. *search picked up other titles such as project lead, project assistant, project support and project administration.

Due to the highly fluctuant population as demonstrated in Table 3, a
convenience sample was deemed the most appropriate sampling method, as
described by Polit and Tatano-Beck (2014). The convenience sampling
approach sought up to one hundred participants into the study, which is
approximately one third of the latest population figure as shown in Table 3. The
questionnaire was distributed to one hundred project staff as documented in the
approved research proposal.

3.5.2 Participant selection - questionnaire
For participant recruitment to the questionnaire, a WA Health staff contact list
was used to perform sampling in a single stage, on one day, as described by
Creswell (2014). The master list of three hundred and six staff was filtered to
make distinct lists of project staff from each of the five HSPs. A stratified
sampling technique was then used, by dividing the population into five sub-
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groups (HSPs) and then randomly selecting the first twenty staff in each of the
five lists (n=100). This random approach was adhered to regardless of the staff
members title, position in the organisation or service / specialty i.e.
Infrastructure or CSR, to ensure that the sample represented key subgroups
from each HSP and was not biased by the researcher (O'Leary, 2014).

3.5.3 Questionnaire design
This study was focused on staff perspectives and experiences, therefore survey
research was highly applicable as it examined opinions by asking people to
answer open and closed questions (Polit & Tatano Beck, 2014). A cross
sectional, self-administered questionnaire was created by the researcher, as a
review of the literature did not reveal a suitable existing tool for use in this study
(Appx 6). The questionnaire was designed using Qualtrics (2016) internet
based software in order to reach the geographically dispersed target audience
in WA (Oppenheimer, Pannucci, Kasten, & Haase, 2011). Qualtrics was
chosen as the preferred tool as it seemed to have improved format,
functionality, visual appeal and analytics over other software tools, was
recommended by the initial supervisors and was different to current tools being
used in WA Health. Many of the current staff surveys in WA Health use Survey
Monkey (2016), and whilst this tool is useful, the researcher felt that
Qualtrics provides an advanced capability and therefore research credibility.

The design of the questionnaire was critical for this study; the questions were
constructed by the researcher to provide some basic demographic data, answer
the research questions and link to information found in the available literature,
such as training issues and incentives used. The questions were reviewed at
project proposal stage by university staff and external examiners and the
supervisors approved the final set of questions. Time for questionnaire
completion was limited to no longer than ten minutes to increase response rates
(Sinkowitz-Cochran, 2013) ; the final estimated completion time was seven
minutes. The questionnaire included a combination of open and closed
questions to elicit the required information and comprised twenty-two questions.
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The level of measurements were primarily categorical, such as a code for each
employing authority, and ordinal using a rating scale (Liamputtong, 2013). The
response format used was numerical rating scales for the categorical questions
and a seven-point Likert scale for the ordinal questions, with some free text
boxes for open ended question responses. To reduce recall bias and facilitate
cognitive processing, questions regarding recent practice state specific
timeframes, such as within the last twelve months (Sinkowitz-Cochran, 2013).
The researcher ensured effective design and format of the questionnaire, easy
navigation and a contingency question that employs skip logic to skip to the
next section if not relevant to the respondent (Sinkowitz-Cochran, 2013). The
questionnaire was reviewed by the supervisors, tested by a pilot group, and
refined prior to distributing to the participants.

3.5.4 Pilot testing the questionnaire
Following final drafting of the test questionnaire, the researcher self-tested the
functionality in both computer and mobile phone views and received
confirmation from a colleague that the emailed link worked. The draft
questionnaire was pilot tested on a small group of five people, who were not
participants in the research, to check for any issues arising such as navigation
and readability, to provide face validity and reduce measurement error
(Liamputtong, 2013). The pilot group consisted of two academic researchers
and three WA Health staff employees who worked independently of the
researcher to reduce researcher bias. The WA Health employees were chosen
by the researchers’ line manager who was an Executive Director, and
comprised staff from administrative and clinical roles, not project managers.
They were testing the survey instrument rather than being subject matter
experts in project management. The pilot group tested the web link, reported on
ease of navigation through the questionnaire, and noted the time taken for
completion. The testing phase was followed by a discussion between
researcher and pilot group to probe for any further issues arising from testing
(Artino, LaRochelle, Dezee, & Gehlbach, 2014). The pilot test commenced on
the 05/09/2017 and concluded on the 13/09/2017.
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As shown in Table 4, feedback and /or responses were provided from the test
group and actions were implemented as appropriate.
Table 4 : Test Group Feedback
Feedback received from
Academic researcher #1

Academic researcher #2

Feedback and method
Email: completed the survey and
proceeded to Q16 when I
answered ‘No’ in Q9. It took me 4
minutes in total and very easy to
follow.
Email: took about 12 minutes. One
point might be that I couldn’t go
backwards to change a response.
Also, I felt some issues weren’t
explored and may have liked the
chance to add further comments
that I wanted to raise that were not
fully addressed in the survey.

WA Health employee #1

Verbal feedback: link worked,
answered yes at Q9 – no
problems, no changes required.
Did not take long – few minutes.

WA Health employee #2

Verbal feedback: link worked,
answered yes at Q9.
All seemed ok – did not take long
only a few minutes.
No feedback and unable to
contact as went on leave;
however, could see a 5th
response in the survey tool.

WA Health employee #3

Actions
Nil required – link and skip
logic work. Shorter completion
timeframe due to skipping
questions 10-15.
Amended the formatting in
Qualtrics to enable the back
button and make the notes
visible to the respondent –
researcher had chosen the
wrong setting and it was the
note boxes for the
administrator, not the free text
boxes for the respondents to
enter comments.
Nil required.
Especially wanted to test the
link from a WA Health
computer to check if the
firewall would allow access to
Qualtrics.
Nil required.

Nil-presumed all ok.

The data analysis for the pilot questionnaire was generated using Qualtrics
software, Version 2017, Copyright (2017). A report was generated from
Qualtrics with the pilot test results for analysis, and then these responses
were deleted from the system to enable a clean start for the formal data
collection phase. The pilot testing was a worthwhile exercise as it proved the
link worked from health and non-health computers, that the skip logic worked at
question 9, and also raised some formatting and functionality issues for
resolution. This testing phase instilled confidence that the questionnaire was
ready for circulation to the participant group. A final questionnaire was
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produced, including feedback of any changes required from the testing phase,
before being distributed to the participants.

3.5.5 Participant recruitment – focus group
A group email list was developed which included the contact details for all one
hundred participants; however, email addresses were entered into the blind
carbon copy (Bcc) field to protect participants’ identities from each other and the
list was deleted once the questionnaire closed. The email contained a short
introduction to request completion of the questionnaire, provided the web link to
the questionnaire and included the Participant Information Sheet as an
attachment (Appx 5). A reminder email was sent two weeks later, as it is
indicated that this may increase response rates by up to 40% (Oppenheimer et
al., 2011). The questionnaire was open for a total of three calendar weeks:
17/11/2017 to 10/12/2017 and then the contact list was destroyed as
documented in the research proposal to ensure participant confidentiality.

Analysis of the response rates by date in Figure 2 demonstrates that 23 out of
30 responses (77%) were received from the date of the initial email request and
7 out of 30 responses (23%) were received from the date of the reminder email
request. Therefore, had the reminder email not been sent, this could have
resulted in a loss of 7 respondents (23%).

42

Questionnaire responses
18
16

Number of responses

14
12
10
8

reminder email sent 01/12/17

6
4

Initial email sent 17/11/17

2
12/10/17

12/9/17

12/8/17

12/7/17

12/6/17

12/5/17

12/4/17

12/3/17

12/2/17

12/1/17

11/30/17

11/29/17

11/28/17

11/27/17

11/26/17

11/25/17

11/24/17

11/23/17

11/22/17

11/21/17

11/20/17

11/19/17

11/18/17

11/17/17

0

Response date
Figure 2. Dates of questionnaire responses

3.5.6 Data collection
Once the questionnaire officially closed, a report of responses entered was
automatically available from Qualtrics. In order to reduce non-response bias,
the percentage of participants contacted who completed the questionnaire was
monitored and has been reported on (Rea & Parker, 2014). Participant data
was non-identifiable as no personal details were requested and each
respondent was given a code number only (1-30).

3.5.7 Data analysis
The Qualtrics software automatically generated a response report with prepopulated graphs and tables displaying basic univariate (one variable) statistics,
which formed the initial descriptive analysis including response rates, question
responses and specific variables. Univariate data was described using
proportions while bivariate (two variable) categorical data was analysed using
the Statistical Package for the Social Sciences (SPSS) software, version 25,
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(IBM Analytics, 2016), to test for non-random associations between the subpopulations in the study.

The response data was analysed using Mantel-Haenszel chi-square test for
independence in SPSS to look for associations between two categorical
variables, with statistical significance set at the 5% level (p=<0.05) (Pallant,
2013). For this type of analysis, two categorical variables with two or more
categories are required e.g. involved patients (yes or no) and qualification in
PRINCE2® (yes or no). Crosstabulation exercises were performed in SPSS,
concentrating on the purpose of this study to assess if patients had been
involved in healthcare projects. The researcher selected only those variables
which would answer the guiding hypothesis for the crosstabulation exercises as
a framework, rather than randomly trying all available and possible variable
comparisons and computations. Further analysis of all crosstabulated variables
was performed in SPSS by selecting Fisher’s Exact Probability Test (FEPT) to
determine the significance (p value) as this tests the association between two
categorical variables when the cell sizes are small i.e. if less than five
respondents had a particular qualification (Pallant, 2013). Use of FEPT provided
increased specificity to validate the findings in this small sample size.

A simple online chi-square calculator (Preacher, 2001) was used to perform a
one-sample chi-square analysis; otherwise known as a chi-square test for
goodness of fit (Pallant, 2013). This compared the proportion of cases from the
project staff population sample with the overall population sample to test for
differences in the proportion in each category. This analysis provided clarity as
to the validity and generalisability of the findings from the small sample group of
project staff when compared to the overall population group. Yates p value is
also reported where relevant, if expected cell frequencies were less than 10, to
reduce any upward bias (Preacher, 2001).

It was important to further review the questionnaire responses to identify any
gaps in addressing both the guiding hypothesis and the research questions,
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thereby assisting with formulation of appropriate questions for the focus group.
A spreadsheet was populated using Excel, version 15 (Microsoft, 2018), with
parameters and steps as shown in Figure 3. This enabled colour coded
mapping to link questionnaire questions and responses back to the guiding
hypothesis or research questions. This mapping exercise assisted the
researcher to visually identify any white cells which denoted a ‘gap’ in
knowledge. Themes were then identified from these gaps which enabled
structured questions to be developed for the focus group, closing the
knowledge gaps and ensuring the research questions had been answered.

Hypothesis documented and colour coded

Research questions documented and colour coded
Questionnaire questions documented and colour coded to denote their link to the hypothesis and /or
research questions
Questionnaire responses documented and colour coded to denote their link to the hypothesis and / or
research questions
Gap analysis - have the questionnaire responses answered the hypothesis and / or research questions?

Focus Group - themes arising from identified gaps

Focus group - specific questions drafted to close the identified gaps

Figure 3. Mapping exercise

3.6 Phase 2 - Qualitative
This section describes the key processes completed during the qualitative
phase of this study.

3.6.1 Sampling
The participant sample for the focus group were staff from one HSP (SMHS),
using a nested sampling technique, which is an approach that uses participants
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from the quantitative strand in the qualitative strand (Polit & Tatano Beck,
2014). The advantages of using nested sampling is to gain insight and
perspectives, corroborate results, elaborate findings, strengthen conclusions
and to initiate further investigation if conflicting results are apparent (Schatz,
2012). Focus group participants were selected using set selection criteria, as
random sampling can create a more biased sample in small qualitative projects
(Schatz, 2012). The selection criteria included project staff who were employed
in SMHS and only those staff who completed the questionnaire.

Due to the vast geographical nature of WA, it would be inconvenient to request
that all WA Health participants travel to a central location in Perth for a one-hour
meeting. The focus group was therefore limited to one HSP; however, this
health authority (SMHS) comprises five hospitals with representative services to
those of the wider WA Health system including rural, general, specialist and
tertiary hospitals, with a proportionate casemix of planned and unplanned adult
and paediatric patients, general and mental health services.

3.6.2 Participant selection
The questionnaire results demonstrated that twelve out of twenty SMHS staff
had completed the questionnaire. As the questionnaire was anonymous, the
researcher could not identify which SMHS staff members had responded.
Therefore, on 31 January 2018, all twenty SMHS staff were emailed a request
to participate in the focus group, with the stipulation that they had to have
previously completed the questionnaire. Staff email addresses were entered
into the blind carbon copy (Bcc) field of the group email request to protect
individual’s identity in this initial phase. The whole group were contacted as the
researcher was not aware if staff did not respond to the invite as they didn’t
complete the questionnaire, or if they were not particularly interested in
attending the focus group. This process limits researcher bias as staff selfselected to attend the focus group, and the researcher was unable to mandate
that certain staff attend if they were unwilling.
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The focus group had no minimum number set, as it was the rich narrative
required rather than large numbers ; the maximum limit was set to ten
participants in order to allow each person an equal voice for contribution, and
enable a manageable group size for the researcher (Polit & Tatano Beck,
2014). The approved research proposal set out one focus group with a
maximum of ten staff. The first ten participants to respond to the email would be
included, which potentially meant that two staff would be unable to participate,
as twelve staff completed the questionnaire.

3.6.3 Focus group design
A focus group adds further qualitative data to the research study, as it has been
suggested that some staff may be not be fully aware of their perspectives until
they interact in a group with others (Redmond & Curtis, 2009). A focus group
can be designed with a structured, unstructured or semi-structured approach
(O'Leary, 2014). A semi-structured focus group approach was chosen by the
researcher so as not to be too formal and rigid (structured), or too free-flowing
(unstructured), but to have a simple framework to achieve and guide the desired
output of answering the questions. A focus group guide was used (Appx 8), with
set questions arising from findings within the questionnaire responses, but also
allowing the flexibility to probe emerging issues or concepts as they arise
(Sinkowitz-Cochran, 2013).

To provide a framework, the questions were formulated using introductory,
transition, focus, summarising and concluding questions, as described by
Liamputtong (2013). The questions were developed before the focus group
convened, to ensure that the group achieved its outcomes (Athifa et al., 2010).
The questions were derived from analysing the results from the questionnaire
and mapping the responses against the research hypotheses and research
questions, to determine any gaps or identify any areas that required further
information (Figure 3). These questions were discussed with supervisors and
entered onto the interview guide (Appx 8). In preparation, the researcher
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rehearsed facilitating the focus group and tested the audio equipment that was
on loan from the university.

3.6.4 Participant recruitment
Although ten was the maximum number set for the focus group, only nine
responses were received; of these nine, six staff confirmed their willingness to
attend the focus group. A formal calendar invitation was distributed to the six
staff who agreed to participate, which included the Participant Information Sheet
as an attachment (Appx 5) and a reminder that consent forms would need to be
signed on the day. The focus group was booked four weeks in advance as
Rabiee (2004) suggested that this would assist with non-attenders, and the
researcher also sent a reminder email three days prior. The focus group was
scheduled for a maximum of sixty minutes and was held in a private meeting
room within a SMHS facility for participant convenience (Frels & Onwuegbuzie,
2013).

3.6.5 Focus Group meeting
On the day of the focus group, one person had to take urgent annual leave and
one person had to attend a compulsory executive level meeting at short notice;
therefore, four staff in total out of the six available attended the focus group.
Two staff were from Rockingham General Hospital and two staff were from
Fiona Stanley Hospital.

All four participants were provided with a copy of the Participant Information
Sheet (Appx 5) and they each signed a written consent form (Appx 7) prior to
the focus group questions commencing. The researcher retained the hard copy
of the consent form for research records and emailed a copy of the signed
consent to each participant following the focus group. All participants were
reminded of the purpose of the focus group, advised that they could leave the
focus group at any time and to advise the researcher if they felt unwell, or
wanted clarification of any questions. Each person introduced themselves,
advising where they worked and their background in project management.
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The researcher performed the role of interviewer / moderator during the focus
group, taking field notes and documenting non-verbal cues as appropriate.
Skills required were active listening, group management ensuring mutual
respect, and implementation of appropriate probing techniques to elicit more
useful or detailed information (Polit & Tatano Beck, 2014).

The researcher asked for verbal agreement of all parties to commence the
questions and to switch the audio recording on. The focus group was audio
recorded using a digital voice recorder, as it has been suggested that video
recording may be too intrusive for some people (Krueger, 2006). Also, this
research was capturing the perspectives of staff in the form of their views and
opinions and audio recording was more than sufficient to record the content of
the discussions; the researcher was not specifically researching behavioural
changes, facial grimaces or non-verbal cues that would require visual analysis.

3.6.6 Data analysis – focus group
The audio recording from the focus group was transcribed verbatim into a word
document by the researcher to facilitate in-depth researcher knowledge of the
data, rather than using a private transcription company (Krueger, 2006). Field
notes were also taken by the researcher during and immediately after the focus
group.

To enhance credibility, member checking was offered where participants check
the written transcript of the audio recording, ensuring it conveys the participant
intent (O'Leary, 2014), and was an accurate representation of the participants
experience (Liamputtong, 2013).The transcription was emailed to participants
for verification on the 14 March 2018. Two participants emailed validation
responses: one confirmed the content and had no changes; one had some
minor changes required to spelling only. The other two participants did not send
validation response emails. Verification was completed by the 20 March 2018
and the audio recording was destroyed to further protect participant
confidentiality, as per the approved research proposal.
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Following participant verification, the transcription was imported into NVivo,
Version 12 (QSR International, 2016), for data management and manual coding
utilising a six phase thematic analysis (Braun & Clarke, 2006). Thematic
analysis is “a method for identifying, analysing and reporting patterns (themes)
within the data” (Braun & Clarke, 2006, p. 79). The first phase involves the
researcher familiarising with the data, transcribing the text, re-reading the text
and making initial notes. Descriptive codes or labels were then assigned to
items of interest and related codes were then grouped into categories to
develop overarching themes that addressed the research questions. A thematic
map was generated with clear definitions and naming for each theme.

The researcher used a code for each participant P1, P2, P3 and P4 rather than
their name, and left blanks where within the discussion people had referred to
each other by name during the focus group. Demographic details of focus group
participants were not formally collected as this was not the intent of the
research, and therefore ‘cases’ were not required in NVivo. Following
thematic analysis potential nodes and related sub nodes were identified in
NVivo, as shown in Figure 4. These nodes and sub-nodes were continuously
worked on and re-themed as the analysis evolved (Figure 8).
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Figure 4. NVivo initial themes – nodes and sub-nodes
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3.7 Phase 3 - Data Synthesis
Synthesis relates to “mixing different ideas, influences, or things to make
a whole that is different, or new” (Cambridge University Press, 2018).The
quantitative and qualitative data sets were reviewed and compared to check for
emerging themes and any suggestions of inter-relationships (Houghton,
Murphy, Shaw, & Casey, 2015). The results may have converged, leading to
the same conclusion, be complementary to each other or be divergent or
contradictory (Heale & Forbes, 2013). As described by Creswell (2014), the
researcher may employ various strategies to deal with divergent results, such
as declaration as a limitation, further exploration of the data or collecting
additional data. The researcher employed an iterative approach to analysing the
results from each phase to assess for potential new findings. A defined
methodology or framework was not available for use, as this was more of a
review, comparison and conclusion conducted solely by the researcher.

3.8 Ethical considerations
The researcher conducted this study in accordance with the recognised national
code of conduct (NHMRC, 2007), and the university code of conduct (The
University of Notre Dame, 2007). The researcher declared no known conflict of
interest regarding this study. The study was conducted with due diligence to the
research merit, integrity, justice and beneficence (NHMRC, 2007).

3.8.1 Researcher bias
The researcher’s position as a Project Coordinator in SMHS had been declared
on the Participant Information Sheet (Appx 5), to ensure participant awareness
and reduce the possibility of internal influence. At the focus group, participants
were advised to answer questions honestly and openly, as the researchers’ role
would not influence the process or have any detrimental effect for participants’
employment. The researcher was not in a position of power or influence,
however any staff perceptions of this require a level of reassurance and
clarification.
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The questionnaire was tested prior to implementation to avoid leading questions
and imposed bias. Focus group participants were offered an opportunity to
review the transcript, ensuring discussions were captured correctly. The
researcher was open to contrary findings and supervisor review and feedback.

3.8.2 Conducting research in WA Health
As of late 2016, all research projects conducted in WA Health were managed
on an internet based platform for review and approval, and have strict criteria
and operational directives or policies for both ethics and site authorisation
approval, before data collection can proceed (Department of Health, 2018d).
This study was granted all necessary approvals as described in the following
sections, prior to commencement.

3.8.3 Ethics approval
This study was classified as Low Risk Research, as the only foreseeable risk to
participants was minor discomfort in the form of potential anxiety induced by the
focus group situation (NHMRC, 2015, p. 13). The University of Notre Dame
ethics approval was granted via the School of Nursing and Midwifery Research
Committee and the Human Research Ethics Committee (HREC) (Appx 2),
followed by ethics approval from the SMHS HREC (South Metropolitan Health
Service, 2016) (Appx 3).

3.8.4 Site authorisation
It was mandatory that site authorisation approval was received for each site in
the study prior to conducting research at any site in WA Health (Department of
Health, 2018d). This study received site authorisation and an approval letter
from the SMHS Chief Executive on behalf of all WA Health sites (Appx 4). Data
collection only commenced once ethics and governance approvals were
completed and official approval letters were received. The governance
framework delayed the commencement of this study as the necessary
approvals stretched from December 2016 to November 2017; however, the
researcher was diligently following policy in the different organisations,
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understands the importance of good governance in research, and is Good
Clinical Practice (GCP) certified (WA Health Translation Network, 2018).

3.8.5 Research participants
The researcher showed respect to all participants involved in this study by
valuing each person’s contribution, using courteous communication and
listening to participants beliefs and perceptions (NHMRC, 2015). The
Participant Information Sheet (Appx 5) was provided to all study participants.
This included key information to inform their decision to participate or not,
thereby ensuring informed consent (Sinkowitz-Cochran, 2013). When the
participants proceeded to complete the questionnaire, this provided their
implied consent, as they chose to participate (NHMRC, 2015). A signed written
consent form was compulsory for all focus group participants, to provide further
information and demonstrate their willingness to proceed with the discussions
(Appx 7).

There were no costs reimbursed or incentives provided to participants of the
questionnaire or the focus group as the ‘incentive’ was more of a subject matter
interest, networking opportunity, professional development and collegiate
information sharing, rather than financial or other gain.

3.8.6 Summary
This chapter has detailed the methodology, design and approach used for this
study and the ethical framework applied for its conduct. The findings from the
three phases of the study are detailed in the following chapter (4).

54

CHAPTER 4: FINDINGS
4.1 Introduction
The purpose of this study was to gain project staff perspectives regarding the
involvement of patients in healthcare projects, using a mixed method approach as
detailed in chapter 3. Chapter 4 provides a detailed description of the findings from
each phase of the study; phase 1 quantitative; phase 2 qualitative and phase 3 data
synthesis. Tables, diagrams and actual quotes from staff are included in the findings,
with associated descriptions and summations provided in each section.

4.2 Phase 1 Quantitative phase – questionnaire results
4.2.1 Questionnaire response rates
One hundred project staff were emailed to request their participation in Phase 1 of
this study; thirty of these staff completed the questionnaire, providing an overall
response rate of 30% as shown in Table 5. Although, only sixty-nine staff out of the
one hundred were able to participate (d), as other staff were on leave at the time of
the questionnaire distribution (c) or they no longer worked in WA Health (b) (Table
5). This information was not known prior to survey distribution as all staff were active
in the global staff address book.
Table 5 : Response Rates
Sample
group
(a)

No longer
working in WA
Health*
(b)

On leave*
(c)

Able to
participate
(d)

Responses
received
(e)

Overall response
rate
(e/a)

n =100

4

27

69

30

30%

Note. *according to out of office reply messages received via email
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4.2.2 Demographics
As shown in Table 6, 40% (n=12) respondents worked in SMHS; 77% (n=23) were
female, and 40 % (n=12) were aged 40-49 years.
Table 6 : Demographics
General characteristics of the study population

Number of
respondents
n=30

%
respondents
n=30

1
6
7
12
4
30

3%
20%
24%
40%
13%
100%

Male
Female
Total

7
23
30

23%
77%
100%

18-29 years
30-39 years
40-49 years
Over 50 years
Total

6
6
12
6
30

20%
20%
40%
20%
100%

Q1: Please state which health authority you are currently working
in by choosing one answer below
CAHS
EMHS
NMHS
SMHS
WACHS
Total
Q2: Please state your gender by choosing one answer below

Q3: Please state your age by choosing one answer below

4.2.3 Position and experience
4.2.3.1 Position title
As shown in Table 7, 40% (n=12) respondents were Senior Project Officers which
represent 14% (n=84) of the total population of Senior Project Officers employed in
WA Health (Table 8).
Table 7 : Position Title
Characteristic: position title
Q4: Please state the title of your position by choosing one answer
below
Project Director
Project Coordinator
Project Manager
Senior Project Officer
Project Officer
*Other
Total

Number of
respondents
n=30

(%)
respondents
n=30

0
2
6
12
5
5
30

0%
7%
20%
40%
16.50%
16.50%
100%

Note. *Other comments provided: Manager Program Management Office; Senior Program Management Officer; Program
Management Officer; Manager; Program Manager
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Further analysis of the number of responses received versus the overall population
of WA Health project staff is provided in Table 8. 10% (n=30) of the total population
of project staff employed in WA Health responded to the questionnaire.
Table 8 : Responses Compared to Population
Characteristic

Project /
Program
Director

Project /
Program
Coordinator

Project /
Program
Manager

Project /
Program
Officer

Other

Total

82

Senior
Project/
Program
Officer
84

Number of
staff with this
title in total
population (N)

9

18

85

28

306

Number
(population)

9(306)

18(306)

82(306)

84(306)

85(306)

28(306)

306(306)

(% of
population)

3%

6%

27%

27%

28%

9%

100%

Respondents
in this study
with this title
(n)

0

2

6

12

5

5

30

Number
(respondents)

0(30)

2(30)

6(30)

12(30)

5(30)

5(30)

30(30)

0%

11%

7%

14%

6%

18%

10%

(% of
population
number)

The questionnaire was distributed to the first twenty staff from each HSP, regardless
of their occupational group. Therefore, position title is random rather than specific.
Despite the numerical differences identified in Table 8, there were no differences in
the distribution of the two groups as demonstrated by the Chi Square calculator in
Table 9. While the sample size used in this study was small, comparison of the
distribution of employment titles in the sample was found to be statistically similar to
the whole workforce (Table 9).
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Table 9 : Population Distribution
Project /
Program
Director

Project /
Program
Coordinator

Project /
Program
Manager

Project /
Program
Officer

Other

Total

76

Senior
Project/
Program
Officer
72

Not in study

9

16

80

23

276

Included
in study

0

2

6

12

5

5

30

Total
population

9

18

82

84

85

28

306

Chi-square calculation on population distribution
Test
Chi-square

Result
7.026

degrees of freedom
p-value

5
0.21871383

Yates’ chi-square
Yates’ p – value

4.301
0.50694178

4.2.3.2 Experience
As shown in Table 10, 50% (n=15) respondents have worked for between 1 and 5
years in healthcare projects.
Table 10 : Experience
Characteristic: experience
Q5: Please state how long you have worked in healthcare projects by
choosing one answer below
Less than 1 year
1-5 years
6-10 years
11 years or more
Total

Number of
respondents
n=30

(%)
respondents
n=30

1
15
11
3
30

3%
50%
37%
10%
100%

4.2.4 Qualifications and skills
Project staff could have a multitude of various project management and / or
improvement qualifications and may be skilled in using an adjunct improvement
methodology in their projects such as LEAN.
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4.2.4.1 Qualifications
As shown in Table 11, 49% (n=14) were PRINCE2® certified at Foundation or
Practitioner level. Some respondents stated that they had qualifications in
improvement methodologies: 24 % (n=7) for both DMAIC and LEAN, with only 7%
(n=2) completing a Six-Sigma course. Low response rates were received for
completion of university level studies and none had completed a master’s in project
management. 17% (n=5) had no qualifications.
Table 11 : Qualifications
(multiple response)
Characteristic: qualifications

Q6: What project related qualifications do you have?
Please choose all relevant answers below
DMAIC
Fundamentals of Project Management
Post Graduate Certificate in Project Management
Post Graduate Diploma in Project Management
Masters in Project Management
PRINCE2® Foundation
PRINCE2® Practitioner
Project Management Professional
LEAN
Six-Sigma
None
*Other
Total

Responses
n=29

% of total
(=58)

%
respondents
n=29

7
10
1
1
0
8
6
1
7
2
5
10
58

12%
17%
2%
2%
0%
14%
10%
2%
12%
3%
9%
17%
100%

24%
34%
3%
3%
0%
28%
21%
3%
24%
7%
17%
34%

*Other – comments provided:
•
Project management within MBA and LEAN as part of Emerging Leaders (this is a senior staff development program
offered by WA Health)
•
MBA (Master Business Administration)
•
Diploma of Project Management
•
Diploma of Project Management (TAFE qualification) and additional unit within master’s level
•
Diploma of Management (not project specific)
•
Cert IV Project Management
•
Agile
•
Short 2-day course many years ago
•
Lean Six Sigma Green Belt
•
Attended a number of project management, CSR, LEAN, Six sigma and DoH courses
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4.2.4.2 Skills
As shown in Table 12, 52 % (n=15) used Clinical Service Redesign and 10% (n=3)
use none of the methodologies listed in the questionnaire.
Table 12 : Skills
(multiple response)
Characteristic: skills

Q7: Which project or improvement methodologies do you
use to manage your projects?
Please choose all that apply
Clinical Service Redesign
LEAN
Six Sigma
Plan-Do-Study-Act (PDSA)
PRINCE 2®
PMBOK
None
*Other
Total responses

Responses
n=29

% of total
(=67)

%
respondents
n=29

15
14
8
9
11
5
3
2
67

22%
21%
12%
13.5%
16.5%
7.5%
4.5%
3%
100%

52%
48%
28%
31%
38%
17%
10%
7%

*Other comments: Depends on the project; For Project management (governance and project control) we use a tailored
PRINCE2 approach. In conjunction with this we use Quality Improvement methods such as lean six sigma, PDSA

4.2.5 Staff perspectives
As shown in Figure 5, 70% (n=151 of 216) of respondents agreed with the valuebased statements overall; noting that all statements were positively worded, meaning
that agreement indicated a positive attitude. Ninety-six percent (n=26) respondents
agreed that patients add value to healthcare projects, that it is best practice to
involve patients in healthcare projects and that patient involvement should be
representative of the patient population.

Only 26% (n=7) respondents had received specific training in how to involve patients
in healthcare projects, yet 66% (n=18) were confident to involve them. Only 30%
(n=8) respondents agreed that their health authority has a good system to recruit
patients yet 78% (n=21) agree that their organisation is committed to patient
involvement.
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Figure 5. Staff perspectives
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4.2.6 Patient involvement
4.2.6.1 Patient involvement
Table 13 shows that 70% (n=19) respondents had involved patients in their projects
at some point in their career; however, 30% (n=8) had not involved patients.
Table 13 : Patient Involvement
Characteristic: involved patients

Number of
respondents
(n=27)

(%)
respondents

19
8
27

70%
30%
100%

Q9: Have you ever involved patients in your projects?
Please choose one answer below
Yes
No
Total

4.2.6.2 Number of patients involved
Table 14 shows that 50% (n=9) respondents included small numbers of patients (15) in their healthcare projects in the last 12 months.
Table 14 : Number of Patients Involved
Characteristic: number involved

Q10: How many patients have you involved in your healthcare
projects in the last 12 months?
Please choose one answer below
1-5 patients
6-10 patients
11-20 patients
Over 20 patients
Total responses

Number of
respondents
(n=18)

(%) total
responses
(n=18)

9
4
0
5
18

50%
22%
0%
28%
100%
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4.2.6.3 Project duration with patient involvement
Table 15 shows 47% (n=9) respondents involved patients in projects of short
duration i.e.1-6 months.
Table 15 : Duration of Patient Involvement
(multiple response)
Characteristic: duration of involvement

Number of
responses
(n=19)

% total
responses
(n=20)

%
respondents
(n=19)

3
9
2
3
3
20

15%
45%
10%
15%
15%
100%

16%
47%
11%
16%
16%

Q11: What is the average length of the healthcare projects
that you have involved patients in?
Please choose all that apply
Less than 1 month
1-6 months
7-12 months
More than 12 months
*Other
Total

*Other – comments received: too various and intermittent to average; on a as needed basis at different points in time; Only
involved patients in Voice of Patient (VOP) surveys

4.2.6.4 Project type with patient involvement
Table 16 shows 74% (n=14) respondents involved patients in CSR projects;
whereas, less respondents involved patients in infrastructure projects, such as
building redesign projects and new builds.
Table 16 : Types of Projects
(multiple response)
Characteristic: types of projects

Q12: Please select from the list below any types of
healthcare projects that you have involved patients in.
Please choose all that apply
New building
Building redesign
Patient flow redesign
Quality Improvement
Clinical Service Redesign
Clinical Pathways
Information Technology
*Other
Total

Number
of
responses
(n=19)

% total
responses
(n=48)

%
respondents
(n=19)

4
3
8
7
14
9
0
3
48

8%
6%
17%
15%
29%
19%
0%
6%
100%

21%
16%
42%
37%
74%
47%
0%
16%

*Other comments received: Provision, environment and location of services; Only involved patients in Voice of Patient (VOP)
surveys / Policy; Furniture, Fixtures and Equipment (FF&E)
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4.2.7 Patient perspectives, recruitment and incentives
4.2.7.1 Patient perspectives
Table 17 shows that 79% (n=15) respondents gained patient perspectives via
surveys.
Table 17 : Patient Perspectives
(multiple response)
Characteristic: patient perspectives

Q13: Please select from the list below any techniques that
you have used to gain patient perspectives or input in your
healthcare projects. Please choose all that apply
Patient surveys
Patient focus groups
Patient interviews/stories
Patient as a project team member
Observation of the patient journey
Observation of patient interaction with staff
Patient experience tracker
CAC input
Marketing i.e. inviting comments through media
Case studies
*Other
Total

Number
of
responses
(n=19)

% total
responses
(n=68)

%
respondents
(n=19)

15
7
9
5
10
3
1
11
0
5
2
68

22%
10.5%
13.5%
7%
15%
4%
1.5%
16%
0%
7.5%
3%
100%

79%
37%
47%
26%
53%
16%
5%
58%
0%
26%
11%

*Other comments received: Consumer Advocacy Group; Patients included in workshop participants with staff
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4.2.7.2 Patient recruitment
Table 18 shows that 58 % (n=11) of patient recruitment to healthcare projects
occurred via either staff nomination or patient self-nomination.
Table 18 : Recruitment
(multiple response)
Characteristic: patient recruitment

Q14: How do you recruit patients to your healthcare
projects? Please choose any relevant answers below
Staff nomination
Patient self-nomination
Internal database of interested patients
Social media
Newspaper adverts
Bedside cards
*Other
Total

Number
of
responses
(n=19)

% total
responses
(n=36)

%
respondents
(n=19)

11
11
6
0
1
0
7
36

30.5%
30.5%
17%
0%
3%
0%
19%
100%

58%
58%
32%
0%
5%
0%
37%

*Other comments received : ask patients if they would participate in a survey; voice of patient – ask patients if they would like to
participate; surveyed patients are recruited from the floor; Community Advisory Council (CAC); CAC; Identified as a patient
within target group and asked while in hospital if they would be part of it. Also, can ask for people via CAC; CAC (which does
include some previous patients of the health service, therefore meets the definition for this research)

4.2.7.3 Incentives
Table 19 shows that 55% (n=6) respondents provided refreshments to patients
involved in their healthcare projects.
Table 19 : Incentives
(multiple response)
Characteristic: incentives

Q15: Please select from the list below any incentives that
you currently provide to patients involved in healthcare
projects
Reimbursement of travel costs
Volunteer driver pick up
Refreshments
Photo in the internal newsletter
Financial payment to attend
Certification of participation
Meet and greet Executive Director / CEO
*Other
Total

Number
of
responses
(n=11)

% total
responses
(n=20)

%
respondents
(n=11)

2
0
6
2
5
0
1
4
20

10%
0%
30%
10%
25%
0%
5%
20%
100%

18%
0%
55%
18%
45%
0%
9%
36%

*Other comments received: never offered an incentive to complete a survey; not currently working with patients; previously
used refreshments, financial payments to attend; CAC members are paid but patients identified on the ward to be part of
surveys and interviews are not incentivised at all; Nil
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4.2.8 Tools and policies
4.2.8.1 Evaluation tools
Table 20 shows that 100% (n=27) of respondents’ state that they do not have a
process or tool to evaluate the effectiveness or value of patient involvement in
projects within their organisations.
Table 20 : Evaluation Tools
Characteristic: evaluation tools

Q16: Do you have a formal process or tool to evaluate the effectiveness
or value of patient involvement in healthcare projects?
Please choose one answer below
Yes
No
Total

Number of
responses
(n=27)

(%) total
responses

0
27
27

0%
100%
100%

4.2.8.2 Policies
Table 21 shows that 58% (n=15) respondents were unsure if their organisation had
any policies or protocols to govern patient involvement in healthcare projects.
Table 21 : Policy
Characteristic: policy

Q17: Does your organisation have any policies or protocols to govern the
involvement of patients in healthcare projects? Please choose one
answer below
Yes
No
Unsure
Total

Number of
responses
(n=26)

(%) total
responses

10
1
15
26

38%
4%
58%
100%

4.2.9 Measurable value of patient involvement
As shown in Figure 6, 64% (n=134 of 208) agreed overall with the value statements;
77% (n=20) strongly agreed that by involving patients you gain an insight into their
perspectives and needs; 62% (n=16) strongly agreed that involving patients results
in improved services that address their needs and requirements; 54% (n=14)
strongly agreed that involving patients improves communication and engagement
with patients.
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Figure 6. Patient involvement
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4.2.10 Perceived challenges of patient involvement
As shown in Figure 7, 54% (n=114 of 208) respondents disagreed with the
statements overall ; 54% (14) strongly disagreed that the cost of involving patients
was a challenge; 42 % (11) strongly disagreed that the impact on the project timeline
was a challenge; 46% (12) strongly disagreed that patients lack knowledge; 39%
(10) agreed that involving patients impacts on staff time, however 38% (10)
disagreed.

46% (12) disagreed that patients not arriving for project meetings was a challenge;
69% (18) disagreed that it was unclear why the patient was being involved; 61% (16)
disagreed that patients would feel intimidated; 61% (16) disagreed that staff would
feel threatened by patient questions or input.

68

Figure 7. Challenges of patient involvement
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4.2.11 Staff opinion of patients’ perspective
4.2.11.1 Do patients want to be involved?
As shown in Table 22, 69% (n=18) stated that in their opinion, patients want to be
involved in healthcare projects.
Table 22 : Staff Opinion -1
Characteristic: staff opinion

Q20: In your opinion, do patients want to be involved in healthcare
projects?
Please choose one answer
Yes - they do
No – they don’t
Maybe
Total

Number of
responses
(n=26)

(%) total
responses

18
0
8
26

69%
0%
31%
100%

4.2.11.2 Are some patients not suitable?
As shown in Table 23, 55% (n=11) indicated that patients with known aggressive
behavior are not suitable to be involved in healthcare projects.
Table 23 : Staff Opinion -2
(multiple response)
Characteristic: staff opinion

Q21: Please select any patient groups from the list below
that you feel should NOT be involved in healthcare
projects.
Patients with impaired cognition
Unwell patients
Terminally ill patients
Patients with a Mental Health condition
Patients under 18 years of age
Patients with known aggressive behaviour
Patients with an active/ unresolved formal complaint
Patients who present as an emergency
Patients who require an interpreter
*Other
Total

Number of
responses
(n=20)

% total
responses
(n=50)

%
respondents
(n=20)

10
5
2
2
2
11
10
2
0
6
50

20%
10%
4%
4%
4%
22%
20%
4%
0%
12%
100%

50%
25%
10%
10%
10%
55%
50%
10%
0%
30%

*Other comments provided:
•
It would depend on the project scope and deliverables
•
It depends on your target population healthcare projects are varied and there may be projects where these
population groups form part of the target group. Patients with aggressive behaviour present a safety issue, however if
the project is related to a service that targets these patients then you have to find a way of safely including them. You
have to consider if the patient with a complaint is going to be biased in their interaction, but a complaint could be
unrelated to what your project is about and may have no bearing.
•
I think this depends on the project, projects that target any of these patient groups may have a case to involve any of
these patient groups
•
All should be considered – depends on what rationale is for patient input
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•
•

Any recovered patient, or patient who is sufficiently well to indicate an interest (but not those with unresolved
complaints) should be candidates for participation
Any patient that declines involvement

4.2.11.3 Are some projects not suitable?
As shown in Table 24, 54% (n=14) indicated that they were unsure if there are types
of projects that are not suitable or appropriate to involve patients in.
Table 24 : Staff Opinion -3
Characteristic: staff opinion

Q22: Are there any types of healthcare projects that you feel are not
suitable or appropriate to involve patients in?
Please choose one answer
Yes – there are
No – there are not
Maybe
Total

Number of
responses
(n=26)

(%) total
responses

9
3
14
26

34.5%
11.5%
54%
100%

4.2.12 Summation of questionnaire responses
Table 25 provides a summation of the questionnaire responses and main findings.

Criteria

Table 25 : Phase 1 - Summation of Findings
Major finding

Demographics

A response was received from all five HSP’s; 40 % (n=12) respondents
were from SMHS, 77 % (n=23) were female and 60 % (n=18) were over
40 years of age.

Position and experience

Sampling reflected the population of project staff and their various
positions. 40 % (n=12) respondents were Senior Project Officers with
50% (n=15) having between 1 to 5 years’ experience of working in
healthcare projects; 47% (n=14) have over 6 years of experience.

Qualifications

Project staff have multiple qualifications: 49% (n=14) respondents were
PRINCE2® certified, and 34% (n=10) completed Fundamentals of Project
Management; low rates of university level qualifications were evident and
17% (n=5) respondents had no qualifications.

Skills

Project staff can use multiple methodologies with or without
qualifications: 52 % (n=15) respondents use CSR and 48% (n=14) use
LEAN; 10% (n=3) use no methodologies.
Staff are using improvement methodologies but may not have the
associated qualifications as only 24% (n=7) respondents stated that they
had either CSR (DMAIC) or LEAN qualifications.

Staff perspectives

96% (n=26) respondents agreed that patients add value to projects, that
it is best practice to involve patients in healthcare projects and that
involvement should be representative of the patient population.
Only 26% (n=7) respondents indicated that they had received specific
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training in patient involvement, although 66% (n=18) were confident to
involve patients. Only 30% (n=8) reported that they had patient
recruitment processes in their organisation, yet 78% (n=21) respondents
think that their organisation is committed to patient involvement.
Patient involvement

70% (n=19) respondents had involved a patient in a project during their
career; 50% (n=9) respondents included 1-5 patients in a project in the
last 12 months.47% (n=9) had involved patients in projects with a short
duration of 1-6 months.
74% (n=14) respondents had involved patients in CSR projects, whereas
only 21%(n=4) had involved them in new building projects and only 16%
(n=3) in building redesign projects. No respondents had involved patients
in Information Technology projects.

Patient perspectives,
recruitment and
incentives

79% (n=15) respondents gained patient perspectives via surveys, with
58 % (n=11) respondents recruiting patients via either staff nomination or
patient self-nomination.
55% (n=6) used refreshments and 45% (n=5) had used financial
payments as incentives.

Evaluation tools and
policies

100% (n=27) respondents reported that there were no tools in the
organisations for evaluating patient involvement.
58% (n=15) were unsure if their organisation had any policies or
protocols governing patient involvement.

Perceived benefits of
patient involvement

92 % (n=24) respondents agreed that the most benefit of patient
involvement was to gain an insight into the patient perspectives and
needs.
81% (n=21) agreed that involving patients improved communication and
77% (n=20) agreed that involving patients improved services to meet
their needs and requirements.

Perceived challenges of
patient involvement

39% (n=10) agreed that the most challenging aspect of patient
involvement is the impact on staff time, although 38% (n=10) disagreed
with this.
54% (n=14) strongly disagreed that the cost of involving patients was a
challenge; 42 % (n=11) strongly disagreed that the impact on the project
timeline was a challenge; 46% (n=12) strongly disagreed that patients
lack knowledge; 46% (n=12) disagreed that patients not arriving for
project meetings was a challenge.
69% (n=18) disagreed that it was unclear why the patient was being
involved.61% (n=16) disagreed that patients would feel intimidated. 61%
(n=16) disagreed that staff would feel threatened by patient questions or
input.

Staff opinion

69% (n=18) respondents though that patients want to be involved in
projects, but 54% (n=14) were unsure if there may be types of projects
that would not be suitable to involve them in.
There are types of patients who were identified as unsuitable to be
involved in projects; 55% (n=11) thought those patients who had
aggressive behaviour ; 50% (n=10) thought those patients with impaired
cognition; 50% (n=10) thought those patients who have an active or
unresolved formal complaint would not be suitable.

The next section describes further analysis of some of the questionnaire responses
by performing various crosstabulation exercises.
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4.3 Crosstabulation
Some of the questionnaire responses were manually imported into the quantitative
software analysis tool SPSS, Version 25 (IBM Analytics, 2016), to analyse potential
bivariate (two variable) findings, as the Qualtrics software provided univariate (one
variable) findings only (O'Leary, 2014). The crosstabulation exercises in SPSS
were completed to check if there were any associations between variables,
specifically checking for a p value of less than 0.05 (O'Leary, 2014), using Fisher’s
Exact test due to the low cell counts (Pallant, 2013). The results display the p values
found for each variable and only those below 0.05 display the crosstabulation finding
in more detail.

4.3.1 Involved patients
This relates to question 9 in the questionnaire “Have you ever involved patients in
your projects?”. Table 26 describes the findings (p value) of associations between
multiple variables (variable 2) with involved patients (variable 1).
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Table 26 : Crosstabulation - Involved Patients
Rationale – to check if:

Variable 1

Staff having a qualification of any kind (yes or no – not

Involved

specific) has an association with them involving patients

patients

Staff using a methodology of any kind (yes or no - not

Involved

specific) has an association with them involving patients

patients

Staff years of experience has an association with them

Involved

involving patients

patients

Staff in different health services are more likely to

Variable 2

n=

*p value

Qualifications

27

0.175

Methodologies

27

0.513

Experience

27

1.000

Involved

Health Service

27

0.187

involve patients

patients

Provider

Male or female staff are more likely to involve patients

Involved

Gender

27

1.000

Age

27

0.188

Position title

27

0.046

Staff opinion

26

0.667

26

0.116

patients
Age of staff has an association with them involving

Involved

patients

patients

Staff position has an association with them involving

Involved

patients

patients

Involving patients is linked to the staff perception of the

Involved

patients wanting to be involved

patients

Involving patients is linked to organisations having

Involved

Polices or

policies or protocols in place

patients

protocols

Involving patients is linked to staff perceptions of some

Involved

Not suitable

26

0.592

projects not being suitable to involve patients in

patients

Staff who do not use any methodology has an

Involved

No

27

0.513

association with them involving patients

patients

methodology

Staff who have other qualifications than those listed has

Involved

Other

27

0.206

an association with them involving patients

patients

qualifications

Note. *Fisher’s Exact Test: Exact Sig. (2 sided)

4.3.1.1 Findings
As shown in Table 26 , the only finding with a p value less than 0.05 was between
‘involved patients’ and ‘position title’ (n=27; p=0.046); suggesting that there may be
an association between the level of the employee in the organisation and whether
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they involve patients in their projects or not. In this study, 91% of Senior Project
Officers who responded involved 53% of the total number of patients involved, as
shown in the SPSS Output tables (Table 27).

Table 27 : SPSS Result Tables (Crosstabulation & Chi-Square)
Involved patients and Position title Crosstabulation
Involved
patients

Count

Yes

Count
% within Involved
Patients
% within Position Title
% of Total
Count
% within Involved
Patients
% within Position Title
% of Total
Count
% within Involved
Patients
% within Position Title
% of Total

No

Total

Project
Coordinator

Project
Manager

Project
Officer

Other

Total

4
21.1%

Senior
Project
Officer
10
52.6%

2
10.5%

1
5.3%

2
10.5%

19
100.0%

100.0%
7.4%
0
0.0%

80.0%
14.8%
1
12.5%

90.9%
37.0%
1
12.5%

25.0%
3.7%
3
37.5%

40.0%
7.4%
3
37.5%

70.4%
70.4%
8
100.0%

0.0%
0.0%
2
7.4%

20.0%
3.7%
5
18.5%

9.1%
3.7%
11
40.7%

75.0%
11.1%
4
14.8%

60.0%
11.1%
5
18.5%

29.6%
29.6%
27
100.0%

100.0%
7.4%

100.0%
18.5%

100.0%
40.7%

100.0%
14.8%

100.0%
18.5%

100.0%
100.0%

Chi-Square Tests
Tests

Value

df

Pearson Chi-Square
Likelihood Ratio
Fisher’s Exact Test
Linear-by-Linear Association
N of Valid Cases

9.451
9.881
8.353
b
5.440
27

a

4
4

Asymptomatic
Significance
(2 – sided)
.051
.042

1

.020

Exact
Sig. (2sided)
.047
.080
.046
.019

Exact Sig.
(1-sided)

.014

4.3.2 Number of patients involved
Table 28 describes the findings (p value) of multiple variables (variable 2), the same
as Table 26, but with a different constant variable being the number of patients
involved (variable 1). This relates to question 10 in the questionnaire “How many
patients have you involved in your healthcare projects in the last 12 months?”.
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Table 28 : Crosstabulation - Number Involved
Rationale – to check if:

Variable 1

Variable 2

N=

*p
value

Staff having a qualification (yes or no – not

Number

specific) has an association with the number of

involved

Qualifications

18

0.779

Methodologies

18

0.222

Experience

18

0.195

18

0.633

patients they involve
Staff using a methodology (yes or no - not

Number

specific) has an association to more patients

involved

being involved
Staff years of experience has an association with

Number

the number of patients they involved

involved

Staff in different health services are involving

Number

Health Service

more patients

involved

Provider

Male or female staff are involving more patients

Number

Gender

18

1.000

Age

18

0.738

Position title

18

0.035

Staff opinion

17

0.278

17

0.166

involved
Age of staff has an association with them

Number

involving more patients

involved

Staff position has an association with involving

Number

more patients

involved

Involving more patients is linked to the staff

Number

perception of the patients wanting to be involved

involved

Involving more patients is linked to organisations

Number

Polices or

having policies or protocols in place

involved

protocols

Involving more or less patients is linked to staff

Number

Not suitable

17

0.715

perceptions of some projects not being suitable to

involved

18

0.222

18

0.431

involve patients in
Staff who do not use any methodology has an

Number

No

association with them involving patients

involved

methodology

Staff who have other qualifications than those

Number

Other

listed has an association with them involving

involved

qualifications

patients
Note. *Fisher’s Exact Test: Exact Sig. (2 sided)
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4.3.2.1 Findings
As shown in Table 28, the only finding with a p value less than 0.05 was between
‘number involved’ and ‘position title’ (n=18; p= 0.035); suggesting an association
between the level of the employee in the organisation and the number of patients
that are involved in their projects. In this study, 70% of the Senior Project Officers
who responded involved 78% of the total number of patients involved in the range ‘15 patients involved in the last twelve months’, as shown in SPSS output tables
(Table 29).
Table 29 : SPSS Result Tables (Crosstabulation & Chi-Square)
Number involved and Position title crosstabulation
Number
involved

Count

1-5

Count
% within Number involved
% within Position title
% of Total
Count
% within Number involved
% within Position title
% of Total
Count
% within Number involved
% within Position title
% of Total
Count
% within Number involved
% within Position title
% of Total

6-10

Over 20

Total

Project
Coordinator

Project
Manager

0
0.0%
0.0%
0.0%
2
50.0%
100.0%
11.1%
0
0.0%
0.0%
0.0%
2
11.1%
100.0%
11.1%

2
22.2%
50.0%
11.1%
1
25.0%
25.0%
5.6%
1
20.0%
25.0%
5.6%
4
22.2%
100.0%
22.2%

Senior
Project
Officer
7
77.8%
70.0%
38.9%
0
0.0%
0.0%
0.0%
3
60.0%
30.0%
16.7%
10
55.6%
100.0%
55.6%

Other

Total

0
0.0%
0.0%
0.0%
1
25.0%
50.0%
5.6%
1
20.0%
50.0%
5.6%
2
11.1%
100.0%
11.1%

9
100.0%
50.0%
50.0%
4
100.0%
22.2%
22.2%
5
100.0%
27.8%
27.8%
18
100.0%
100.0%
100.0%

Chi-Square Tests
Tests

Value

df

Pearson Chi-Square
Likelihood Ratio
Fisher’s Exact Test
Linear-by-Linear Association
N of Valid Cases

12.115
14.011
10.363
b
.548
18

a

6
6

Asymptomatic
Significance
(2 – sided)
.059
.030

1

.459

Exact
Sig. (2sided)
.044
.037
.035
.503

Exact Sig.
(1-sided)

.264
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4.3.3 Qualifications and methodologies
Specific qualifications and methodologies used by project staff were crosstabulated
to analyse if certain qualifications that staff had or specific methodologies that staff
used had an impact on whether patients were involved.

4.3.3.1 Qualifications
In this study, there was no association found between qualifications and patient
involvement during crosstabulations (Table 30). However, on checking the individual
responses to the questionnaire, two project staff who stated that they had Six-Sigma
qualifications also stated that they had involved patients; suggesting that there may
be an association between Six-Sigma qualification and patient involvement.
Table 30 : Crosstabulation – Qualifications
Rationale – to check if:

Variable 1

Variable 2

n=

Qualifications

*p
value

Staff with DMAIC qualification involved patients

Involved
patients

DMAIC

27

0.136

Staff with PRINCE2 Foundation (PRINCE2F)
qualification involved patients

Involved
patients

PRINCE2F

27

0.658

Staff with PRINCE2 Practitioner (PRINCE2P)
qualification involved patients

Involved
patients

PRINCE2P

27

1.000

Staff with Fundamentals of Project Management
(FPM) qualification involved patients

Involved
patients

FPM

27

0.201

Staff with LEAN qualification involved patients

Involved
patients

LEAN

27

1.000

Note. *Fisher’s Exact Test: Exact Sig. (2 sided)

4.3.3.2 Methodologies
Table 31 details the findings (p value) of crosstabulations between various
methodologies (variable 2) and patient involvement (variable 1), which suggests an
association between staff using Six-Sigma methodology and patient involvement in
their projects (n=27; p=0.026).
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Table 31 : Crosstabulation – Methodologies
Rationale – to check if:

Variable
1

Variable 2
Methodologies

n=

*p
value

Staff who use CSR methodology involve patients

Involved
patients

CSR

27

0.087

Staff who use LEAN methodology involve patients

Involved
patients

LEAN

27

0.087

Staff who use Six-Sigma methodology involve
patients

Involved
patients

Six-Sigma

27

0.026

Staff who use PDSA methodology involve patients

Involved
patients

PDSA

27

0.666

Staff who use PRINCE2 methodology involve
patients

Involved
patients

PRINCE2

27

1.000

Staff who use PMBOK methodology involve patients

Involved
patients

PMBOK

27

1.000

Note. *Fisher’s Exact Test: Exact Sig. (2 sided)

As shown in the SPSS Output tables (Table 32),100% of staff who used Six-Sigma
methodology involved patients in their projects.
Table 32 : SPSS Results Tables (Crosstabulation & Chi-Square)
Involved patients and Six Sigma crosstabulation
Involved patients
Yes

Six Sigma Yes
9
47.4%
100.0%
33.3%
0
0.0%
0.0%
0.0%
9
33.3%
100.0%
33.3%

Count
% within involved patients
% within Six sigma
% of total
Count
% within involved patients
% within Six sigma
% of total
Count
% within involved patients
% within Six sigma
% of total

No

Total

Six Sigma No
10
52.6%
55.6%
37.0%
8
100.0%
44.4%
29.6%
18
66.7%
100.0%
66.7%

Total
19
100.0%
70.4%
70.4%
8
100.0%
29.6%
29.6%
27
100.0%
100.0%
100.0%

Chi-Square Tests
Tests

Value

df

Pearson Chi-Square
b
Continuity Correction
Likelihood Ratio
Fisher’s Exact Test
Linear-by-Linear Association
N of Valid Cases

5.684
3.752
8.085

a

1
1
1

Asymptomatic
Significance
(2 – sided)
.017
.053
.004

c

1

.019

5.474
27

Exact
Sig. (2sided)
.026

Exact Sig.
(1-sided)

.026
.026
.026

.020
.020
.020

.020
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4.3.4 Summation
The crosstabulation exercise has resulted in finding three positive associations of
patient involvement and the number of patients involved with position title, and SixSigma methodology as summarised in Table 33.

Table 33 : Crosstabulations - Summation of Findings
Variable 1

Variable 2

N=

*p value

Involved patients

Position title

27

p=0.046

Number involved

Position title

18

p=0.035

Involved patients

Six-Sigma

27

p=0.026

Methodology

Note. *Fisher’s Exact Test: Exact Sig. (2 sided)

Senior Project Officers were involving patients in their projects, mostly between 1-5
patients. Only two respondents stated that they had Six-Sigma qualifications (7%);
respondent #15, a Senior Project Officer, and respondent # 30, a Manager. Both
respondents stated that they use Six-Sigma methodology, and both indicated that
they had involved patients in their projects. Of the nine respondents who stated that
they use Six-Sigma methodology five were Senior Project Officers, three were
Project Managers and one was a Manager. Therefore, nine staff were using this
methodology with only two of them being qualified. Although in this study there were
a small number of Six-Sigma qualified staff, there was an association found between
Six-Sigma qualification and patient involvement (100%), as well as the use of SixSigma methodology, with or without a qualification, (n=27; p=0.026 as per Table 33).

The purpose of Phase 1 was to gather staff perspectives on patient involvement in
healthcare projects in the form of quantitative data and this section has described the
findings from the questionnaire. The qualitative findings from the focus group in
Phase 2 are described in the next section (4.4).
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4.4 Phase 2 Qualitative phase
Phase 2 is the qualitative phase of the study which involved conducting a semistructured focus group. Four project staff attended the focus group out of the six
project staff who agreed to participate. Participants were all female, under 40 years
of age, worked in different hospitals in SMHS and were employed at different
seniority levels ; 1 was a Project Manager (PM); 2 were Senior Project Officers
(SPOs); and 1 was a Project Officer (PO).This information was verbally provided as
an introduction at the start of the focus group meeting. Two members of the group
disclosed that they had included patients in their projects ‘frequently’; one member
had involved a patient ‘recently’ and one member had no experience with patient
involvement. This meant that we had a small group of varying experience and one
person who was raising perceptions or ideas about the topic. The focus group
discussions were audio taped, transcribed and imported into NVivo for thematic
analysis.

4.4.1 Focus group questions
As discussed in methodology sections (section 3.5.7) and (section 3.6.3), the
questions for the focus group were generated from conducting a mapping exercise to
analyse any gaps or areas for further discussion from the questionnaire responses.
This mapping exercise raised gaps in knowledge regarding the impact to the project
timeline, measuring the impact of patient involvement and the level of patient
involvement required. Five questions were constructed for further discussion at the
focus group, which were approved by the supervisors (Table 34).
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Table 34 : Focus Group Questions
Type of question:
Introductory

Transition

Focus

Question:
Q1. What are your thoughts about involving patients in these
projects?
Q2. Why would involving patients in your project impact on your
project timeline?
Q3. How can we evaluate the impact that patient involvement has
on our projects?

Summarising

Q4. How can we assess the level of patient involvement required in
each project?

Concluding

Q5. Is there anything else that anyone feels we should have talked
about today but didn’t?

4.4.2 Focus Group results
As detailed earlier (section 3.6.6), the transcript of the focus group audio recording
was imported into the NVivo software package (version 12) for thematic analysis.
There were five major themes (or nodes) found during thematic analysis, containing
fourteen sub-themes (Figure 8), which are discussed in the next sections.
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Figure 8. NVivo final themes – nodes and sub-nodes

4.4.3 Benefits
The benefits of patient involvement were determined as a major node, as positive
benefits of patient involvement were greatly considered by project staff. This node
was divided into three sub–nodes: Benefits to the project; Benefits to the staff and
benefits to the patient.

4.4.3.1 Benefits to the project
The group defined how consumer feedback helped drive their projects and was
either aligned with the project team goals or totally changed the direction of the
project.
“the feedback that we received for the last project from the consumers really helped us drive our
outcomes in the way that we wanted to proceed with the project”.
“it changed the direction”.
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The group discussed how patients knew the current standard of care and how the
change would affect future patients, adding great insight to assist with the success
and sustainability of the project. Patient stories generated new data and were
powerful change agents in projects, as staff described how the stories highlight the
deficiencies in service from the patients’ point of view. The patient stories
encouraged and empowered staff to have a cause for change and engaged more
with the project. The group described how patients could assist with benefits
realisation to articulate and understand how the project will improve their care or
service. Project staff also stated that patients could assist with setting realistic and
achievable goals for the project.

During the project scoping stage, project staff described how the Project Manager
could advise executive that the project was likely to take three months longer to
allow enough time for true patient involvement. Project staff stated how project
scoping needs some thought as to how the patient involvement can be a mutually
beneficial environment for staff and patients. Project staff supported that it would be
possible to involve a patient during the scoping stage, or once the draft scoping had
been completed, to assess exactly where patient involvement is required.
“they could help you scope out parts of your project”.

The group explored how patient perspectives can be gained via surveys, collecting
data, providing opinions, representing other patients and by demonstrating support
for the project. There was group agreement of how much patients can add to
projects in a voluntary capacity.
“we’ve got a representative, they are giving us so much”.

4.4.3.2 Benefits to the staff
Project staff described how they have witnessed conversations with patients having
a powerful impact on other healthcare staff, which can ultimately change their
behaviour and drive their passion to improve their services.
“conversations with patients can have hugely powerful impacts on staff”.

Project staff described how project teams may behave in a more professional
manner and may act on their best behaviour if patients are attending the meetings.
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Staff in general may be more guarded about what they say and how they are
presenting themselves to the public.

4.4.3.3 Benefits to the patient
Project staff explored their feelings that the organisation can overlook the patient
perspective if they are not involved in healthcare projects, and how project staff and
project teams can just assume what is required.
“we need that perspective because sometimes organisations lose sight of that and that’s what we’re
here for”.

4.4.4 Barriers
Barriers to patient involvement was found to be the largest node in the data set with
the most associated sub-nodes. The group described in detail their frustrations and
the barriers they faced when involving patients in projects, at multiple points during
the focus group. They discussed their perspectives of the barriers that they face in
terms of: Barriers related to the project; Barriers related to the staff; Barriers related
to the patient and Barriers related to the organisation.

4.4.4.1 Barriers related to the project
All members of the group agreed that a decision-making framework would be useful
when working with patients in a project environment, as this is usually at the
discretion of managers or the project team. There is currently no guidance for project
staff, and this was seen as a barrier caused by an absence of protocol or policy.

Project staff advised that project meetings are generally pre- scheduled every
fortnight, and they were concerned that patients might not attend every meeting. The
group also considered how patients may not be used to meeting etiquette or have
any experience in meetings or how to communicate effectively in a meeting and
would therefore need training.
“training cos you may need to spend some time educating your patient or public reps on how they
work, you know how you see the meetings working”.

One staff member advised how their current working groups have no patient or CAC
representative as the project team deemed it not appropriate at this stage.
“I guess that we don’t really feel that CAC involvement or consumer at that point is totally
appropriate”.
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Representation of the patient cohort was discussed as being difficult for project staff
and project teams to understand.
“it’s difficult because you could have one person being the representative but are they a true
representation of your cohort or who you wanna impact or you might have got someone who
volunteered for this and cos their keen”.

The group members agreed that involving patients negatively impacts on the project
timeline, is often not planned for at the start of a project and that Project Managers
really need to build patient involvement into their project timeline.
“I think because sometimes it is so difficult and does extend the timeline it’s not just something that’s
always in the forethought of our mind like at the start because it really can be a game changer”.

Sometimes, project staff can wait over three months for ethics and governance
approvals before they can speak with patients; so, the project teams often make a
conscious decision to not include patients in their projects, as they do not have the
luxury of lead in time. Some of the projects only have three months to start and finish
and therefore cannot afford to wait for these approvals. So, quick access to patients
is an organisational barrier.
“I do sometimes think it impacts negatively on your project timeline and I guess that’s due to the fact
that sometimes approvals and ethics and all of those kinds of structures that are put in place to
ensure that there’s protection from both sides is lengthy, it’s really time consuming, it involves a lot of
paperwork especially for inpatients, so I guess for outpatients you are probably able to access
patients a little easier”.

The group explored other administrative factors that hamper time such as patients
who don’t have an email address or don’t check their emails, so a phone call or letter
is required. The time taken by project staff to organise volunteer transport or taxi
vouchers is lengthy and frustrating. Patients can also be ill, or relapse in condition
which must be respected, therefore they cannot always attend meetings. All these
factors delay the timeline which is often quite tight and restrictive.
“we have consumers and they may not be active with the service at the time that they’re engaged in
the project, but there is a significant potential for their wellness to fluctuate, for them to be exposed to
triggers in meetings and discussions, and that all has to be managed as well, which can take up
project time”.

Group members expressed frustration that they have to allocate time to educate the
patient about the project and the progress to date.
“because the organisational staff might have a lot of pre-existing knowledge about the project and the
concepts, but your consumer reps might not”.
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4.4.4.2 Barriers related to the staff
The group considered the importance of ensuring that clinical or administrative staff
are aware of any changes occurring in their area and that their opinions are
acknowledged, as they will be the people expected to implement the change.
Change management especially involving staff and project team members was
noted to be difficult at times.

Project staff reported a level of anxiety and fear pertaining to the involvement of
patients in their projects and seemed to take on this huge burden of risk on behalf of
the organisation. The group stated the words “fear” or “worry” several times and that
they had “quite a real fear” about involving patients.
“that does bring an element of fear because you want our patients to be involved but the general
public don’t understand the complexity of a health organisation, they just see it from their
perspective”.

Some group members had never involved a patient or never invited them to a
working group meeting, and this would be a huge cultural shift for staff and the
organisations to work through. Staff were worried about ‘airing their dirty laundry’ in
public if non-health staff were present and worried about leaks to the media.
“you don’t wanna look like you’re not doing a good job”.

Involving patients was viewed as difficult to accomplish and hard to evaluate by the
group. The organisational system and structure did not support the staff with training,
recruitment and management of patients. There were no tools in place to evaluate
the benefit of involving patients. Project staff were not quite ready to involve patients
yet stating they had “a long way to go” before this could happen and that they were
worried about disclosing health business to patients.
“there’s always gonna be that fear that if you have an open discussion about something that may
have not been done that well or appropriately or by mistake that you know that will come back to
haunt you’.

4.4.4.3 Barriers related to the patient
Group members expressed difficulty with standardisation and comparison in that
often the patients in their projects were not constant i.e. they attend the Emergency
Department, Emergency Theatre or Outpatient clinic once but do not return for the
same condition or service, making follow up and pre-and post-change comparisons
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impossible. Staff felt that a barrier was when they cannot ask a patient if the service
had improved, because they may have only used the service prior to the
improvement or post the improvement.
“one issue with that is that we can’t take those results and then re-do the survey again at the end to
see whether we’ve made any improvements”.

The group discussed how follow up in the community can be particularly
troublesome and time consuming for project staff, when they are required to contact
patients once they are no longer on hospital grounds. The group identified that
people often change addresses, phone numbers and emails without updating their
details at the hospital, which inhibits follow up. The group discussed that if the
project involves current patients who are receiving treatment, appropriate times for
access to them would also need to be considered. Concerns were raised that project
staff cannot access patients in real time in the wards and departments and that the
patient’s memory of events may be altered when surveyed too long afterwards.

Group members expressed concern that there can also be small cohorts of patients
in highly specialised areas, which seems to be a barrier of population sampling. They
were concerned that sometimes it is only one person’s opinion at a set point in time;
therefore, questioning validity. The issue of specialist care areas such as mental
health was raised as a concern due to the nature of the patient’s illness and stability,
and all group members felt that this area of patient involvement needs much
improvement.

The decision regarding involvement of an actual patient or a consumer
representative is important to get right, and the level of involvement required is also
crucial. The difference between a patient and a consumer being involved was also
highlighted as an issue for project staff, as sometimes a patient who has lived
experience of a system or process that is being improved or changed is vital.
“the differential between the patient and the consumer I think is really important as well”.

The group perceived that there was a long journey ahead of organisations before
they are meaningfully involving actual patients in healthcare projects, as they
discussed tokenism and use of consumer groups rather than patients. In this
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example, ‘on the floor’ was clarified with the group as meaning actual patients who
are in the wards, departments or clinics, rather than consumer representatives.
“I still think we have got a long way to go involving patients that are actually on the floor”.

4.4.4.4 Barriers related to the organisation
The group described how they need to try to balance the patient input with the
expectations and drivers of the project, or the organisation, which can cause
difficulties. One staff member described how in one of the projects patients
supported the project in the short term but became disengaged and did not support
in the long term. The group agreed that patient involvement should not be an
afterthought or add on to bolster the project and should not be implemented just to
‘tick a box’. Clear decision making is required and important, as it may not be
appropriate to involve patients in all situations. Project staff described how patients
may not understand the concepts or that they may see things very differently to staff.
The group agreed that organisations need to set the expectations at the very
beginning which often they don’t do well and there needs to be a mutual
understanding between the organisation and the patient.
“I think an organisation also has to manage its interface with the community effectively and they know
a lot of things that the consumers don’t necessarily know”.

The group were nervous about involving patients in decision making or voting as this
has not been done historically and stated that the project team would probably need
an overarching project scope first. They examined how there would need to be some
protective mechanisms in place if patients were involved in decisions during
meetings due to liability, governance, and accountability as they “sit outside of the
organisational structure”. They considered how meetings may be more transparent
with patients in attendance, however the usual decision makers may feel uneasy and
this may impact the kind of conversation that transpires.
“there’s no reason why not … you’d have to be very … careful”.

The group had a firm belief that patients would probably not be involved for projects
emanating from the Chief Executive’s office, as these would be very corporate in
nature. This was agreed and acknowledged by all group members, suggesting that
the patients wouldn’t understand or have anything useful to contribute in these
situations. Almost as if this would be too high level for the patients.
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The group agreed that patient involvement would not be supported in projects with
associated political risk for the organisation or those that are ‘contentious’. Project
staff stated high levels of anxiety about the organisations reputation and image,
media impact, legal issues, and complaints if patients are directly involved.
“an anxiety about the organisations reputation and image if you’re involving patients”.

One staff member described that it may not be appropriate at certain points in a
project to involve patients, especially when there are contentious issues or things
going wrong. The staff may be hesitant due to organisational risk concerns and the
potential perceived affect that this disclosure could have on staff morale in general.
“you don’t always want it to be bad news stories cos you know that’s not good for your staff morale”.

The group described instances of low staff support for healthcare projects as they
are not a clinical priority, and a general lack of resources from the organisation to
assist with involving patients. Therefore, resourcing for projects needs to be carefully
planned for.
“lots of people end up throwing their hands up and going it’s too hard, it’s too hard”.

One staff member recounted her experiences with managing claims for patient
travel, which was extraordinarily time consuming and laborious with inefficient
processes between the hospital site and the Health Support Services (HSS) who
process the payments.
“consumer reps who were reimbursed for their time and so there were time sheets that had to be kept
and logged and you can just imagine all the communications back and forward with the managers
who had to sign these off and then HSS”.

The group defined their frustrations with balancing the wealth of ideas received from
patients versus the finances and technology available within WA Health to implement
these ideas.
“they can’t understand why there isn’t an app for this or why there isn’t a touch screen for that”.

The group stated how difficult it is to balance patient’s technological ideas with
outdated infrastructure and lack of budget and how so often old solutions are reimplemented, which diminishes the patient input and causes frustration for all
concerned. This often stifles innovation and true patient involvement.
“patients understand that yes we do put forward solutions but in the fiscal environment there could be
some constraints but having some sort of way of not discouraging those opinions”.
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4.4.5 Consumers
Consumer involvement in the form of the different hospitals Consumer Advisory
Committees (CAC’s) was discussed by project staff in terms of the involvement of
the CAC; consumer input versus actual patient involvement and consumers
attending meetings.

4.4.5.1 CAC involvement
The group explored how the CAC members provide valuable support to healthcare
projects and how they can use their experience and knowledge as a consumer to
relate more to the patients. The CAC members may sometimes have been a patient
in the hospital recently and can therefore use their experience to the advantage of
the project.
“we actually had a member of the consumer advisory committee actually ask patient questions, so
they were able to get a bit more out of them from their own perspective and their own experience”.

The group discussed how CAC members may not have been a patient recently, but
how in general CAC’s try to recruit a broad range of consumers with different
backgrounds and healthcare experiences.
“I do feel as though we are in a place that we can and should be tapping into that expertise they do try
and recruit to have people that have got expertise in the different areas of the hospital so not all just
have a knowledge of outpatients”.

One staff member advised how the organisation has involved the CAC a lot more
over the last few years and that they are now committee members on various
committees in the hospital, including at executive level; but it is a big impost on their
time as they are all volunteers. Involving the CAC is becoming more the norm in the
organisation and less difficult for staff to access a consumer representative.
“we’ve come a long way over the last couple of years so I’m feeling less uneasy about involving from
that perspective”.

However, inviting a CAC representative to be on the working group just to ‘tick a box’
was discussed as an easy way out for Project Managers in the future.
“I also think there’s a risk that people go oh its ok we involved the consumer cos we had a CAC
representative, but they just came and sat there, they weren’t encouraged to participate, or they didn’t
feel comfortable to participate but we’ve ticked the box that we had a consumer representative”.
“on paper we’ve got two representatives coming to our monthly implementation group meetings”.
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Sometimes, even with the best intention and planning, the group advised that the
consumers are still not involved.
“we started our workshops without a CAC member, although we’ve got it in our terms of reference, as
that is something that we want to include”.

4.4.5.2 Consumer or patient involvement
The group considered how CAC members may have been patients recently but not
necessarily in the specialty that the project is being conducted in. The CAC members
can often advise who the best person for the project would be, as they do recruit
people from various backgrounds with varied healthcare experiences. The group
agreed that Project Managers need to decide if they want a person who has been an
actual patient in the specialty concerned or a consumer representative for the patient
group from the CAC.
“we’ve recently done a drive for CAC members, so I’ll need to follow that up to see whether there is
somebody that is the most appropriate member to be on there or if we need to involve the patient …”.

4.4.5.3 Consumers attending meetings
The group commented how for multi-site projects, the project teams ensure they
have CAC members from the different hospitals and communities to provide good
consumer representation of the different populations in SMHS. However, they
expressed concern that the CAC members attend on their own time and terms and
are not always available.
“they may not be able to make certain working group meetings and so you sometimes may have to
work around when they’re available; they are not always there like we are”.

One staff member expressed a future intent to have a CAC member on a working
group.
“we will plan on having a consumer advisory committee member on the working group”.

4.4.6. Patients
4.4.6.1 Patient involvement
Patient involvement in projects was stated as being extremely important and critical
by all group members.
“we all agree consumer participation engagement is so important and critical”
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The group also discussed the importance of involving future patients i.e. consumers
in their projects.
“I think it’s important to capture both current patients but also the consumers that could become
patients”.

The group commented how they need patients to be involved in projects to ensure
that the organisation can deliver care appropriately and this needs to be factored in
to the project scoping phase. They also discussed how project staff need to think
outside the box and ensure that the patients get something out of their involvement.
Group members agreed that it is common-sense to involve actual patients to gain
their perspectives.
“it would make sense that you involve people actually using that particular service”.

The group defined how patients should be involved in projects which would add
benefit, especially for longer term projects.
“I definitely see where a patient being involved would have been of benefit”.

It was agreed that a patient can represent other patients, however the group also
highlighted the importance of caring for the welfare of the patient being involved.
The group explored how an improved patient perspective provides context to the
project team rather than staff making assumptions about how patients would feel.
“I think it would actually be of benefit to have a patient or some sort of interface with the patients to
say how would you feel if you had 5 blood tests versus 10 blood tests”.

One member stated that organisations want patient involvement as that is the key
interface of their business: how will it work for the patient; what education do they
need; how will this drive their care into the future? They discussed how they used to
be able to sit on a patient’s bed and freely ask them questions which they are unable
to do now.
“A face to face current perspective would be ideal”.

The group stated how they need to gain more insight into their patients’ perspectives
so that they understand more and can build better processes or services according
to their needs.
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4.4.6.2 Patient power
The group explored how pre-and post-implementation patient stories are useful to
articulate the change from a patient perspective and change the mindset of staff.
“the patients’ stories are very powerful”.

One staff member described how patients and consumers can be very powerful
advocates to make decisions about their care or services provided, and how each
person brings something different to the project.
“each party brings something slightly different to the table you know, consumers know lots about
what’s happening out there in the real world, they know about services, they can feedback on the
experiences and the quality of care as they see it, they can feedback on your comms materials, it’s so
powerful in so many ways”.

4.4.7 Evaluation
4.4.7.1 Evaluation of patient involvement
All members of the group struggled to articulate how they would evaluate the patient
involvement component of the project, especially if only one patient was involved.
“I can’t off the top of my head think”,

and
“how do you do it?”.

They expressed that evaluation of patient involvement could be loosely tied to
implementation and project success, or improved Safety and Quality key
performance indicator results. However, the group found it difficult to distinguish and
separate how much of this can be attributed to project management, change
management, and staff input versus the patient involvement component in isolation.
“I think it depends on what kind of activities the patients are contributing to also impacts how you
evaluate that”

One staff member stated that re-interview of patients after changes have been
implemented may provide some evaluation points. Another idea raised was a
retrospective audit of projects or Quality Improvement activities, which may provide
some evaluation answers and also gaining some staff experiences of patient
involvement to provide data. There seemed to be a genuine intent to evaluate the
patient involvement component, but with no set structure in place in the organisation.
“I definitely feel like we do try and evaluate the impact I just don’t know how well we do it”.
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4.4.7.2 Evaluation of patient perspectives
The group discussed how voice of the patient surveys and six monthly follow up
surveys were the main ways to evaluate patient perspectives of their involvement.
“I think one way to evaluate is that your gonna have to follow up, you would have to take all their
details and say that we will follow up post this project in six months’ time or whatever to gather your
feedback”.

Some members discussed an intent to conduct future voice of the patient surveys by
visiting the waiting rooms to ask patients pre-determined questions. The project staff
would know survey dates in advance so would ensure this is planned well and has a
governance structure and set ground rules.
“establishing those ground rules from the beginning”.

The group explored how they can use alternative methods of gathering patient
perspectives rather than by directly asking patients; using the Governance,
Evidence, Knowledge, Outcomes (GEKO) database for QI projects and the Clinical
Incident Monitoring System (CIMS) reports, as well as patient complaints history.
“through our GEKO and our CIMS and our patient complaints”.

4.4.8 Summary
Many of the issues raised correlates with evidence found in the literature such as
tokenistic behaviour, increased time factor and lack of resourcing. However, staff
were generally positive about involving patients in their projects and could articulate
the potential benefits of this approach.

The word count in NVivo demonstrated that the most frequently used word was
‘think’ at seventy-seven counts (Figure 12). Thus, recognising that the focus group
had successfully captured staff thoughts and perspectives which was the purpose
and intent of the focus group meeting.
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Figure 9. NVivo word cloud

The purpose of Phase 2 was to analyse the qualitative data from the focus group
discussions. The next section discusses the results of Phase 3 which is the final data
synthesis phase.

4.5 Phase 3 Data Synthesis phase
The quantitative and qualitative data sets were further reviewed and compared to
test for synergies and analyse comparisons or deviations. The researcher reflected
on the findings from the questionnaire responses and the focus group discussions as
described in the following section.

4.5.1 Demographics
The questionnaire offered more demographic data than was the intent of the focus
group; however, all staff who attended the focus group were female which correlates
with the higher percentage of female staff who responded to the questionnaire, and
the predominant gender employed in health (Workplace Gender Equality Agency,
2016; World Health Organization, 2008). There was a range of positions of staff who
answered the questionnaire and those that attended the focus group, providing
varied perspectives from differing job roles and hierarchical status.
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4.5.2 Synergies
The results from the questionnaire and the focus group support the guiding
hypothesis that patients were not being involved in all healthcare projects for a
variety of reasons. During the questionnaire, 70% of respondents reported that they
had involved patients in a project during their career, although some respondents
referred to consumers rather than patients; one member of the focus group stated
that they had never involved a patient in their projects; two other focus group
members had minimally involved patients, as most of their involvement was with
CAC members rather than actual patients.

The main positive synergies found between the questionnaire responses and the
focus group discussions were an agreement that patients do add value to healthcare
projects, that it is important to involve them, that their insights and perspectives were
invaluable, and that patient representativeness requires consideration. Results from
both phases concluded that surveys were the main method of gaining patient input
and that the involvement of the CAC was commonplace. Both phases identified that
patient involvement can and should be measured, but no measurement tools were
available in the organisations.

Interestingly, the focus group participants did not naturally discuss whether the
patients want to be involved in healthcare projects, which was a distinct question in
the questionnaire. This may have been because the intent of the focus group was
based on staff perspectives only; rather than they did not appreciate or consider this
issue.

4.5.3 Barriers
The main barrier identified during both phases was the impact of patient involvement
on staff time. However, the focus group members were more definite that patient
involvement also impacted the project timeline whereas the questionnaire responses
mostly disagreed with this. There was also a difference in the clarity of purpose of
patients being involved in projects, as the focus group respondents did not think the
purpose was clear; whereas, the questionnaire responses mostly did.
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In the questionnaire, increased project costs were not seen as a barrier, but the
focus group members discussed how administration of these costs were a significant
processing barrier which affected their time.

Both phases identified that patient recruitment was problematic and that staff training
was required. Although both phases identified that patient involvement had the
potential to be measured, the focus group had difficulty in articulating how this could
be measured. There was a noted absence of evaluation tools in any organisation
and staff confusion about the existence of any guiding organisational policies or
protocols regarding patient involvement.

4.6 Summary
During data synthesis, findings can converge or complement each other or be found
as divergent or contradictory to each other, as described by Heale & Forbes (2013).
The findings from the questionnaire and the focus group mostly converged; some
contradictory findings were noted by the researcher in the barriers (or challenges)
section.

Project staff perceived that patients can add value to healthcare projects; although,
they were not involving them in all projects and there is no guiding framework for
practice. Staff position, qualifications and choice of improvement methodology
positively impacted patient involvement. Staff described the opportunities and
barriers that they perceived and although they were confident to involve patients,
they lacked the skills and training required; a very small number of staff in the
qualitative phase described a level of fear and anxiety about involving patients on
behalf of their organisation. The executives in the organisation may not be aware
that this lack of training and anxiety existed for project staff, which may be able to be
reduced in future through discussion, training and associated policy development.

Project staff described a genuine intent to measure and evaluate patient involvement
in their projects but did not have an evaluation tool or reporting mechanism to enable
this. This may be an issue within the culture of the organisations if patient
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involvement is seen purely as a tick-box exercise, not something to be measured,
monitored and reported on.

The findings from the three phases within this study have been described in this
chapter. The next chapter (5) will discuss the findings further, relating them back to
the research questions and current research evidence where relevant, and
discussing any limitations within this study.
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CHAPTER 5: DISCUSSION
5.1 Introduction
Although this study involved a small sample size of project staff, it was shown to be
representative of the population of project staff in WA Health. The discussions,
conclusions and recommendations may be applicable to project staff working in
public healthcare facilities in WA, as the contexts are all similar; however, they may
be equally applicable to general project management in the private or not-for-profit
healthcare sectors and indeed non-health entities.

The purpose of this study was to gather project staff perspectives around involving
patients in their projects. The researcher had a guiding hypothesis that patients were
not being involved in all projects for a variety of reasons, which has been supported
by the data; only 70% (19) project staff stated that they had ever involved a patient in
their projects. Since there is an expectation that patients are involved in healthcare
projects, this figure was expected to be higher. However, the questionnaire did not
specify the proportion of projects that the project staff were managing which included
patient involvement, to provide a sense of the scale of projects with patient
involvement e.g. if project staff were managing fifty projects but only five of these
had patients involved.

On review of the comments from the questionnaire and the focus group, project staff
were regarding the consumers (CAC members) as patients, rather than actual
patients who had received care in the area that the project was involved with. The
Participant Information Sheet (Appx 5) articulated the difference between definitions
of consumers and patients for this study, however, as documented in section 4.2.5.7,
one staff member interpreted their own definition during the questionnaire:
CAC (which does include some previous patients of the health service, therefore meets the definition
for this research).

Unless the individual CAC member had recently been a patient and this was known,
rather than assumed, this does not meet the definition for this study. This may
indicate that other respondents may not have complied with the definition and that
the number of actual patients involved were less than reported.
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The CAC is comprised of multiple consumers, therefore, the CAC member assigned
to the project may not have had the relevant lived experience (Manafo et al., 2018)
of being a patient in the ward or department that the project was involved with.
Fereday (2016) describes how patients are essentially experts by experience;
experience which a consumer may or may not have. There was also a high reliance
noted on the CAC as a technique to gain a patient perspective during the
questionnaire and the focus group. The purpose of this discussion is not to denigrate
the involvement of the CAC members as they are extremely important to ensure the
consumer voice is heard and valued by health service providers (Department of
Health, 2018a). The focus group members discussed how important it was that
project staff do not use the CAC to ‘tick a box’ and as an easy way out to state that
they have involved consumers, and therefore not have to think about involving an
actual patient.

The focus group members discussed how difficult it was to approach and recruit
patients, which was also evident from the questionnaire responses. Organisations
may need to review their structures and processes, as staff are reporting that the
organisations are committed to patient involvement, yet there are difficulties with
both patient access and patient recruitment.

The study identified age and gender issues within the project management
workforce. Most respondents to the questionnaire and the focus group were female,
which reflects the researchers work experience and the known female majority in the
health professional workforce (Segal & Bolton, 2009). Additionally, most respondents
were of mature age (over 40 years) which also reflects the researchers work
experience of a maturing project workforce. Whilst from an organisational
perspective this is positive, as it has been suggested that a mature workforce may
have more skills, experience and potentially efficiency (Segal & Bolton, 2009), this
may be a succession planning consideration that organisations will need to address
in the near future.

Project staff can have multiple qualifications and use multiple project management or
improvement methodologies to manage their projects. However, there were low
levels of qualifications noted and low numbers of staff qualified in improvement
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methodologies such as DMAIC, LEAN and Six-Sigma. Project staff are using many
of the project management or improvement methodologies but without the specific
training or required qualifications, suggesting a level of experiential learning. With the
absence of an evaluation tool in any organisation, it is impossible to review if these
methodologies were implemented appropriately and successfully, with a positive
impact gained by involving patients. Organisations may consider reviewing job
descriptions of project staff to stipulate certain skills or qualifications required in
project management or improvement methodologies. Organisations may also
consider reviewing their preferred project management or improvement
methodologies to ensure that they meet organisational standards and requirements
and are inclusive of patient involvement.

The questions in the questionnaire stated the main range of project and
improvement methodologies that are frequently used in healthcare. PRINCE2® was
the preferred project management methodology for WA Health, yet not all project
staff were using this approach in their projects. Low numbers were using the PDSA
methodology, although SMHS developed the first WA local Chapter of the American
based Institute for Healthcare Improvement, which specifically utilises PDSA to
manage its QI projects (2018). As most staff were employed in SMHS, this number
would have been expected to be higher.

The following sections will discuss findings in relation to the research questions, staff
perspectives, comparisons within the literature and the study limitations.

5.1.1 Research questions
The questionnaire and focus group responses have provided answers to the
research questions as detailed in the following sub-sections.

Are project staff involving patients in WA public healthcare projects, and if so, in what
ways and what types of projects?

The questionnaire responses demonstrated that project staff involved patients in
healthcare projects of short duration, but not in all projects nor all types of projects.
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Patients are mostly recruited via staff and patient self–nomination with surveys being
the most common form of involvement. High level involvement in committees and
working groups or as decision-makers was not evident. Project staff involved
patients in the more clinically based projects rather than infrastructure or Information
Technology type projects.

The focus group discussions highlighted that project staff were willing to involve
patients in their projects although one staff member had never involved a patient
before; however, there was a heavy reliance noted on consumers from the CAC
rather than involving actual patients.

What opportunities or challenges have project staff encountered when involving
patients in public healthcare projects?

Staff described numerous opportunities (benefits) and challenges (barriers) of
involving patients in their healthcare projects. The questionnaire responses suggest
that the best outcome from involving patients is the insight gained into patient
perspectives and needs but also that involvement can lead to increased
communication and engagement with the patient population and improved services
that address patients’ needs or requirements. The focus group discussions also
highlighted that gaining the patient perspective was an important opportunity but also
discussed the potential benefits to the project in terms of improved project scoping,
project outcomes, and positively impacting on staff behaviour, which was less valued
in the questionnaire responses.

The largest challenge noted in both the questionnaire responses and the focus group
discussions was the impact on staff time to manage the patient involvement. Both
groups also highlighted difficulties with patient recruitment and staff training. Further
discussions between the focus group members highlighted barriers with using
different patients, setting expectations, decision making, staff anxiety, organisational
risks, and resourcing.

Are WA Health project staff receiving specific training in how to involve patients in
public healthcare projects and do staff feel confident to involve the patients?
103

WA Health project staff were not receiving specific training in how to involve patients
in public healthcare projects, according to the questionnaire and focus group
responses. Although, during the questionnaire, most staff stated that they were
confident to involve patients in their projects, the small number of focus group
members articulated a level of fear and anxiety with using this approach. During the
focus group, staff also discussed the need for patient training in this area.

How do project staff measure the value of patient involvement in public healthcare
projects?

Project staff were not measuring the value of patient involvement in public healthcare
projects, due to a lack of a defined tool, framework or associated guidelines in any of
their organisations. The questionnaire responses indicated that staff perceive this
involvement can be measured and there was a genuine intent to measure and
evaluate the impact of patient involvement during the focus group discussions;
although, staff struggled to articulate how this could be achieved.

5.2 Project staff perspectives
The findings from the quantitative and the qualitative phase demonstrate that overall
involving patients in healthcare projects was perceived as positive by project staff.
The project staff acknowledged that it was important and critical to involve patients,
that it was deemed best practice, that patients did add value and that organisations
needed the perspectives of their patients. The focus group members used positive
and respectful language in terms of patient involvement such as: “they helped us;
they can help you scope; patients have powerful impacts on staff; and the patients
give us so much”. There was clearly an appreciation for the current level of patient
involvement and the potential leverage that application of this approach can provide
in future for staff and patients. Most of the project staff stated that patients want to be
involved in healthcare projects; this is a positive finding as project staff may be more
inclined to invite patients to join the project if they have a belief that the patient would
wish to do so.
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There were several challenges raised, which were mostly about staff perspectives,
organisational culture and lack of organisational processes, rather than issues
related to patients. This is a key finding which suggests that the difficulties with
involving patients in projects is within the control and influence of staff and
organisations, and therefore potential solutions may be implemented to reduce,
mitigate or resolve the barriers. In the context of this study, patient related issues
were not being reported because they either do not exist or they were maybe not as
high a priority as other concerns. Staniszewska et al. (2011), discussed how
reporting on patient involvement activities is often positively rather than negatively
portrayed for fear of disengaging patients; however, in this study, patients were
seemingly not the main root cause of the problems.

Project staff perceived that involving a patient in their projects will increase demands
on their time and impact the overall project timeline, which was also evident in the
research literature (Brett et al., 2014; Fairbrother et al., 2013; Garfield et al., 2015;
Manafo et al., 2018; McKenzie et al., 2016; NHMRC, 2016; Norman, 2012;
Robinson, 2014; Van Duijn et al., 2013). However, the focus group members
discussed in a considered way that if a patient was to be involved, project teams
should add extra time during project scoping to allow for this, so that it wouldn’t be a
barrier and the executive sponsor would be aware of the reason for an extended
project timeline upfront. The executive sponsor was often the accountable person
who approved the deadlines and timelines for the project and provided support and
direction to the project team; so, it is key that they are aware of any potential
disruptions or challenges and the reasons behind decisions made during project
scoping.

Although project staff stated that their organisations were committed to patient
involvement, they were unsure if there were any associated policies and protocols. If
organisations did have policies and protocols, the project staff should have been
aware of their existence and their content, as they would be required to comply with
them. Project staff did not provide any information during the questionnaire regarding
new or innovative practices for patient recruitment and incentives. This is an area
worthy of attention in organisations to maximise their patient recruitment process.
The researcher concluded from the questionnaire and focus group discussions that
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organisations must have robust processes to support and enable staff to be
innovative and uphold the organisations values; otherwise, there may be a
disconnect between the organisational commitment to patient involvement and the
application of this approach.

From the questionnaire responses, most staff advised that patients with impaired
cognition, aggressive behaviour or those patients with an active or unresolved formal
complaint should be excluded from participating in projects. Several project staff
provided additional comments stating that aggressive patients pose a safety issue
and that patients who have complained may bias the project, or their complaint may
be unrelated and therefore not interfere with the project. However, dealing with
patients who are difficult may be overwhelming for project staff, or they may think it
will affect their project team timeline or outcome. Interestingly, the focus group
members stated that they used the generic patient complaints information as one
source of patient input to inform their projects.

The focus group members discussed several barriers with patient involvement due to
fear, anxiety, risk, frustration and bureaucracy. Mistakenly, all members of the focus
group believed that any direct consultation with patients would require formal ethics
committee approval which would delay the project further. In most organisations in
WA Health, the executive sponsor can provide approval for project staff to speak
directly with patients, if the project is not classified as a research project.

5.3 Comparison of findings with the literature
The evidence related directly to healthcare project management is scarce in the
available literature; therefore, comparisons had to be made with evidence found in
research projects rather than healthcare projects specifically. This section has been
divided into three emerging themes arising from comparison of the literature with the
findings: impact on staff; impact on the project; and impacts on the organisation.

5.3.1 Impact on staff
There have been limited studies describing staff perspectives and impact on staff
when involving patients (Barber et al., 2012; Thompson et al., 2014); however, this
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study has partially addressed this gap by providing perspectives and quotes directly
from project staff. The study design did not include measuring staff stress levels
when involving patients in their projects, as per the study by Arnetz, Zhdanova and
Arnetz (2016b), merely the perspectives of staff regarding the subject. Overall, staff
reported in a positive manner when discussing patient involvement and no staff
discussed any negative dealings with patients, only the organisational barriers and
frustrations that they faced. This aligns with the literature describing how in research
articles only positive statements are used with regard to patient involvement; which
may be due to political correctness or fear of disengaging patients and consumers,
or the patient facing difficulties may be non-existent (Staniszewska et al., 2011).

The impact on staff time was described as the most challenging in the questionnaire
responses, and discussed as one of the many barriers in the focus group; the impact
on staff time and effort was documented in the literature as a major challenge for
staff in research projects (Brett et al., 2014; Fairbrother et al., 2013; Garfield et al.,
2015; Manafo et al., 2018; McKenzie et al., 2016; NHMRC, 2016; Norman, 2012;
Robinson, 2014; Van Duijn et al., 2013).

Matthews (2010), stated that confidence levels varied amongst staff and there was a
general lack of confidence when involving patients. In contrast, this study discovered
that most staff were confident to involve patients in their projects, although some
staff disagreed, aligning with the concept that confidence levels may vary. This study
also discovered that there is a significant issue with lack of staff training in patient
involvement, which correlates with the evidence found in multiple literature sources
(Barber et al., 2012; Harris et al., 2015; NHMRC, 2016; Pearson, 2012; Pomey et al.,
2015; Raman et al., 2015). Although, it would seem from the results of this study that
lack of training has not impacted negatively upon staff confidence level when
involving patients in healthcare projects.

A recent report from the Australian Commission on Safety and Quality in Health Care
(2018), details the impact of National Standard 2 (Australian Commission on Safety
and Quality in Health Care, 2012b), which encourages consumer participation in
health services. The report described how some staff were still hesitant and reticent
about consumer involvement and that staff did not have the required skills or indeed
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the time to involve consumers. The report includes commentary on expansion of the
standards to include patients being actively involved in their healthcare, and
development of a national patient reported outcome measures tool to evaluate the
impact of patient and consumer involvement. The report supports the findings in this
study and outlines that organisations still have much work to do to enable genuine
patient involvement.

Fairbrother et al. (2013) discussed how some staff avoid involving patients due to
apprehensiveness, especially if they have no prior experience. In both the
questionnaire and the focus group, some staff stated that they have never involved
patients in their projects, which may induce an avoidance strategy. A sense of fear
and anxiety experienced by a small number of focus group members when involving
patients was a feature of this study, which was not evident in the available literature.
This may be since many project teams work directly for, or on the direction of,
executive level staff, and they may have a heightened concern with reputation and
organisational risk.

Focus group members discussed how staff behavior and attitude can change in a
positive way because of patients being involved, which aligns with the findings in the
available literature (Consumers Health Forum of Australia, 2015; Locock et al., 2014;
Pizzo et al., 2014). Focus group members also discussed, in line with the evidence,
how staff need to understand and gain the patients perspectives and not assume
what patients need (Locock et al., 2014; Matthews et al., 2010; Tsianakas et al.,
2012).

5.3.2 Impact on the project
Focus group members discussed how involving patients assisted to drive change in
their projects that they would not have been able to do without their perspectives,
which echoes findings in the literature (Crawford et al., 2002; Garfield et al., 2015;
McKenzie et al., 2016). Staff advised that when patients had been involved in their
projects, their stories and insights had a powerful impact on the project team. One
project changed the way that an organisation booked clinic appointments for
patients, as they did not align with radiology and pathology appointments or reporting
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requirements. By listening to the patients, the project team were able to re-design
the flow so that patients completed blood tests first, then x-rays and then had their
clinic appointments scheduled last, when test results would be available. The project
team was not aware that appointments were being booked in such an unstructured
way before.

Staff discussed how involving patients improved project outcomes which is also
consistent with the literature findings (Fereday, 2016; National Institute for Health
Research, 2014b). However, the issue of sustainability of project outcomes when
patients are involved was the only factor that did not arise during the focus group
discussions, although it featured in the literature (Pizzo et al., 2014). 54% (14) of the
questionnaire respondents agreed that involving patients does lead to improved
project sustainability.

Impact to the project timeline was a barrier noted in this study, consistent with the
findings in a qualitative research paper discussing researcher perspectives on
consumer and community involvement in research (McKenzie et al., 2016). The
focus group participants discussed the time it takes to ‘manage’ the patient interface
with travel arrangements, financial payments and contacting the patients; this is
articulated well in the research article with a quote from staff stating “it’s something I
do on top of everything else”, (McKenzie et al., 2016, p. 6). However, this was less of
an issue in the questionnaire responses.

5.3.3 Impact on the organisation
This study identified issues with staff having differing definitions for patient
involvement intertwined with consumer involvement; this is consistent with findings in
the literature that described an absence of standards and inconsistency in definitions
(Brett et al., 2014; Marston & Renedo, 2013; Mockford et al., 2012; Shippee et al.,
2013). This lack of clarity has an impact on the organisation as policies should clarify
the differences between consumer and patient involvement and when either or
neither is required. There seemed to be a level of confusion amongst project staff
related to the organisational expectations and intent in these matters, which may be
mitigated by clear guidelines.
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This study has highlighted that although organisations are subject to accreditation
processes around involving consumers as per National Standard 2, (Australian
Commission on Safety and Quality in Health Care, 2012b), project staff were not
implementing this standard as not all projects involved patients and there was a clear
lack of reporting, policies and protocols in this area, which is a topic of concern noted
in many of the research articles (Brett et al., 2014; Ford & Bowness, 2012; Garfield
et al., 2015; Lord & Gale, 2014; McKenzie et al., 2016; NHMRC, 2016; Robinson,
2014). Project staff also stated in the questionnaire and the focus group that patient
involvement is not just about compliance with policy or accreditation nor should it be
used just to purely ‘tick a box’.

During the focus group, members discussed that there is this ‘tick box mentality’ and
tokenistic practices in organisations to state that patients or consumers have been
involved in the project, without evidence of true partnership or the level of
involvement achieved, which is heavily reflected in the literature (Garfield et al.,
2015; NHMRC, 2016; Robinson, 2014; Shippee et al., 2013). Patients and
consumers may be consulted or informed, but they may not be involved in decision
making or change. According to the questionnaire responses, patient input was
mostly gained through surveys, which is classified as a low level of involvement and
influencing, namely ‘consulting’ (Department of Health, 2016b). The level of patient
involvement is important for organisations to note and report on, so that this can be
increased and improved upon. If organisational values are to genuinely involve
patients and consumers at higher levels of involvement, to empower patients with
the outcome being patients and consumers being able to set objectives, policies and
strategic directions (Department of Health, 2016b), then the organisation needs to
understand what levels of involvement are actually occurring in their healthcare
projects.

Mende and Rosman (2013) discussed barriers with staff resistance to patient
involvement, patient recruitment and ensuring patient representativeness which
surfaced in the study findings; however, the issue of staff resistance was dissimilar in
this study, as WA Health project staff did not seem resistant or reluctant to involve
patients, more hesitant (unsure) how to involve them in their projects. Low patient
attendance at meetings was also discussed as a barrier in this study and stated by
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Brett et al. (2014), as it’s often difficult to gain patient commitment. Conflict between
patients and staff was raised as an issue in the literature (Brett et al., 2014),
however, this did not surface as an issue in the findings of this study.

Organisations did not have a tool, mechanism or evidence to measure the value of
patient involvement which is consistent with the literature findings (Consumers
Health Forum of Australia, 2015; Gillard et al., 2012; Harris et al., 2015; Mockford et
al., 2012; Pearson, 2012; Shippee et al., 2013; Van Duijn et al., 2013). There was
also a notable gap between the intent of staff to involve patients, the value they
perceived and reported practice of how many patients were involved, as described
by Lord & Gale (2014). In this study, staff intent to involve patients in their projects
was high, however, this was not translating to their practice.

5.4 Limitations
There are several limitations in this study. Firstly, this study was restricted to project
staff working in public healthcare services in WA and does not include the private or
not-for-profit sector staff. Restricting the research area to staff working in public
health services provides focused perspectives for patient involvement in public
healthcare projects in WA Health. These findings may or may not relate to private
organisations due to the different contexts and environments staff are working in, the
different funding models and differing policies.

The study targeted people whose key role was to undertake project management
duties, rather than any staff member who had been involved in a project. As WA
Health does not maintain a register of people involved in project work, subjects
invited to participate in this study were identified by their position title only. The
findings may not be transferable to ward based staff leading healthcare projects or
private contractors and consultancy firms who are specifically employed to manage a
project in WA Health.

The population of project staff fluctuated, often due to the employment contracts
being fixed term, reflecting the duration of the project. This also had an impact on
sample sizing and response rates. The responses to the questionnaire were lower
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than anticipated (30%); however, a response was received from each HSP in WA
Health. The study was approved for sampling and questionnaire distribution on one
day, to one hundred staff only, which limited further opportunities to re-distribute the
questionnaire based on low response rates. A reminder email was included in the
research proposal, but to those staff already sent the initial email request, which did
encourage a few more staff to complete the questionnaire. As a local comparison,
the EMHS Staff Engagement Survey (East Metropolitan Health Service, 2017)
received a 30% response rate to an email survey which is congruent with email
response rates documented in the literature (Fincham, 2008). Future studies may
require staff to be nominated in advance by their organisation rather than random
sampling techniques; however, this would need to be carefully planned and
managed to avoid organisational bias. A limitation of this study was the low response
rates to both the questionnaire and the focus group; however, the information
received is valuable and provides some data to inform the existing evidence base.

The sampling method used was convenience sampling, which can have a risk of
bias if the sample is atypical of the population (Polit & Tatano Beck, 2014); although,
the stratified sampling with the individual HSP lists may have negated this affect
(O'Leary, 2014) and the further population analysis demonstrated generalisability.
However, decisions were made on who was available, with the specialised
knowledge and willingness to answer the questionnaire and participate in the focus
group, as described by Liamputtong (2013). The response sample size was below
one hundred participants, which may lead to insufficient power to claim statistical
significance (Pallant, 2013). Due to knowledge of this limitation, the researcher has
used the term ‘association’ rather than significance.

The questionnaire did not review the impact of patient involvement on specific
projects, merely if staff had ever involved a patient.

The focus group was limited to one health authority only, due to the vast
geographical nature of WA; however, the health authority comprises five hospitals
with representative services to those of the WA Health system; including rural,
general, specialist and tertiary hospitals, with a proportionate casemix of planned
and unplanned adult and paediatric patients, general and mental health services.
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Staff working in remote areas may have differing perspectives and experiences from
those of their metropolitan based colleagues, due to the contextual challenges of the
environment and the barriers that patients may face in travelling to regular project
meetings, due to their distance away from the healthcare setting. There was no
minimum number set on focus group participants as it is the rich narrative from their
discussions that is required rather than number of participants.

Although perspectives of patients or consumer groups are extremely important, this
study focused on the perspectives of staff, as this was the noted gap in the literature.
There was a plethora of research articles describing patient perspectives in
experiences of their healthcare and involvement in research, however very limited
evidence was found in the healthcare project setting. It would be an interesting
project to compare the patient perspectives to the findings of staff perspectives in
this study, as described by Pomey et al. (2015).

5.5 Summary
This chapter has discussed the findings regarding staff perspectives, offered
comparisons with the literature and stated the study limitations. The findings from
this study demonstrate that while many project staff recognised the value of patient
involvement in their projects, a range of personal and organisational factors limited
this from routinely happening. This study contributes new knowledge to a limited
evidence base, particularly in the field of healthcare project management, and actual
staff perspectives into patient involvement. The concluding chapter will discuss the
conclusions and recommendations arising from this study.
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CHAPTER 6: CONCLUSIONS AND RECOMMENDATIONS
6.1 Introduction
This study has generated new knowledge to inform a limited evidence base and
comprehensively answered the research questions by application of an appropriate
design and philosophical approach. The focus group discussions complemented the
questionnaire responses, enhancing the data and completing the findings. The data
synthesis phase revealed predominantly convergent findings, providing a confidence
level in the synergy of the results.

This concluding chapter outlines notable findings arising from the study, the
significance of those findings, conclusions, researcher recommendations for future
practice and some potential research translation strategies.

6.2 Notable findings
According to the perspectives of project staff, patients (or consumers) were being
involved in some clinically based projects in WA Health but not in all projects; in low
numbers in infrastructure projects and not in Information Technology projects. There
was a low level of patient involvement (mostly through surveys) and patients were
not being involved in higher level decision-making or voting. There was a high
reliance on the CACs to provide the consumer perspective. Project staff felt that
organisations had a “long way to go” before current inpatients are actively and
genuinely involved in healthcare projects.

In keeping with similar findings by Ford & Bowness (2012), a key finding in this study
was a lack of staff training in patient involvement. The project staff were experienced
but did not possess high levels of qualifications and skills in project management and
improvement methodologies and received no training in patient involvement. Project
staff utilised differing improvement methodologies without the appropriate training,
and yet remained confident to involve patients. This suggests a level of ‘on-the-job’
training and experiential application.

In this study, there were associations found between patient involvement and the
position title of project staff, and the use of Six-Sigma methodology. The WA Health
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preferred project management methodology was not being utilised for all projects
and where it was used, it did not corelate with higher levels of patient involvement.
This may need addressing as future training requirements are planned, considering
the results of this study.

Multiple barriers with patient involvement existed, and a few project staff were
assuming accountability and responsibility to protect their organisations from risk and
reputational damage, which may not be known or required by the organisation.
Organisations did not have adequate processes or policies in place regarding patient
involvement and no method for measuring or evaluating the value of this approach.

6.3 Significance of the findings
This study provided a contribution to the limited literature available on project staff
perspectives of involving patients in public healthcare projects, creating valuable
knowledge, and improving information sharing and an understanding of this topic.
This study may assist the health industry to understand some of the reasons why
there may be reticence or a hesitancy to engage patients as normal practice in WA
public healthcare projects and understand some of the barriers faced by project staff.

Decisions around the use of one preferred project management methodology in
isolation may require review and necessitate the application of an adjunct
improvement methodology, to enhance and improve patient involvement.
Organisations have a responsibility to ensure that staff who are employed in project
roles have the necessary skills, training or qualifications to deliver on project
outcomes, especially when large amounts of public money are involved. This study
poses questions around the current skill level of staff and a lack of qualification in
project management and improvement methodologies. Organisations may need to
review job description forms to ensure that they are attracting staff with the
necessary skills, qualifications and experience to lead and manage large scale,
complex healthcare projects.

If patient involvement is regarded as a ‘new science’ by organisations, this may
encourage development of appropriate training and education packages (Miller et al.,
2018). Organisations may need to consider the addition of training for staff and
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patients regarding patient involvement and develop associated policies and
frameworks to guide staff.

Furthermore, this study provided a specific WA public healthcare staff perspective,
which may inform policy or practice development in WA Health in the future, to
ensure patients, as well as consumers, are genuinely and actively involved in
healthcare projects.

6.4 Conclusions
Participants portrayed a willingness and intent to involve patients in healthcare
projects, however, there was an organisational disconnect with a lack of patient
recruitment protocols, associated policies and frameworks, staff and patient training
programs, evaluation tools and reporting mechanisms. Patients were not being
involved in all projects which poses a major risk to organisations, as the potential
users of the service may not be providing valuable input in a meaningful and
constructive way. There was a heavy reliance on the CAC members which is
appropriate from an overall consumer perspective, but this may not represent the
patients valuable lived experience (Manafo et al., 2018).

Patients were viewed as powerful change agents that can enhance staff behaviour
and improve project outcomes and this power should be acknowledged and
harnessed by organisations in a true and equal partnership. Organisations need to
review how and when patients are being involved in healthcare projects, and how
this involvement is affecting their project staff, project outcomes and sustainability of
effort.

Staff employed in project roles could benefit from education in research principles
and methodologies, as consumer and community involvement in research is far
more advanced and evidenced in the literature. There are many similarities between
research and healthcare projects as both are essentially managing projects, people
and reporting, and both have multiple methods or methodologies to guide their work.
There are also distinct differences as healthcare projects do not have such a
rigorous framework, nor do they require ethics and governance approval, and they
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do not usually attract external commercial sponsors, funding or grants. Over the last
few years, project staff have led and managed some large scale, highly complex
projects in WA Health especially; yet there are limited published articles describing
these projects and their outcomes.

There is a gap between organisational intent to actively involve patients in healthcare
projects and translation of this into practice at a meaningful and genuine level.
Health services have much work to do before patient involvement in healthcare
projects becomes ‘normalised’ into everyday practice, as described by Fisher (2011)
and Manafo et al. (2018).

6.5 Recommendations for future practice
There are multiple improvement opportunities arising from the study findings which
are described in the following sub-sections of recommendations for research (staff
and patients), practice and education.

6.5.1 Recommendations for research – with a focus on project staff:
•

Develop a decision-making framework to guide staff on when and how to
involve patients, and their optimum or appropriate level of involvement

•

Develop a measurement tool to evaluate the value, impact or effectiveness of
patient involvement in healthcare projects, with associated reporting
strategies and tools

•

Explore the structure and function of healthcare project teams as project staff
seem to be working in an unregulated void, with varied (or no) governance,
and a lack of policy and reporting frameworks

•

Investigate if project staff are publishing articles or conducting research
regarding their projects and if there are any opportunities or barriers with this

•

Explore in more detail the different project management and improvement
methodologies to discover which are best suited to healthcare environments,
and which are delivering the best outcomes and project sustainability

•

Investigate the reasons why project staff in infrastructure and Information
Technology projects are not seemingly involving patients in these types of
projects
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•

Explore if healthcare project staff with a professional clinical background are
more likely to involve patients or consumers in their projects. This will assist to
determine appropriate skills and experience relevant to the project role

•

Investigate the anxiety, fear or stress levels experienced by project staff
related to patient involvement in their healthcare projects.

6.5.2 Recommendations for research – with a focus on patients:
•

Explore the patient perspective of being involved in healthcare projects
including their perspective of how they add value and what training they
require

•

Explore patient’s perspectives of optimum recruitment and incentive schemes
to enable their genuine and active involvement in healthcare projects

•

Explore different ways to seek patient perspectives such as social media,
patient experience trackers, observation of patient interaction with staff and
inclusion of patients in the project team

•

Investigate the differences and benefits of a patient with a ‘lived experience’
providing input to a healthcare project compared to a consumer providing a
generic consumer opinion

•

Explore the philosophy behind patient involvement in any aspect of their
healthcare or healthcare projects, to assess for commonalities and synergies,
regardless of what type of activity they are being involved in.

6.5.3 Recommendations for practice:
•

Improve rates and levels of patient involvement in all healthcare projects,
especially in infrastructure and Information Technology projects

•

Ensure that the organisational commitment to patient involvement is firm and
supported by actions, policies, procedures and protocols as appropriate

•

Ensure that the organisation has a clear patient recruitment policy in place
and explore different ways to recruit patients into projects such as social
media, newspaper adverts and bedside cards

•

Executives to discuss fears and anxieties about reputational risk and damage
with project staff so that expectations, accountabilities and responsibilities can
be managed
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•

Develop a register for CAC members and volunteers which articulates when
they were in hospital and in what specialty, and if they are willing to be
involved in a healthcare project

•

Review incentives provided to patients involved in healthcare projects, and
develop some low-cost incentives such as exploring options for the volunteer
driver service, developing certificates of participation, or scheduling a meet
and greet with the Executive Director or Chief Executive

•

Organisations to review how they are capturing information about the range
and type of healthcare projects they are leading, who is managing these
projects, the outcomes, sustainability and level of patient involvement –
essentially developing centralised project registers to enable review, reflection
and further research

•

Organisations to promote a positive culture of genuine and active patient
inclusion and involvement in healthcare projects and celebrate the success of
this

•

Many of the project management and improvement methodologies are
historically from the worlds of car manufacturing, business or production lines.
Consider the development and evaluation of frameworks specifically built for
use in healthcare, rather than tailored from existing products.

6.5.4 Recommendations for education:
•

Develop core essential qualifications and skills for staff employed in project
roles in the organisation; noting that some methodologies are more
associated patient involvement

•

Review the project management methodology training offered to WA Health
staff to consider implementing an adjunct improvement methodology or
specific patient involvement training

•

Ensure patient involvement training is provided to staff fulfilling executive
sponsor roles so that they can mentor and coach project teams and ensure
that patient involvement is considered during the project scoping phase

•

Ensure patient involvement training and support is provided to staff employed
in project roles to encourage greater patient involvement in their healthcare
projects
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•

Consider the value of implementing training programs for patients and
consumers regarding their involvement in projects.

This study has highlighted the need for further research into multiple facets of
healthcare project management, and potential changes to practice and educational
requirements. The next section describes how the study findings may be translated
into practice.

6.6 Research Translation
Research translation (or knowledge translation) can be defined as “ensuring that
stakeholders are aware of and use research evidence to inform their health and
healthcare decision-making” (Grimshaw, Eccles, Lavis, Hill, & Squires, 2012, p. 2).
Grimshaw et al.(2012) discussed how there is often a failure to translate research
into practice and policy from clinical and health services research. The outcome of
this study is to effect change in health services project management, to encourage
more patients to be actively involved in healthcare projects and for patients to be
empowered as higher-level decision makers in organisations.

The researcher aims to ensure that the findings of this study are translated into
action by completing the following:
•

As a Project Coordinator, the researcher is at a senior level in the project
management field and will display positive role modelling to involve patients at
a meaningful level within all allocated projects, and coach other project staff
on the findings of this study

•

Present the findings at the SMHS IHI Chapter group, SMHS Research
Advisory Group monthly meetings and the inaugural SMHS Research
Showcase (2018), to disseminate results within the organisation and highlight
potential improvements for consideration. Executive level staff often attend
these meetings, providing an opportunity to drive and effect change within the
organisation. This action has been completed.

•

The researcher will be actively involved in future policy development in
healthcare project management in SMHS and WA Health where possible. The
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researcher has recently drafted a SMHS policy on ‘Conducting Research
Projects in SMHS’ and has included a section on consumer involvement.
•

A journal article will be published to disseminate the study findings to a wider
audience than SMHS, and promote interest into further research in this area

•

The researcher will review appropriate state and national conferences for an
opportunity to submit posters and / or present the study findings

•

The researcher is involving the new Consumer Advocate for SMHS Research
in as many meetings and education sessions as possible and will work with
the Consumer Advocate to help build on patient recruitment, incentives and
involvement in healthcare projects

•

The researcher intends to complete further research into patient involvement
in healthcare projects at doctorate level.
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Appendix 6 : Questionnaire

Questionnaire results report from Qualtrics
Q1 - Please state which health authority you are currently
employed in by choosing one answer below

#

Answer

%

Count

1

CAHS

3.33%

1

2

EMHS

20.00%

6

3

NMHS

23.33%

7

4

SMHS

40.00%

12

5

WACHS

13.33%

4

Total

100%

30
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Q2 - Please state your gender by choosing one answer below

#

Answer

%

Count

1

Male

23.33%

7

2

Female

76.67%

23

3

Other

0.00%

0

Total

100%

30
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Q3 - Please state your age by choosing one answer below

#

Answer

%

Count

1

18-29 years

20.00%

6

2

30-39 years

20.00%

6

3

40-49 years

40.00%

12

4

Over 50 years

20.00%

6

Total

100%

30
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Q4 - Please state the title of your position by choosing one answer
below

#

Answer

%

Count

1

Project Director

0.00%

0

2

Project Coordinator

6.67%

2

3

Project Manager

20.00%

6

4

Senior Project Officer

40.00%

12

5

Project Officer

16.67%

5

6

Other - please enter comments

16.67%

5

Total

100%

30
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Q5 - Please state how long have you worked in healthcare projects
by choosing one answer below

#

Answer

%

Count

1

Less than 1 year

3.33%

1

2

1-5 years

50.00%

15

3

6-10 years

36.67%

11

4

11 years or more

10.00%

3

Total

100%

30
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Q6 - What project related qualifications do you have?
Please choose all relevant answers below

137

#

Answer

%

Count

1

DMAIC

12.07%

7

2

Fundamentals of Project Management

17.24%

10

3

Post Graduate Certificate in Project Management

1.72%

1

4

Post Graduate Diploma in Project Management

1.72%

1

5

Master’s in project management

0.00%

0

6

PRINCE2 Foundation

13.79%

8

7

PRINCE2 Practitioner

10.34%

6

8

Project Management Professional

1.72%

1

9

LEAN

12.07%

7

10

Six Sigma

3.45%

2

11

None

8.62%

5

12

Other-please enter comments

17.24%

10

Total

100%

58

Other:
• Project management within MBA and LEAN as part of Emerging Leaders
• MBA
• Diploma of Project Management
• Diploma of Project Management (TAFE qualification) and additional unit within
master’s level
• Diploma of Management (not project specific)
• Cert IV Project Management
• Agile
• Short 2 day course many years ago
• Lean Six Sigma Green Belt
• Attended a number of project management, CSR, LEAN, Six sigma and DoH courses.
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Q7 - Which project or improvement methodologies do you use to
manage your projects?
Please choose all that apply

#

Answer

%

Count

1
2
3
4
5
6
7
8

Clinical Service Redesign
LEAN
Six Sigma
Plan-Do-Study-Act
PRINCE2
PMBOK
None
Other-please enter comments
Total

22.39%
20.90%
11.94%
13.43%
16.42%
7.46%
4.48%
2.99%
100%

15
14
8
9
11
5
3
2
67

Other:
• Depends on the project
• For Project management (governance and project control) we use a tailored PRINCE2
approach. In conjunction with this we use Quality Improvement methods such as
lean six sigma, PDSA.

139

Q8 - Please add your responses to the 8 statements below by
clicking on one button only on each row

140

Neither
agree nor
disagree

Question

Strongly
disagree

1

1. It is best practice to involve
patients in healthcare projects

0.00%

0

0.00%

0

0.00%

0

3.70%

1

14.81%

4

55.56%

15

25.93%

7

27

2

2. The health authority I work in is
committed to involving patients in
healthcare projects

0.00%

0

3.70%

1

14.81%

4

3.70%

1

37.04%

10

40.74%

11

0.00%

0

27

3

3. The health authority I work in
has a good system to enable
patient recruitment to healthcare
projects

3.70%

1

11.11%

3

18.52%

5

37.04%

10

18.52%

5

11.11%

3

0.00%

0

27

4

4. Patients add value to healthcare
projects

0.00%

0

0.00%

0

0.00%

0

3.70%

1

14.81%

4

48.15%

13

33.33%

9

27

5

5. The value of patient
involvement in healthcare projects
can be measured

0.00%

0

0.00%

0

7.41%

2

22.22%

6

29.63%

8

33.33%

9

7.41%

2

27

6

6. Patient involvement in
healthcare projects should be
representative of the patient
population (age, gender, culture)

0.00%

0

0.00%

0

0.00%

0

3.70%

1

18.52%

5

62.96%

17

14.81%

4

27

7

7. I feel confident to involve
patients in my healthcare projects

0.00%

0

3.70%

1

14.81%

4

14.81%

4

25.93%

7

33.33%

9

7.41%

2

27

8

8. I have received specific training
in how to involve patients in
healthcare projects

33.33%

9

29.63%

8

7.41%

2

3.70%

1

14.81%

4

11.11%

3

0.00%

0

27

Somewhat
disagree

Disagree

Somewhat
agree

Strongly
agree

Agree

Total
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Q9 - Have you ever involved patients in your projects?
Please choose one answer below

#

Answer

%

Count

1

Yes

70.37%

19

2

No

29.63%

8

Total

100%

27
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Q10 - How many patients have you involved in your healthcare
projects in the last 12 months?
Please choose one answer below

#

Answer

%

Count

1

1-5

50.00%

9

2

6-10

22.22%

4

3

11-20

0.00%

0

4

Over 20

27.78%

5

Total

100%

18
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Q11 - What is the average length of the healthcare projects that you
have involved patients in?
Please choose all that apply

#

Answer

%

Count

1

less than 1 month

15.00%

3

2

1-6 months

45.00%

9

3

7-12 months

10.00%

2

4

more than 12 months

15.00%

3

5

Other - please enter comments

15.00%

3

Total

100%

20

Other:
• too various and intermittent to average
• on a as needed basis at different points in time
• Only involved patients in VOP surveys
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Q12 - Please select from the list below any types of healthcare
projects that you have involved patients in.
Please choose all that apply

#

Answer

%

Count

1
2
3
4
5
6
7
8

New building
Building redesign
Patient flow redesign
Quality Improvement
Clinical Service Redesign
Clinical Pathways
Information Technology
Other - please enter comments
Total

8.33%
6.25%
16.67%
14.58%
29.17%
18.75%
0.00%
6.25%
100%

4
3
8
7
14
9
0
3
48

Other:
• Provision, environment and location of services
• Only involved patients in VOP surveys. Policy
• FF&E
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Q13 - Please select from the list below any techniques that you
have used to gain patient perspectives or input in your healthcare
projects.
Please choose all that apply

146

#

Answer

%

Count

1

Patient surveys

22.06%

15

2

Patient focus groups

10.29%

7

3

Patient interviews / stories

13.24%

9

4

Patient as a project team member

7.35%

5

5

Observation of the patient journey

14.71%

10

6

Observation of patient interaction with staff

4.41%

3

7

Patient experience tracker

1.47%

1

8

Community Advisory Council / Committee input

16.18%

11

9

Marketing i.e. inviting comments through media

0.00%

0

10

Case studies

7.35%

5

11

Other-please enter comments

2.94%

2

Total

100%

68

Other:
• Consumer Advocacy Group
• Patients included in workshop participants with staff
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Q14 - How do you recruit patients to your healthcare projects?
Please choose any relevant answers below

148

#

Answer

%

Count

1

Staff nomination

30.56%

11

2

Patient self - nomination

30.56%

11

3

Internal database of interested patients

16.67%

6

4

Social media

0.00%

0

5

Newspaper adverts

2.78%

1

6

Bedside cards

0.00%

0

7

Other - please enter comments

19.44%

7

Total

100%

36

Other:
• ask patients if they would participate in a survey
• voice of patient – ask patients if they would like to participate
• surveyed patients are recruited from the floor
• Community Advisory Council (CAC)
• CAC
• Identified as a patient within target group and sked while in hospital if they would be
part of it. Also, can ask for people via CAC
• CAC (which does include some previous patients of the health service, therefore
meets the definition for this research)
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Q15 - Please select from the list below any incentives that you
currently provide to patients involved in healthcare projects

150

#

Answer

%

Count

1

Reimbursement of travel costs

10.00%

2

2

Volunteer driver pick up

0.00%

0

3

Refreshments

30.00%

6

4

Photo in the internal newsletter

10.00%

2

5

Financial payment to attend

25.00%

5

6

Certificate of participation

0.00%

0

7

Meet and greet with the Executive Director / CEO

5.00%

1

8

Other - please enter comments

20.00%

4

Total

100%

20

Other:
• never offered an incentive to complete a survey
• not currently working with patients; previously used refreshments, financial
payments to attend
• CAC members are paid but patients identified on the ward to be part of surveys and
interviews are not incentivised at all
• Nil

151

Q16 - Do you have a formal process or tool to evaluate the
effectiveness or value of patient involvement in healthcare
projects?
Please choose one answer below

#

Answer

%

Count

1

Yes - please describe the formal tool or process

0.00%

0

2

No

100.00%

27

Total

100%

27
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Q17 - Does your organisation have any policies or protocols to
govern the involvement of patients in healthcare projects?
Please choose one answer below

#

Answer

%

Count

1

Yes

38.46%

10

2

No

3.85%

1

3

Unsure

57.69%

15

Total

100%

26
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Q18 - In your opinion, what is the measurable positive value that
patients could add to your healthcare project(s)?
Click on the stars - Zero is no value and five stars is maximum
value

#

1

2

3
4
5

6

7

8

Field Minimum Maximum Mean
Gain an insight into
patient
perspectives and
needs
Improved
communication and
engagement with
the patient
population
Improved project
design
Improved project
outcomes
Improved
sustainability of
project outcomes
Compliance with
policies or
accreditation
standards
Improved staff
engagement
regarding patient
involvement
Improved services
that address
patients’ needs or
requirements

Std
Variance Count
Deviation

3.00

5.00

4.69

0.61

0.37

26

2.00

5.00

4.31

0.87

0.75

26

2.00

5.00

3.38

0.88

0.78

26

1.00

5.00

3.96

1.02

1.04

26

1.00

5.00

3.50

1.18

1.40

26

1.00

5.00

3.15

1.26

1.59

26

2.00

5.00

3.92

0.92

0.84

26

3.00

5.00

4.38

0.84

0.70

26
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Q19 - What challenges do you perceive there are when involving
patients in healthcare projects?
Please drag the slider to state your answer - Zero is no challenge
whereas 100 is maximum challenge

#
1
2

3

4

5

6

7

8

Field Minimum Maximum Mean
It impacts on staff
time
Patients do not
arrive for the
project meetings
Increased project
costs associated
with patient
payments
Patients lack of
knowledge of the
subject matter
Patient feels
intimidated or that
they do not have an
equal voice
Staff feel
threatened by
patient questions or
input
It impacts on the
project time line
It is unclear why
the patient is being
involved, therefore
difficult to assess
outcomes

Std
Variance Count
Deviation

9.00

90.00 52.48

24.45

597.69

25

0.00

100.00 50.09

26.46

699.99

23

0.00

100.00 46.74

33.22

1103.56

19

0.00

91.00 43.71

28.06

787.62

24

5.00

92.00 37.68

24.43

596.70

25

10.00

83.00 41.57

24.02

576.94

23

5.00

100.00 42.09

26.54

704.60

23

5.00

59.00 32.45

17.70

313.15

20
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Q20 - In your opinion, do patients want to be involved in healthcare
projects? Please choose one answer

#

Answer

%

Count

1

Yes

69.23%

18

2

No

0.00%

0

3

Maybe

30.77%

8

Total

100%

26
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Q21 - Please select any patient groups from the list below that you
feel should NOT be involved in healthcare projects.

157

#

Answer

%

Count

1

Patients with impaired cognition

20.00%

10

2

Unwell patients

10.00%

5

3

Terminally ill patients

4.00%

2

4

Patients with a Mental Health condition

4.00%

2

5

Patients under 18 years of age

4.00%

2

6

Patients with known aggressive behaviour

22.00%

11

7

Patients with an active or unresolved formal complaint

20.00%

10

8

Patients who present as an emergency

4.00%

2

9

Patients who require an interpreter

0.00%

0

Other - please enter comments

12.00%

6

Total

100%

50

10

Other:
• It would depend on the project scope and deliverables
• It depends on your target population healthcare projects are varied and there may
be projects where these population groups form part of the target group. Patients
with aggressive behaviour present a safety issue, however if the project is related to
a service that targets these patients then you have to find a way of safely including
them. You have to consider if the patient with a complaint is going to be biased in
their interaction, but a complained could be unrelated to what your project is about
and may have no bearing.
• I think this depends on the project, projects that target any of these patient groups
may have a case to involve any of these patient groups
• All should be considered – depends on what rationale is for patient input
• Any recovered patient, or patient who is sufficiently well to indicate an interest (but
not those with unresolved complaints) should be candidates for participation
• Any patient that declines involvement
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Q22 - Are there any types of healthcare projects that you feel are
not suitable or appropriate to involve patients in?
Please choose one answer

#

Answer

%

Count

1

Yes

34.62%

9

2

No

11.54%

3

3

Maybe

53.85%

14

Total

100%

26
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Appendix 7 : Consent form
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Appendix 8 : Focus group guide
Date: Wednesday 28th February 2018
Venue: Education Building, Seminar Room 1.2
Start time: 10.00
Finish time: 11.00
Moderator: Melanie Wright
Stage
Introduction
• Consent: all signed
• Participant Information Sheet: all read
• Ground rules:
o group confidentiality declaration
o re-iterate participants can leave at
any time - advise moderator
• State purpose of the focus group
• Any questions prior to commencing?

Moderator notes

Timing

5 minutes

10.0010.05

Recording starts
Introductory question
Reflect on your current projects:
• What are your thoughts about involving patients in 15 minutes
these projects?

10.20

Transition question
•

Why would involving patients in your project impact
on your project timeline?

10 minutes
10.30

Focus question
•

How can we evaluate the impact that patient
involvement has on our projects?

Summarising question
Think back on your experiences
discussions today:
•

and

10 minutes
10.40

our 10 minutes

How can we assess the level of patient involvement
required in each project?

10.50

Concluding question
Is there anything else that anyone feels we should 5 minutes
Recording ends
have talked about today but didn’t?
Please feel free to share these thoughts
Closing remarks
• Main outcomes
• Transcript checking: participant reminder
Thanks to the group

10.55

5 minutes

11.00
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